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Executive Summary

The mandate of the Prairie Women’s Health
Centre of Excellence (PWHCE) includes gener-
ating new knowledge through the identification
and analysis of research on women'’s health
issues; and providing policy advice, analysis and
information to governments, health organiza-

tions and non-governmental
organizations. The purposes of
this project were:

~ to generate new knowledge
about the impact of the
regionalization of health
planning and service deliv-
ery by examining the degree
to which gender sensitivity
and women'’s health issues
were reflected in the plan-
ning processes of regional
health bodies in Manitoba
and Saskatchewan; and

" Women'’s health
involves emotional,
social, cultural, economic,
spiritual and physical
well-being and is
determined by the social,
cultural, political and
economic context of
women’s lives as well as
by biology."

S. Phillips, 1995

~ to provide information which the PWHCE

could use in advising governments, regional
health bodies and others on how to make re-
gional needs assessments and health plans
more sensitive to the needs of women.

The research team devel oped evaluation frame-
works based on the relevant literature and dis-
cussions with PWHCE staff and members of the
PWHCE Theme Advisory Group on the Effects
of Heath Reform on Women. The frameworks
were used to analyze needs assessment and

health plan documents. This
process was followed by inter-
views with key stakeholders
within the regional health bod-
iesthat had provided written
documents.

The framework for evaluating
health plans addressed the fol -
lowing issues:

P evidence of women's health
as apriority;

P recognition of context and
determinants of women’s
health;

P approaches to women’s health issues (pri-
marily illness-focussed, or inclusive of health
promotion and gender analysis of social
conditions);
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sensitivity and proactive approach in addres-
sing diversity;

accessibility (to services, types of providers,
community settings);

types of collaborative relationships (with
women, agencies);

recognition of informal caregiver issues;
recognition of effects of health care reform
on employees (mostly female);
evidence-based decision-making and evalua-
tion.

The needs assessment evaluation framework
addressed the following issues:

P
P
P

P
P

P

inclusivity of consultations;

minimizing barriers to participation;
inclusion of datarelated to health determi-
nants;

disaggregation of data by sex;

discussion of findings for specific groups of
women,

verification of findings with communities.

Guiding questions for representatives of re-
gional health bodies (key informants) addressed:

P

P

how decisions are made about health priori-
ties,

if/how gender-related issues are included in
the health planning process;

perceptions of the most important influences
on women’s health;

ways of including women and organizations
that work with women in health planning
processes,

use of evidence-based decision-makingin
planning;

differential influences on women and men of
determinants of health and health care reform
(e.g., institution to community shift);
collaborative initiatives with other organiza-
tions serving women;

P waysof addressing diversity in the health
planning process, and related challenges;

P ways of including women and organizations
that work with women in evaluation of health
reform efforts;

P waysto be responsive to women’s needs as
health reform proceeds.

A. METHODS

1. NEEDS ASSESSMENT AND
HEALTH PLAN DOCUMENTS

Each region/district received aletter from the
Director of the Prairie Women’s Health Centre
of Excellence introducing the project and the
project team members. They then received a
follow-up letter from a member of the research
team which requested that they provide:

P the most recent health plan for their region/-
district;

P health needs assessments done for their re-
gion/district; and

P any other work which they may already have
done on the health needs of women in their
region/district.

This documentation was analyzed using two
frameworks—one for the needs assessment doc-
umentation and one for the health plan docu-
mentation.

In al, eight of 11 Manitoba Regiona Health
Authorities (RHAS) responded. Seven of these
provided health plan documents for review and
analysis, and eight provided needs assessment
documents. The two Winnipeg RHASs were ex-
cluded from the survey because they began op-
eration in April 1998 and have not yet published
their first needs assessment documents. In Sas-
katchewan, 17 of 32 Health Districts responded
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to the request. Sixteen of those provided health
plan documentation, and 12 provided needs as-
sessment documentation. Documents submitted
by regiong/districts, in response to the request
for information about any work undertaken on
women’s health, have also been included from
both provinces.

In the information and analysis of the needs as-
sessment and health plan documents which fol-
low, the data from the two provinces has been
combined. There were no substantial differences
between responses from Manitoba and those
from Saskatchewan.

2. INTERVIEWS WITH
REPRESENTATIVES OF REGIONAL
HEALTH BODIES

Regional health bodies were selected for inter-
views using the following criteria: the sample
should be representative of both provinces (3
Manitoba, 5 Saskatchewan); and the sample
should be geographically representative (north,
south, rural, urban). In several cases, representa-
tives of regional health bodies expressed interest
in being interviewed for this project. All of
these representatives were interviewed. In order
to arrange the interviews, the Chief Executive
Officer’s office was contacted and the purpose
of the interviews was explained. Theinter-
viewee was selected by the CEO. Their posi-
tionsin the regional health bodies varied from
Health Educator to Vice President to Medical
Officer of Health. All interviews were conduc-
ted by telephone, by the same member of the
research team. She took verbatim notes during
the interview.

These transcribed interviews were imported into
the QSR NUD* I ST software program for quali-
tative data analysis. All transcripts were read by
all of the research team members. One member

conducted an analysis using the constant com-
parison method. The analyst moved back and
forth between transcripts and analysis, uncover-
ing similarities and differences, within and be-
tween interviews. Codes were applied to a sec-
tion of atranscript, and then all sections of tran-
scripts from interviews with the same codes
were reviewed. The analyst went back and forth
between sections of the transcript and the whole
transcript to check context of quotes and verify
interpretations. As sections were coded, catego-
ries and subcategories became apparent. As a
result of this process, the interviews were re-
viewed several times. The analyst then wrote a
narrative description of the data, following the
coding. The process of writing and interpreting
lead to returning to the transcripts, re-checking
context, and searching the interviews for other
codes and categories. The preliminary analysis
was then sent to the other two researchers who
checked the credibility of interpretation. Differ-
ences of opinion were few, but were discussed
until consensus was reached. The variety in
backgrounds of the three researchers enhances
the transferability of the findings; in other
words, there is less chance that the interpreta-
tion is narrowed by discipline or experience. In
qualitative methodology, the term credibility is
equivalent to validity and transferability to
generalizability.

B. SUMMARY ANALYSES

1. NEEDS ASSESSMENTS

a. The needs assessment documents reviewed
indicate that gender was rarely considered as
avariable in assessing local health needs and
that consequently, the health needs of
women rarely were considered separately
from those of men.
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b. Regional health bodies published little sex-
desegregated data. While gender analysisis
much more than simply looking at health
data for men and women both separately and

together, the lack of availability of sex-

desegregated data makes gender analysis

impossible. Regional health
bodies are also limited, since
they did not have additional
funds to order sex-
desegregated data from other
sources (such as Statistics
Canada) for their areas, nor
did either province
undertake to provide thisto
them.

c. Although Manitoba Hesalth
has set women'’s health as
one of its priorities, RHAs
were given no background
information about women's
health, nor any guidance
about how to specifically
assess the health of women
in their communities. This
lack of information is reflec-
ted in their responses. In
both provinces, only 25% of
those participating included
any data about gender in
their needs assessments.

2. HEALTH PLANS

a. Based on thereview of these
documents, it is evident that

WHAT IS GENDER
ANALYSIS?

"...a process that assesses
the differential impact of
proposed and/or existing
policies, programs and
legislation on women and
men. It compares how
and why women and men
are affected by policy
issues. It makes it
possible for policy to be
undertaken with an
appreciation of gender
differences, of the nature
of relationships between
women and men, and
their different social
realities, life expectations
and economic circum-
stances. It is a tool for
understanding social
processes and for respon-
ding with informed and

equitable solutions."

Adapted from Status of Women
Canada, 1998.

regional health bodies have not given ahigh

priority to women'’s health. While four of the
seven responding Manitoba RHAs listed
women' s health as a priority, and referenced
Manitoba Health in doing so, there was little

evidence of such prioritization in their health
plans. Only one regional health body—in
Saskatchewan—expressed a written commit-
ment to gender equity.

b. Where women'’s health issues were consi-

dered, the most frequent refer-
ences were to gender-specific
health needs (reproductive
health, breast and cervical can-
cer screening) and to women's
role as mothers.

c. While both provinces offi-
cialy promote a determi-
nants of health approach,
thereislittle evidence of it
in the health plans reviewed
for this project. Manitoba
health plans contained, on
average, referenceto 2.4
health determinants, while
Saskatchewan plans inclu-
ded, on average, only 1.5 of
the 11 health determinants
used in this project. Health
plans tend to emphasi ze fi-
nancial reporting and fund-
ing requests.

d. The documents reviewed do
not demonstrate an apprecia-
tion for the differing health
needs of diverse groups of
women, including Aborigi-
nal women, women from
ethnic and visible minorities,
lesbian women and women
with disabilities.

e. Consistent with all of the above, none of the
regional health bodies surveyed reported any
training on gender issues for either staff,
management or Board members.
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f. There was no evidence that women’ s organi-
zations, and organizations providing services
to women are included in the health planning
process.

g. Rather than recognizing the additional bur-
den on women of providing informal careto
family members and friends, regional health
bodies have promoted this by emphasizing
women'’s presumed role as gatekeepers of
family health.

3. INTERVIEWS WITH REPRESENTA-
TIVES OF REGIONAL HEALTH
BODIES

Themes from the qualitative analysis of inter-
view transcripts indicated that women’s health
was discussed in the context of three categories-
—reproduction, family members, and use of
health services—rather than as a valued out-
come in and of itself. Within these categories
there was very little gender analysis with afew
exceptions. Similarly, there was widespread
understanding of the social determinants of
health, but gender was seldom mentioned and
the other determinants lacked a gender analysis.
Major women's heath issues were identified,
and this problem focus formed one of the main
themes in talking about women'’s health, along
with recognition of different populations of
women, and of women’sroles. Again, in gen-
eral, there was, at best, the beginning of a gender
analysisin these conversations. Many infor-
mants seemed reluctant to address gender at all.
In some instances, “backlash” was noted: that
is, people who believed that “all this attention to
women’ s health” representsaloss for men and a
threat to their health. As would be expected, the
discussions of health planning and participation
of women were not rich in examples of equity
strategies used or gender differences addressed.

C. CONCLUSIONS

Conclusion 1. There was no significant differ-
ence in findings for Manitoba and Saskatche-
wan. Thisis noteworthy given their different
political environments at the time the study was
conducted; and the fact that Manitoba identifies
women as one of its four priority populations,
and Saskatchewan identifies women’ s special
health needs as a priority budget area.

Conclusion 2. Thereislittle evidence of gender
analysis or gender-sensitive strategies among
the regional health bodies participating in this
study, asindicated by review of needs assess-
ment and health planning documents, and inter-
views with representatives of the participating
health bodies. For example, only 25% of the
participating regional health bodiesincluded
any data about gender in their needs
assessments.

Conclusion 3. While the reasons for this lack
of evidence are multi-faceted, the primary rea-
son isalack of value placed on women’s health
in general, and therefore, on gender analysisin
particular, as legitimate areas of concern. Thisis
corroborated by our finding that there was no
evidence of training on issues related to gender
inequality that effect women’s health. Where
women’s health issues were considered, the
most frequent references were to biological sex-
specific health needs (reproductive health,
breast and cervical cancer screening) and to
women’s role as mothers.

Conclusion 4. Some reasons for this lack of
value placed on gender analysis are as follows:

4.1 Many of the participants believed that
women’s primary health roleis as gatekeep-
ersand informal caregivers, responsible for
the health of their families and communities.
Regional health bodies have not recognized
the additional burden on women of providing

Vi
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informal care to family members and friends.
Rather, they have potentially added to this
burden by emphasizing women'’s presumed
role as the gatekeepers of family health.
Women' s health did not appear to be valued
initsown right.

4.2 Gender analysis did not appear to be
valued by the provincial governments which
fund the regional health bodies. For example,
although Manitoba Health has set women’'s
health as one of its four priority areas, RHAs
appear to have been given no background
information about women'’ s health, nor any
guidance about how to specifically assess the
health of the women in their communities.

4.3 The overwhelming financial pressures
faced by regional health bodies dealing with
provincially-imposed funding restraints en-
courage a crisis-management focus (e.g.,
emergency staffing issues). Gender analysis
is not seen as high priority in this environ-
ment.

4.4 There did not seem to be widespread
anti-feminist sentiment or hostility toward
women’s health. Rather, women'’s health
issues (beyond those related to reproduction)
and gender analysis did not appear to be pri-
orities to the health bodies participating in
this project. This could be changed by in-
volving women’ s organizations and organi-
zations providing services to women in the
health planning process. However, there was
no evidence of such a collaborative approach
in the documents reviewed.

These conclusions are, unfortunately, consistent
with much current work in the field of popula-
tion health. As Patricia Kaufert has noted in her
analysis of four of the key texts on population
health:

“...[the authors'] decision to ignore women
cannot be explained as a matter of chance or

Vii

academic absent-mindedness. At some level,
CONSCious or unconscious, the decision was
made to ignore these differences, to treat them
as taken for granted, ‘no longer questioned,
examined or viewed as problematic.’ ”*

Conclusion 5. Neither province requires that
health data be desegregated by sex, athough
Manitoba does require that the sex of survey
respondents be recorded. (Manitoba RHAS can
therefore report the percentage of male and fe-
mal e respondents, but they have not reported if
and how the responses of men and women dif-
fered.) While gender analysis is much more than
simply looking at health data for men and
women both separately and together, the lack of
availability of sex-desegregated data makes
gender analysisimpossible. Regional health
bodies are also limited, since they did not have
additional funds to order sex-desegregated data
from other sources (such as Statistics Canada)
for their areas, nor did either province undertake
to provide this to them.

Patricia Kaufert has described this tendency,
found in the work of most population health
experts, as follows:

“For epidemiologists and statisticians, the
aggregation of data, or their adjustment for
age or sex, are simply routine procedures.
This approach is so commonplace | did not
guestion it myself until deliberately hunting
for the women and finding they were miss-
ing or hidden within an aggregated data
set.”?

Kaufert, Patricia, “The vanishing woman: gender and
population health” in Sex, Gender and Health, Cambridge
University Press, 1999, p. 123.

2Kaufert, op. cit. p. 125.
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In the health needs assessment surveys which
were examined for this project, al of there-
gional health bodies which reported the sex of
their respondents reported that more respondents
were women. Their published results may
therefore not adequately reflect the health needs
of men in their local communities.

Conclusion 6. The documents reviewed do not
demonstrate an appreciation for the differing
health needs of diverse groups of women, in-
cluding Aboriginal women, women from ethnic
and visible minorities, lesbian women and
women with disabilities.

Conclusion 7. The decision of the Manitoba
government, and of those Health Districtsin
Saskatchewan which collected survey data, to
use household rather than individual data also
created problems of data interpretation. One
does not know who is represented by the
responses. Is the respondent speaking for
her/himself or othersin the household when an-
swering a question about a particular health
need, behaviour or interest? This type of proxy
datais particularly questionable, for example,
when obtaining information about reproductive
health or mental health issues. It makes the
disaggregation and analysis of data by sex more
problematic.

Conclusion 8. While both provinces officially
promote a determinants of health approach,
thereislittle evidence of thisin the health plans
reviewed for this project. Manitoba health plans
contained, on average, reference to 2.4 health
determinants, while Saskatchewan plansinclu-
ded an average of only 1.5 of the determinants
used in our framework. Health plans tend to em-
phasize financial reporting and funding requests.

Conclusion 9. Regional health bodies vary con-
siderably in their level of technical expertisein
assessment planning, data collection and analy-

sis. Rural regions are at a serious disadvantage
with regard to both research literature and
access to technical assistance. Internet accessis
not sufficient to address their information needs.

D. RECOMMENDATIONS

Recommendation 1. Consistent with Canada's
international commitments and in order to accu-
rately assess community health needs, and to
develop policies, programs and strategies to pro-
mote good health and meet health service needs,
we recommend that the provincial ministries of
health:

P requirethat regiona health bodies collect
and report sex-desegregated datain their
needs assessments and health plans; and
include gender analyses in their health
plans; and

P provideregional health bodies with the nec-
essary training, expertise and funds to ac-
complish these tasks.

Recommendation 2. We recommend that pro-
vincial governments ensure that regional health
bodies, especially thosein rural areas, have af-
fordable access to information sources such as
relevant research-based journals and ongoing
information about gender analysis and women’'s
health.

Recommendation 3. We recommend that in
order to provide the necessary leadership, each
provincial government should establish an
appropriately-staffed office with expertisein
gender analysis and women'’s health. The exper-
tise of this office should be made available to
the regional health bodies and to other govern-
ment departments, the policies of which directly
effect women’ s health, such as finance, social/-
family services, housing and seniors’ services.

viii
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Recommendation 4. We recommend that both
the provincial governments and regional health
bodies broaden their perspective on women's
health beyond reproductive and family care-
giving to encompass a broad determinants of
health approach—including gender as a separate
determinant—in practice aswell asin their pub-
lic relations materials. In addition, we recom-
mend that eligibility for community-based health
services not be based on the assumption that
women are willing to provide unpaid caregiving
services to family members.

Recommendation 5. The need to develop skills
in gender analysis exists across Canadaand is
not limited to the two provinces examined in this
project. Following from Canada s signature to
the Beijing Platformfor Action (1995), we
recommend that the Federal government
establish a Federal/Provincial/Territoria
working group to synthesize and adapt existing
policies and gender analysis frameworks and
toolsfor use by regional health bodies across the
country. In order to make the best use of existing
knowledge, this group needs to work with the
Centres of Excellence for Women’s Health and
other expertsin the field.

Recommendation 6. Thereis aneed to incor-
porate gender analysis throughout the whole
planning process, especialy at the policy-mak-
ing and senior planning level, so that thereisa
systematic approach to addressing women's
health needs and gender sensitivity. Though this
research focussed on needs assessment and the
development of health plans, we recommend
applying the methods and tools of gender analy-
sis to program implementation, evaluation and
resource allocation as well. Some of the gender
analysis tools and model approaches presented
in this report can provide guidance.

Recommendation 7. We recommend that
regional health bodies institute processes for
ongoing input and feedback from diverse groups
of women regarding their policies, programs and
strategies and how well they meet the needs of
women in their regions. Regional health bodies
can draw from the expertise of community
organizations that work with women as well as
researchers with expertise in gender issues and
participatory research approaches.

Recommendation 8. Some regional health
bodies devel oped a keen interest in gender
analysis during this project. We recommend that
the PWHCE pursue opportunities to facilitate
and promote gender-sensitive approaches by
continuing to work with those regional health
bodies which expressed an interest in gender
analysis during the course of this project.

Recommendation 9. In addition to training for
regional health bodies and provincial govern-
ments, it isimportant that women and organiza-
tions that work with women in the community
have access to educational materials and events
(e.g., workshops) on gender-based analysis and
gender-sensitive health planning. Community
organizations and concerned individual s often
link with decision-makersin their various com-
munity roles, and would benefit from gaining
the expertise to analyze policies and programs
and as citizens hold decision-makers account-
able for their actions. PWHCE could work with
community stakeholders on thisissue aswell as
with regional health bodies.

Recommendation 10. In order to monitor
change and progress, we recommend that
regional health bodies be studied againin five
years regarding their use of gender analysis and
gender-sensitive planning.
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E. EXEMPLARY PRACTICES
FOR APPLYING GENDER
ANALYSIS TO THE
HEALTH SECTOR

The most detailed tools to date applying gender
analysis to the health sector have been produced
by Schalkwyk, Woroniuk, and Thomas (1997)
for the Swedish International Development Cor-
poration Agency, the Gender and Health Group
(1999), and the Pan American Health Organiza-
tion. These are reviewed in depth in the full
report. Some key issues they address include:

P increased representation of womenin
decision-making and opportunities for ad-
vancement in the health sector (e.g., as
employees);

P recognition of social context influences on
health (e.g., social and economic disadvan-
tages);

P broadening the focus of women’'s health
beyond reproduction, women’srole as
mothers, and conditions specific to or more
prevalent among women (e.g., cervical and
breast cancer);

P inclusion of men aswell aswomenin re-
dressing inequities and promoting women’'s
health and equality (e.g., safer sexual prac-
tices);

P gender-sensitivity in al programs, not just
those specifically for women,

P equality of outcomes, rather than sameness
of activities or treatment (e.g., an equity fo-
cus), and inclusivity in developing indica-
tors of success;

P disaggregation of databy sex aswell as
other demographics,

P training in women's health and gender is-
sues (in both practice and research) for both
decision-makers and staff;

P useof inclusive public consultation pro-

cesses that take barriers to participation into

account (e.g., child care, transportation);
links to women’ s organi zations and other
sources of expertise in gender analysis as
well asto organizations that address broader
health determinants (e.g., food security);

P equitable distribution of resources, access
and quality of services by gender aswell as
attention to the impact of health reform on
unpaid care-giving and out-of-pocket costs
(e.0., user fees);

P senditivity to diversity (e.g., cultural); and

P inclusion of women in research—both as
participants and in the planning process of
research.

)

In addition to reviewing these health sector-spe-
cific tools, the full report also presents a number
of exemplary projects being implemented in
various jurisdictions that apply these princi-
ples—projects from Glasgow (Scotland), San
Francisco, Brampton (Ontario), Calgary,
Chicago, and Vancouver. In addition, the full
report provides background information on
determinants of women'’s health, different
approaches to gender analysis both within and
beyond the health care sector, additional tools
from sectors other than health which may have
relevance to health planning, and public partici-
pation in health planning.
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PART

1 INTRODUCTION

A. PROJECT PURPOSE

The mandate of the Prairie Women’s Health
Centre of Excellence includes generating new

knowledge through the identifi-
cation and analysis of research
of women’s health issues; and
providing policy advice, analy-
sis and information to govern-
ments, health organizations and
non-governmental organiza-
tions.

The purposes of this project
were:

~ to generate new knowledge
about the impact of the
regionalization of health
planning and service

delivery by examining the degree to which
gender sensitivity and women’s health
issues were reflected in the planning
processes of regional health bodiesin

~ to provide information which the PWHCE
could use in advising governments, regional

" Women'’s health
involves emotional,
social, cultural, economic,
spiritual and physical
well-being and is
determined by the social,
cultural, political and
economic context of
women’s lives as well as

by biology."
S. Phillips, 1995

report.

Manitoba and Saskatchewan; and

health bodies and others on how to make
regional needs assessments and health plans

more sensitive to the needs of
women.

The research team devel oped
evaluation frameworks using
relevant literature and discus-
sions with PWHCE staff and
members of the PWHCE Theme
Advisory Group on the Effects
of Health Reform on Women,
and used these to analyze needs
assessment and health plan doc-
uments. This process was
followed by interviews with key
stakeholders within the regional

health bodies that had provided written
documents. Specific content and methods for
these processes are described in Part 2 of this

Page 1
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B. PROJECT CONTEXT

1. MANITOBA

It is noteworthy that in its 1997/98 Health Plan
Guidelines, Manitoba Health identified women
asone of itsfour provincial priority populations
(the other three were seniors, Aboriginal people
and children and youth). However, making
women' s health a priority does not necessarily
mean that policies and programs are woman-
centred.

Decision-makers can choose to prioritize
women'’s health mainly because of women’s
roles as mothers and their potential to effect
child health, or they can choose to value women
and their health regardless of their roles with
respect to children and families. Manitoba ap-
pears to have defined women'’s health mainly in
terms of reproduction, parenting and diseases
and conditions of the female anatomy. For ex-
ample, areport prepared for Manitoba Health in
1997 on smoking during pregnancy focused
mainly on harm to the fetus, with only a passing
reference to adverse effects on the woman’s
health.! The extent to which the stated priority
of women’s health is reflected in Manitoba
Health’ s role in setting standards for needs as-
sessment and health planning by Regional
Health Authorities (RHAS) will be discussed
later in thisreport.

Gender israrely mentioned elsewhere in the
official documents of Manitoba Health, other
than areference to the greater prevalence of
poverty among women and its effect on low
birth weights,? and efforts to recruit and retain
more nursing staff.®> There is no discussion of

'Hague & Gupton, 1997.
2Manitoba Health, 1997b.
3Manitoba Health, 1999.
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nursing as a female-dominated profession or
how to structure workplaces to support female
health care workers (availability of child care
options). In addition, the 1997/98 Annua Re-
port* notes that home care “ supplements, rather
than replaces, the efforts of family and commu-
nity,” without acknowledging the risk of over-
burdening informal caregivers who are most
often female.

The documents give a mixed impression of
Manitoba s commitment to women’'s health. On
the one hand, it isidentified as a priority. On the
other hand, the priority is narrowly focused on
women'sroles as bearers of children and
providers of care.

In 1996/97, Manitoba Health was developing a
document on gender analysis for Regional
Health Authorities (RHAS) to use in planning,
but it has never been released. However, in June
1999, the Minister of Health announced the es-
tablishment of a Women’s Health Unit within
Manitoba Health, the formation of aWomen’s
Health Advisory Council, and the intention to
develop of aWomen’s Health Strategy. The
Council’ s mandate and membership has not yet
been announced, and the Strategy is to be devel-
oped through public consultations.

There is much discussion in Manitoba Health
documents about primary health care, health
determinants, the Ottawa Charter for Health
Promotion principles,” and community-based
models.® For example, the Neighbourhood Re-
source Networks’ presently being implemented
in Winnipeg are intended to improve primary
health care by increasing coordination among
providers, enhancing the focus on health

“Manitoba Health, 1998a.

SWorld Health Organization, 1986.

5Manitoba Health, 1997b, 1997d, 1998b, 1998c.
"Manitoba Health, 1997d.
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determinants, and increasing community
involvement with the health system through
consultation and other means of participation.
Thisinitiative is situated within the Winnipeg
Community and Long-Term Care Authority
(WCA), which exists alongside the much larger
Winnipeg Hospital Authority (WHA). The
Women's Health Clinic, one of only two
feminist community health centresin Canada,
has a representative on the Community Strategy
Committee that designed the network
framework, and continues to be involved in their
implementation.

The commitment to an expanded role for com-
munity health centres (CHCs) within the net-
worksis promising. CHCs in Manitoba and el se-
where historically have focused on primary
health care within a social context in keeping
with a health determinants approach. This ap-
proach could reduce the over-medicalization of
women’s health that often occurs in more con-
ventional health care settings. CHCs have strong
community connections that could facilitate in-
novative approaches to addressing health within
the broader social context, provided they are
able to maintain their autonomy and community
governance. Thereis potentia here for women’'s
health and gender sensitivity issuesto be ad-
dressed more comprehensively in the future.

Although the provincia government has set
overall priorities and mandated core health ser-
vices, there is alowance for variation among
Manitoba s RHAs in the nature and comprehen-
siveness of specific services provided. While the
stated reason for thisisto allow RHAsto be
responsive to local community needs, this could
lead to limited access to some women’s health
services in some regions. For example, Tudiver
and Hall (1996) have pointed out the risk that
abortion services, various types of support
groups, reproductive health care for teens, and
midwifery might not be included in regions
where local |eaders find them controversial.

Also, the guide to community health needs as-
sessment® makes no mention of sex or gender
when discussing demographic characteristics
used to describe communities, and does not
reguire sex-disaggregated data even though the
guide suggests that the sex of survey
respondents be noted.

2. SASKATCHEWAN

A 1996 Saskatchewan Health progress report
entitled “Health Renewal is Working” mentions
issues relevant to women.? It notes that women
and minorities are better represented on Health
District Boards than at the start of the regional-
ization process. Respite programs for family
caregivers increased, and there were more
parenting and children’s programs—areasin
which women are highly involved. However,
there is no mention of services specific to
women themselves.

Saskatchewan Health’ s Innovative I nitiatives
Portfolio (1998) lists a number of initiatives by
type, district and community clinic that appear
to have some relevance to women'’s health, al-
though programs are not described in detail.
These include breastfeeding and parenting ini-
tiatives (which fall into a section specifically
mentioning women) as well as respite services
for family caregivers, home care services, and
violence and abuse. Like Manitoba, much of the
focus on women'’ s health in the Saskatchewan
Health documents focus on female-specific dis-
eases and women'’ s roles and mothers and
caregivers.

Saskatchewan Health and the Saskatchewan As-
sociation of Health Organizations (1998) have
described avision for the health care system that
includes a determinants of health focus (but

8Manitoba Health,1997c.
9Saskatchewan Health, 1996.
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does not include gender and culture as determi-
nants), community involvement and control,
better balance between institutional and
community-based services, and prevention,
health promotion and population health. These
areas of emphasis are similar to the vision out-
lined in the Manitoba documents, and have the
potential to increase women's meaningful in-
volvement in health care, provided that gender
analysisisintegrated into actual system reform
(as opposed to rhetorical statements of vision).
However, in the section on challenges to health
within the same report, the only mention of gen-
der relates to parenting (statements about the
high rate of teenage parenthood and poverty of
single mothers).

A recent promising development has been the
addition of gender as a determinant of health in
Saskatchewan Health' s Population Health Pro-
motion Model: A Resource Binder.'® The gender
section, which was added in 1999, includes a
discussion of gender biasin health research and
attitudes toward femal e patients, gender roles,
stereotypes and socialization, gender influences
on health-related behaviour (using examples of
smoking, acohol use, violence and physical ac-
tivity), and gender-related mediaimages. Action
strategies include viewing women and men
within broad roles and social contexts across the
life span, addressing gender inequalities (espe-
cially around violence) as well asinequalities
among women and among men, actively involv-
ing women and men in their own health as well
as the health care system, and recognizing links
between culturally-defined masculinity and
femininity and individual health-related behav-
iours.

In February 1999, Saskatchewan Health pub-
lished a Needs Assessment Framework for
Health Districts and Their Partners.** Thisim-

10saskatchewan Health, 1997, 1998, 1999.
Hsaskatchewan Health, 1999.
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portant document sets the framework for future
needs assessments by Saskatchewan Health
Digtricts. It is designed to guide Health Districts
in the health needs assessment process. It
includes a discussion of the determinants of
health, but lists only the nine determinants
adopted by the Federal/Provincial/Territorial
Ministers of Health in 1994 (income and social
status, social support networks, education,
employment and working conditions, physical
environment, biology and genetics, personal
health practices and coping skills, healthy child
development and health services). Notably, the
framework document does not include the three
determinants of health added since that time:
gender, culture and social environments. Given
the lack of recognition of gender asa
determinant of health, thereis no discussion of
the need to desegregate data by sex, nor isthere
any discussion of the need to include womenin
the needs assessment process. In fact, the re-
verse istrue. The document notes that one of the
challenges of the needs assessment processis
the need to involve males and recommends two
strategies to get more male input: use atargeted
telephone survey and host information days
(e.g., “Farmers Day”—the assumption
underlying this last suggestion seems to be the
outdated notion that women are not farmers).
The document does state that involving people
with low incomes is a challenge in needs
assessment, but there is no recognition of the
increased burden of poverty borne by women,
nor of the needs which that creates.

It is unfortunate that Saskatchewan Health and
the Health Districts which participated in the
development of this needs assessment frame-
work guide have chosen to do so without refer-
ence to either the Gender Inclusive Analysis
guide™ already developed by the Saskatchewan

125askatchewan Women's Secretariat, 1998a, 1998b.
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methods that address those barriers (care-
giving responsibilities, discomfort with
public speaking);

P that mandated women-specific health ser-
vices and reproductive choice be provided
for diverse groups of women; and

P that acontact person be identified for out-
reach and advocacy for consumers of the
health care system.

However, these recommendations have not been
adopted by Manitoba Health or RHAS.

Thurston, Scott, and Crow (1997) surveyed nine
of the 17 regional health authoritiesin Alberta™
to determine how women'’s health was treated in
administrative policies and programs once
regionalization occurred. The Calgary region
produced a feminist model recognizing women's
lived experiences of health, and the influence of
roles, economic resources, societal attitudes,
culture, gender and social support on women'’s
health. Calgary aso has made women’s health
one of its priority areas.® Calgary’s model is
discussed in more detail in Part 3 of this report.

Urban centres had more comprehensive
approaches than rural areas, and a specific focus
on women'’ s health was less evident in the rural
regions. Only onerural region had a program
labeled “women’s health,” and health services
for rural women appeared to be limited to repro-
ductive health and breast cancer issues. How-
ever, one region did have apolicy for dealing
with sexual assaults that involved collaboration
between the hospital emergency department,
police and the local sexual assault centre. One
needs assessment survey asked female respon-
dents about programs that would interest them.
The survey report showed that woman-centred
programming varied by region, and was nar-
rowly—and medically—defined in most.

Health care in Alberta has been regionaized since early
1995, with atransition period in year 1994-95.
Thurston et al., 1997.
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Thurston et al. also reviewed several Alberta
Health documents related to goals, plans, strate-
gies and public surveys, and found that a gender
analysiswas largely absent at the provincial
level. As evident in the Manitoba and Saskatch-
ewan documents, women'’s health is defined
mainly in terms of reproduction and caring for
children and other family members. Thisis not
unique to the Prairies. In much of the medical
and health services literature, women’s hedthis
defined in terms of the reproductive system or
those diseases which are either specific to or
most common in women, such as, osteoporosis
and breast cancer. This focus has been criticized
by some women'’ s health researchers.*® Doyal
(1995) suggests that rather than focusing on
diseases and their causes (traditional epidemiol-
ogy), we need to start by identifying major ac-
tivities of women’ s lives, and then examine how
these activities affect women’ s health and well-
being, consistent with a health determinants ap-
proach. Similarly, Kaufert (1994) has called for
afeminist epidemiology that isinformed by the
lived experiences of women that includes
women’ s voices in the research process. Thus,
broader determinants-focused indicators of
women’s health and methods that invite women
to share their experiences of health are needed.

Thereisarisk that the use of termslike “family
health” can lead to decreased recognition of
women’s specific needs, unless the well-being
of women isvaued in and of itself. For in-
stance, when children are involved, the focusis
placed more on the health of the children than
the parent(s). Thurston and O’ Connor (1996)
have pointed out that parental and child health
are intertwined, and that resources to maintain
the health balance of each are necessary. In most
cases, the parent involved in such initiativesis
the mother. Parent- and family-oriented
programs that take a woman-centred approach

18K aufert, 1996.
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recognize this balance (the “Nobody’ s Perfect”
parenting program addresses many health deter-
minants issues of mothers—such as poverty,
isolation and violence—as well as providing
parenting supports). Similarly, a feminist
approach to smoking reduction does not
encourage a pregnant woman to quit smoking
only for the benefit of her fetus or newborn, but
also for her own health. This approach
recognizes the social contexts in which women
smoke, and how they might view smoking as an
important function in coping with adverse
circumstances.”

Regarding issues of care-giving, Wuest (1993)
points out that health policy-makers are heavily
influenced by the ideology of familism, which
places a high value on the altruism of caring for
children and the elderly, and which nurtures the
belief that care in the home is better than institu-
tional care. Familism often is not explicit about
who will do the caring, but when it is, women
are clearly the caregivers. Many women's health
researchers and advocates point out the risks of
increasing care-giving demands on families and
the volunteer sector which affect mostly women
as services shift from institutions to community-
based channels.*® These authors point out that
not only are women being asked to provide
more care in the home, but also in institutions as
nursing staff is reduced. The authors document
some of the negative effects of this shift in terms
of decreasesin caregivers' ability to:

P work outside the home (including decreased
employment opportunitiesin the relatively

Y Greaves, 1996; Horne, 1995.

18Armstrong & Armstrong, 1996; Cohen & Sinding, 1996;
Kaufert, 1996; Thurston & O’ Connor, 1996; Tudiver, 1994;
Wuest, 1993.

well-paying health sector);
P participate in educational opportunities; or
P taketime for themselves or social activities.

For instance, Wuest (1993) has pointed out that
community health care policy reinforces the
traditional gendered division of labour (home
care policies that consider the availability of a
family member at home when assessing a cli-
ent’s need for home care). From a health deter-
minants perspective, these factors all have the
potential to impact negatively on women’'s
health.

Health care restructuring also can have detri-
mental effects on health care staff, most of
whom are women.*® One example of a health
Board showing sensitivity to the impact of
restructuring on female employeesis the Saska-
toon District Health Board. In a presentation at
the 1997 Canadian Evaluation Society confer-
ence, Chair Susan Wagner explained that when
her region closed a hospital ward and long-term
care facilities, union members were promised
other positions across the region, and that most
of those who had been laid off had been re-em-
ployed in some capacity within ayear. With
regionalization, staff were given increased op-
portunities to move across the district, seniority
was recognized across locals, pay was equalized
acrosslocals, and salaries for lower-paid posi-
tions were raised. Several procedures for en-
hanced union involvement in decision-making
were also put into place.?’ In another presenta-
tion, Wagner (1997b) pointed out that as the
number of long-term care beds decreased, half
the cost savings went to increasing staff in insti-
tutional health care because the level of care

19Armstrong & Armstrong, 1996.
2OVVagner, 1997a.
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required by clients was heavier. The other half 1.

of the cost savings went to community health
care (day care, respite care and home care).

THE DETERMINANTS OF HEALTH

The twelve determinants of health as outlined by

Health Canada (1996) are:

C. GENDER AND HEALTH

~

Much research into the relationship between
gender and health has been dominated by bio-
medical, psychosocial, or epidemiological
“lenses.” Thefirst two focus on the individual
level (biology or personal change in behaviour
and its psychological predictors). The epidemio-
logical lensis broader. It considers behaviour
and psychology as mediators between social
factors and relative risks for morbidity and mor- ~
tality, usually controlling for sex and socio-eco-
nomic status. It is based on the idea that social
constructs like gender and class are measured by
these variables, rather than explicitly examining
them for their effects.

In contrast, the society-and-health lens places
the larger social, economic, cultural and politi-
cal processesin the foreground, and allows ex-
amination of how social structures promote or
constrain persona health choices and physical
responses to risk factors. This approach isthe
most comprehensive in that it does not ignore
biology, psychology and behaviour, but rather
places these influences on health within a
broader social context.? Bird and Ricker (1999)
have called for an integration of biological and ~
social approaches that also include consider-

ation of how these interact with gender. In the
Canadian context, Labonte (1994) has empha-

sized the need to address both the personal and

the structural as means to empowerment with

regard to people' s health. This broad view is
consistent with the health sector’ s present

emphasis on health determinants.

2lWalsh, Sorenson, & Leonard, 1995.
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Income and social status. Health status
improves at each step up the income and
social hierarchy. High income determines
living conditions such as safe housing and
ability to buy sufficient good food. The
healthiest popul ations are those in societies
which are prosperous and have an equitable
distribution of wealth.

Social support networks. Support from
families, friends and communities is associ-
ated with better health. The importance of
effective responses to stress and having the
support of family and friends provides a
caring and supportive relationship that
seems to act as a buffer against health prob-
lems.

Education. Health status improves with
level of education. Education increases op-
portunities for income and job security, and
equips people with a sense of control over
life circumstances—key factors that influ-
ence health.

Employment and working conditions.
Unemployment, underemployment and
stressful work are associated with poorer
health. People who have more control over
their work circumstances and fewer stress-
related demands of the job are healthier and
often live longer than those in more stressful
or riskier work and activities.

Social environments. The array of values
and norms of a society influence in varying
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ways the health and well-being of individu-
alsand populations. In addition, socia sta-
bility, recognition of diversity, safety, good
working relationships, and cohesive com-
munities provide a supportive society that
reduces or avoids many potential risksto
good hedlth. Studies have shown that low
availability of emotional support and low
social participation have a negative impact
on health and well-being.

Physical environments. Physical factors
in the natural environment (e.g., air, water
guality) are key influences on health. Fac-
tors in the human-built environment such as
housing, workplace safety, community and
road design are also important influences.

Biology and genetic endowment. The
basic biology and organic make-up of the
human body are a fundamental determinant
of health. Genetic endowment provides an
inherited predisposition to a wide range of
individual responses that affect health sta-
tus. Although socio-economic and environ-
mental factors are important determinants of
overall health, in some circumstances, ge-
netic endowment appears to predispose cer-
tain individuals to particular diseases or
health problems.

Personal health practices and coping
skills. Social environments that enable and
support healthy choices and lifestyles as
well as people’ s knowledge, intentions, be-
haviours and coping skills for dealing with
lifein healthy ways, are key influences on
health. Through research in areas such as
heart disease and disadvantaged childhood,
there is more evidence that powerful bio-
chemical and physiological pathways link
the individual socio-economic experience to
vascular conditions and other adverse health
events.

~

Healthy child development. The effect of
prenatal and early childhood experiences on
subsequent health, well-being, coping skills
and competence is very powerful. Children
born in low-income families are more likely
than those born to high-income families to
have low birth weights, to eat less nutritious
food and to have more difficulty in school.

Health services. Health services, particu-
larly those designed to maintain and pro-
mote health, to prevent disease, and to re-
store health and function contribute to popu-
lation health.

Gender. Gender refersto the array of
society-determined roles, personality traits,
attitudes, behaviours, values, relative power
and influence that society ascribesto the
two sexes on adifferential basis. Gendered
norms influence the health system’s prac-
tices and priorities. Many health issues are a
function of gender-based social status or
roles. Women, for example, are more vul-
nerable to gender-based sexual or physical
violence, low income, lone parenthood, gen-
der-based causes of exposure to health risks
and threats (e.g., accidents, STDs, suicide,
smoking, substance abuse, prescription
drugs, physical inactivity). Measures to ad-
dress gender inequality and gender bias
within and beyond the health system will
improve population health.

Culture. Some persons or groups may face
additional health risks due to a socio-
economic environment, which islargely de-
termined by dominant cultural values that
contribute to the perpetuation of conditions
such as marginalization, stigmatization, loss
or devaluation of language and culture and
lack of accessto culturally appropriate
health care and services.

Page 9
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2. GENDER AND THE DETER-
MINANTS OF HEALTH

After the report of the Federal, Provincial and
Territorial Advisory Committee on Population
Health (1994), Health Canada added gender as a
separate determinant of health. Thisis consis-
tent with other recommendations. For instance,
the “Overview of Women’'s Health” chapter in
the report Canada Health Action: Building on
the Legacy® produced following the 1997 Na-
tional Forum on Health, suggests that gender
should be added as a separate determinant of
health. A similar recommendation has been
made by the World Health Organization.?

The National Forum paper raises the question of
whether health determinants (low income, un-
employment, personal health practices) affect
women and men the same way, and presents
examples of women'’s experiences that may im-
pact negatively on health (violence, sexual ha
rassment, low-paying jobs with little contral).
Aswell, some researchers™ present examples of
how the social contexts of women’slives (vio-
lence, unemployment, power differentials with
men) influence health behaviours such as sub-
stance use and high-risk sexual behaviour.

Although the determinants of health operate
similarly for women and men at a broad level,
women’ s experiences of some of the determi-
nants may differ. For example, both women and
men benefit from adequate incomes, employ-
ment and socially supportive environments.
However, women are more likely to be living on
low incomes (and heading lone parent families
on those incomes), to be employed in lower-
paying and less stable jobs, and to be encour-
aged by societal gender expectationsto be the

2National Forum on Health, 1997.
ZDoyal, 1998.
24Cohen & Sinding, 1996; Doyal, 1995.
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primary givers of support to others—even if this
is detrimental to their own needs and health.®
Thus, women'’ s participation in the labour force
often confers fewer benefits than men’ s partici-
pation, and women’s employment patterns may
leave them vulnerable to poverty. Overall,
women have more contact with the health care
system than men. Much of this difference re-
sults from women’ s reproductive roles,? but
women are not always offered the same range of
diagnosis and treatment options for some condi-
tions, such as heart disease.?’

Asthey age, women are more vulnerable than
men to some types of disabilities, usualy have
less access to care from friends and rel atives,
and have fewer resources to pay for care.®
Doyal uses the example of HIV/AIDS to dem-
onstrate that the same biological disease process
can operate differently for women and men
(male-to-female transmission is more common
than the reverse), and that health practices can
have a gender component (women may not feel
safeininsisting on safer sex practices from their
mal e partners).

Women' s greater involvement in social support
networks can have negative as well as positive
health benefits. Janzen (1998) noted that in
some studies greater support was associated
with increased mortality. Though some of the
inconclusivenessin this literatureis likely due
to methodol ogical differences between studies,
Janzen points out that greater social network
involvement may increase negative as well as
positive interactions with network members. She
al so notes that women are more likely to be
givers, and men receivers, of social support.

BGraham, 1998; Janzen, 1998; Kaufert, 1996; UK Depart-
ment of Health, 1998.

BMustard, Kaufert, Kozyrskyj, & Mayer, 1998.

2’Doyal, 1998; Sharp, 1998.

BArber, 1998; Doyal, 1998.
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Though in many circumstances the same health
determinants impact women more adversely
than men, in some cases the reverse can occur.
For example, men have higher rates of injuries
from violence that does not involve intimate
partners, accidental deaths from high-risk be-
haviours, and suicides.® Men may be more like-
ly to suffer loss of self-esteem from unemploy-
ment because of societal expectations of men's
work roles.®*

In addition to experiencing the same determi-
nants of health differently, women'sand men’s
health may differ in which health determinants
most strongly predict their health. Recent re-
search using Canada’ s National Population
Health Survey® found positive income, employ-
ment, family and social support circumstances
to be more predictive of good health for women
than men. Also, different behaviours were im-
portant determinants for men (smoking, acohol
use) than for women (physical inactivity and
excess body weight). Although all these health
determinants influenced both men’s and
women’ s health, the degree of influence dif-
fered.

Much work on determinants of women'’s health
has focused on comparing women to men. It is
also important to examine how determinants of
health are experienced differently among
women. In arecent review of the this issue con-
ducted for the PWHCE,* the relationship be-
tween employment and health status, while pos-
itive overall, varied according to other factors
such as marital status, number of children, de-
gree of exposure to workplace hazards, and de-
gree of social support outside of work. Culture
can also influence other health determinants.
The same review found higher unemployment
and lower earned income among Aboriginal
women, and differences in some health behav-

Doyal, 1998; UK Department of Health, 1998.
30UK Department of Health, 1998.

3Denton & Walters, 1999.

% Janzen, 1998.

iours (higher smoking rates than for the general
adult population). Health behaviour often varies
among different groups of women. For example,
smoking is much more prevalent among women
living on low incomes.®

When addressing health determinants, it isim-
portant to take a comprehensive approach and to
consider both “upstream” (income distribution,
broad environmental factors) and “ downstream”
(individual behaviour) policies. For instance, a
United Kingdom document on health inequal-
ities* has numerous recommendations which
address personal change (skills and behaviour),
immediate social networks (sources of social
support and peer education), health and social
services (access to services, tailoring of services
to disadvantaged groups) as well as strategies to
reduce overall income inequalities at the soci-
etal level (education and employment opportu-
nities, cash benefits). Recommendations also
recognize different issues faced by people ac-
cording to their gender, age, ethnicity, and

SOCi 0-economic status.

Numerous women’ s health researchers have
emphasi zed the need for more research that is
inclusive of women'’ s interests and voices and
focused broadly on gender issues as well as sex-
disaggregation of existing data.* Such research
will further the knowledge base concerning the
conditions and determinants of women’s health.

Finally, women’ s health advocates need to be
vigilant in their analysis of government bodies
use of the language of determinants of health,
such as the importance of physical and social
environments. Armstrong (1996) notes that de-
spite the rhetoric, most health promotion initia-
tives still emphasize individual lifestyle change,
with less attention to changing the social context
in which behaviours occur. Armstrong also

3Graham, 1998.
3United Kingdom Department of Health, 1998.
*Doyal, 1998; Gender and Health Group, 1999.
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notes that the language of empowerment
attached to health reform strategies like
community-based care and Total Quality Man-
agement (TQM) do not reflect the experiences

of women as recipients and
providers of health care. For
example, she points out that the
movement to community-based
care can increase women's
workloads as unpaid caregivers
and that TQM initiatives can
lead to less job security, de-
skilling of health care workers
and loss of autonomy over

one’ swork. Armstrong notes
that despite the talk about social
and economic conditions as key
health determinants, gov-
ernments have been cutting
social programs and other
public services, and working
conditions for women are often
sub-standard.

In the United Kingdom, Daykin
(1998) reported that although
most primary health care pro-
vidersin her research under-
stood the links between

poverty and health, and the lim-
itations of afocus on lifestyle
change, the structures of the
health care system seldom al-
lowed them to move beyond the
lifestyle approach even though
they realized that broader ap-
proaches are needed. Poverty-
related health promotion

focused on activities such as budgeting skills
and cooperative food-buying, and were usually
directed to women on the assumption that they

WHAT IS GENDER
ANALYSIS?

"...a process that assesses
the differential impact of
proposed and/or existing
policies, programs and
legislation on women and
men. It compares how
and why women and men
are affected by policy
issues. It makes it
possible for policy to be
undertaken with an
appreciation of gender
differences, of the nature
of relationships between
women and men, and
their different social
realities, life expectations
and economic circum-
stances. It is a tool for
understanding social
processes and for respon-
ding with informed and

equitable solutions."

Adapted from Status of
Women Canada, 1998.

here: %

are responsible for their families. Daykin found

explicit gender analysis to be lacking—iprovi-
ders saw poverty as the central issue and women

as mothers and caregivers.
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In summary, understanding health determinants
has the potential to broaden decision-makers

approaches to women’ s health beyond the indi-
vidual medical and behavioural spheres, and to

develop innovative strategies to
promote women'’ s health.
However, thereis arisk that the
language will be appropriated
without a commitment to
following through on the
principles, and/or that
determinants rhetoric will be
used to justify decisionsthat are
more likely to undermine than
to enhance women’ s health.

As Thurston (1999) has noted,
unless feminist theory and cri-
tique is used, the model will fall
short for women—it is not just
gender analysis, but a commit-
ment to gender equality, that
counts.

D. GENDER
ANALYSIS

Before the recent interest in
applying gender analysis to the
health sector, organizations
working internationally were
applying it in various forms to
devel opment projects in non-
industrialized countries. A key
focus of women and develop-
ment proj ects was the role of
economic development in
women'’s lives. Two inceptive

approaches—Women in Development and
Gender in Development—are briefly described

3Good overviews of these devel opmentsare provided by the

Gender and Health Group of the Liverpool School of Tropical
Medicine at the University of Liverpool; and Doyal, 1998.
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1. THE WOMEN IN DEVELOPMENT
(WID) APPROACH

The Women in Development (WID) approach
was formulated during the United Nations De-
cade for Women (1976-1985). Policies focused
on women as a group, emphasizing their produc-
tive—rather than reproductive—role. The
approach assumed that women are margin-
alized® and that inequality could be addressed
by equal opportunities, participation and access
to services.®

WID led to practical improvementsin some
women'’ s lives, but has been criticized™® for iso-
lating women from their social context; not rec-
ognizing that not all women are disadvantaged
in the same way; and not challenging either

men'’ s behaviour or roles, or whether women's
increased participation in “productive” activities
is beneficial to women.

Initiatives based on WID have done little to al-
ter most women’s economic, social and political
position in society. WID defined women as be-
ing in need of assistance, and ignored issues
such as the systematic devaluation of women’'s
work or their limited access to resources.*

2. THE GENDER IN DEVELOPMENT
(GAD) APPROACH

The Gender and Devel opment (GAD) approach
is an outgrowth of WID critiques. GAD exam-
ines the social and economic roles of, and rela-
tionships between, women and men. It recog-
nizes that these are often unequal with respect to
whose activities are more highly-valued and

$"Doyal, 1998.
3Doyal, 1998; Gender and Health Group, 1999.
*Doyal, 1998; Gender and Health Group, 1999.
“ODoyal, 1998.

who has more power. Relationships are further
examined within different social classes, ages
and ethnic groups. GAD emphasizes the neces-
sity of analyzing development interventionsin
terms of whether they support or challenge gen-
der ideol ogies and power structures that main-
tain inequities between women and men. In
other words, the GAD approach isrelational
rather than specifically woman-centred.

The GAD approach and the associated main-
streaming of gender analysis, with its focus on
policies and programs within institutions, has
been recently criticized for emphasizing process
over results, and for the assumption that bureau-
cracies can adequately represent the interests of
women.*

Although gender mainstreaming was a focus of
the Beijing Platform for Action, Baden and
Goetz (1998) note that there were dissenting
voices at the Non-Governmental Organization
Forum at Huairou, such as Nighat Kahn of Paki-
stan, who argued that:

“...gender analysis had become a techno-
cratic discourse, in spite of itsrootsin so-
cialist feminism, dominated by researchers,
policy-makers and consultants, which no
longer addressed issues of power central to
women'’s subordination. She identified fac-
tors underlying this shift as the professional -
isation or ‘NGOisation’ of the women’s
movement and the consequent lack of ac-
countability of ‘gender experts’ to agrass-
roots constituency...[she] asserted that the
focus on gender, rather than women, had
become counter-productive in that it had
allowed the discussion to shift from afocus
on women, to women and men, and finaly,
back to men.”*?

“'Baden & Goetz, 1998.
42K ahn, cited in Baden & Goetz, 1998, p. 21.
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E. GENDER ANALYSIS IN THE
HEALTH SECTOR

Many of the above issues from the area of
women and development have influenced gen-
der analysis in the health sector. For the most
part, gender analysisin the health sector has
been focused on either women’ s health needs or
gender equity (also known as a gender in-
equality approach)®

1. THE WOMEN’S HEALTH NEEDS
APPROACH

The women’ s health needs approach is con-
cerned with epidemiological differences, and
highlights the specific health needs of women
and girls. Thisincludes reproduction, but goes
beyond it to be more holistic, addressing health
needs across the lifespan.* Out of this approach
comes recognition of the need to provide spe-
cific, woman-focused interventions and to com-
pare their cost-effectiveness with a particul ar
focus on infants™ (matching the gender effi-
ciency approach mentioned above). The cost-
effectiveness component also raises the issue of
feesfor cost-recovery, and whether it negatively
affects women and men differently. Standing
(1997) notes that this approach to reform fits
with the wider theme of “investing in women,”
where women are seen as the most effective
conduit to improving household welfare, partic-
ularly that of children.

Overall, the women's health needs approach has
many parallelsto the WID framework, and has
been criticized on the same grounds. It also

“3Gender and Health Group, 1999; Standing, 1997.
“Gender and Health Group, 1999.
“standing, 1997.
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overlapsin part with the “practical gender
approach,”*® which addresses health needs of
women and men within their present socially-
accepted roles and responsibilities, without try-
ing to address inequities. The Gender and
Health Group notes that the women'’s health
needs approach also has emphasized women’s
health rights, as influenced by the feminist
health movement.

2. THE GENDER EQUITY/GENDER
INEQUALITY APPROACH

In contrast, the gender equity/gender inequality
approach emphasizes power relations between
women and men and is closer to GAD.* The
approach invites analysis of the role of gender
relations in vulnerability to ill health and/or un-
equal access or utilization of services. A gender
equity/inequality approach also recognizes the
need to examine how resources are allocated
within households (rather than viewing the
household as the unit of intervention), and to
recognize the effects of changes madein the
formal health care system on informal care-giv-
ing. Standing (1997) points out that gender
influences vulnerability in that women:

P areover-represented among the most vul-
nerable groups (poorer, fewer income
earning opportunities);

P have cultural restrictions on access to ser-
vices (in some cultures women need permis-
sion from men to seek care, and their health
needs may be valued less than men’s);

P are more adversely affected by children’s
health problems; and

P have greater time constraints in seeking
health care due to demands of household
labour.

“SMoser, 1989; cited in Gender and Health Group, 1999;
Molyneux, 1985, cited in Young, 1997.
4’Gender and Health Group, 1999; Standing, 1997.
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The gender inequality approach also recognizes
women’ srelatively low status as health care
providers and patients compared to men.

Many of these points have been raised in the
growing body of literature linking gender analy-
sisto quality of care. For example, Pittman and
Hartigan (1996) discuss providers' different atti-
tudes toward and treatment of women and men
and the need to remedy them, the male biasin
medical research, the importance of focusing on
equity of results versus equal treatment, sex-
disaggregation of data, involving both male and
female patientsin prioritizing indicators
(through focus groups), and using gender analy-
sis throughout the quality management process.
AbouZahr, Vlassoff and Kumar (1996) also
have raised a number of the above issues, and
note that the social conditions of women’slives
(cultural issues, access, fragmentation of care)
often are misunderstood by providers, and un-
derlie what providerslabel as*“non-
compliance.”

The gender equity/inequality approach has fo-
cused mostly on the relationship between gender
relations and access to and use of the formal
health care system.® *° |t is consistent with what
Moser (1989) calls a “strategic gender ap-
proach”>* which seeks to address inequitiesin
health and health behaviour by redistributing
roles, responsibilities and power between men
and women as well as addressing concrete
health needs.* For example, Doyal (1998) notes
that making it easier for awoman to get ajob

“8Gender and Health Group,1999.

“ror the purpose of this women's headth project we have
focused on achieving equity for women, though we do
recognize that a comprehensive analysis of gender equity
would attend to men and gender relations between women
and men to agreater extent.

OCited in Gender and Health Group, 1999.

>IMolyneux, 1985, cited in Young, 1997.

52Gender and Health Group, 1999.

(practical need) may actually increase her over-
al burden of work if there isno change in the
gendered division of domestic labour in the
home (which requires a strategic approach).

Y oung (1997) points out that practical and stra-
tegic approaches should not be seen as either/or
categories. She emphasizes that women’s practi-
cal concerns can be transformed into strategic
concerns. Opportunities for women to interact
and take action on their own concerns can lead
to consciousness-raising and collective as well
as individual empowerment. Also, practical
needs have to be met in circumstances where
broader change islikely to be long-term. For
example, Al-Qutob, Mawajdeh, and Raad
(1996) have devel oped a gender-sensitive model
of quality prenatal care that includes access,
convenience, continuity of care, provider com-
petence and attitudes, and accurate information
about health issues. They recognize that prenatal
careisanarrow focus, but point out that itisa
critical problem in countries having widespread
illness, malnutrition, poverty and under-devel-
opment, and that broader-based approachesto
women'’ s health may have limited effectiveness
under such conditions.

Although the practical and strategic distinctions
are more common in the women’s health litera-
ture, there are anumber of other classifications.
For example, the Pan American Health Organi-
zation®® outlines three classifications consistent
with apractical approach—welfare (women as
passive beneficiaries), economic self-reliance
(focus on poverty without recognizing gender-
based subordination of women) and efficiency
approaches (women as under-developed human
capital). They also outline two classifications
consistent with a strategic approach—equality
(affirmative action-focused) and empowerment
(access to and control of resources).

SHartigan, Gomez, de Schutter, & daSilva, 1997.
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3. EQUALITY AND EQUITY

The Gender and Health Group (1999) aso
points out the difference between equity and
equality as“sameness’ versus “fairness’ res-
pectively.> An equality perspective suggests
that people should not be discriminated against
in health care on the basis of sex. In contrast, an
equity approach suggests that women and men
may have different needs and barriers, and these
may lead to different degrees of disadvantage.
All of thisaso isinfluenced by other factors
such as age, social class and ethnicity. That is,
not all women and men experience gender-re-
lated health problems and issues in the same
way, depending on other social groupings of
which they are a part. Standing (1997) points
out that although women are most often disad-
vantaged, men may be as well in some cases
(those on low incomes).

An equitable approach would mean allocating
resources and designing, implementing and
monitoring programs in ways that address these
differences, rather than ssimply providing equal
access to the same services for everyone. How-
ever, the Gender and Health Group (1999) point
out that this process can be interpreted in differ-
ent ways—access to basic health care for all
versus afocus only on those in greatest need.

Policy researchers such as Schalkwyk, Woro--
niuk, and Thomas (1997) and the Gender and
Health Group (1999) have produced guidelines
for mainstreaming gender that do recognize
power differentials and address the tensions in-
herent in attempting to improve the status of
women from within mainstream organizations

4In some of the documents reviewed for thisreport, theterm
“equality” is used in ways that suggest that the actual ap-
proach is one of equity. Although we use the language of the
authors when discussing their work, keep in mind that most
of the tools and model s reviewed have an equity focus.
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and institutions. A number of the exemplary
projects presented in Part 3 of this report have
attempted to integrate gender sensitivity and a
strong women’ s health focus into their policies
and services also have confronted these issues.>

4. TOOLS FOR GENDER ANALYSIS
IN THE HEALTH SECTOR

The most detailed tools to date applying gender
analysis to the health sector have been produced
by Schalkwyk, Woroniuk, and Thomas (1997)
for the Swedish International Development Cor-
poration Agency, the Gender and Health Group
(1999), and the Pan American Health Organiza-
tion.*® These are described in Part 3 of thisre-
port. Some of the key issues they addressin-
clude:

P increased representation of womenin
decision-making and opportunities for ad-
vancement in the health sector (as employ-
€es);

P recognition of social context influences on
health (social and economic disadvantages);

P broadening the focus of women’s health
beyond reproduction, women’srole as
mothers, and conditions specific to or more
prevalent among women (cervical and
breast cancer);

P inclusion of men aswell aswomeninre-
dressing inequities and promoting women’s
health and equality (safer sexual practices);

P gender-sensitivity in al programs, not just
those specifically for women;

P equality of outcomes, rather than sameness
of activities or treatment (an equity focus),
and inclusivity in devel oping indicators of
success;

Glasgow Hedlthy Cities, San Francisco Department of
Public Health.
Hartigan et al., 1997.
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P disaggregation of data by sex aswell as
other demographics,

P training in women's health and gender is-
sues (in both practice and research) for both
decision-makers and staff;

P useof inclusive public consultation pro-
cesses that take barriers to participation into
account (child care, transportation);

P linksto women'’s organizations and other
sources of expertise in gender analysis as
well as to organizations that address broader
health determinants (food security);

P equitable distribution of resources, access
and quality of services by gender aswell as
attention to the impacts of health reform on
unpaid care-giving and out-of-pocket costs
(user fees);

P sensitivity to diversity (cultural); and

P inclusion of women in research—both as
participants and in the planning process of
research.

In 1996, the Commonwealth Secretariat, com-
prised of 54 member nations, produced 13 good
practice principles for gender-sensitive women's
health initiatives:>" >

~ Scope

1. Women’'s health concerns extend over the
life cycle and are not limited to reproductive
problems.

2. Women's health problemsinclude but are
not limited to conditions, diseases and dis-
orders which are specific to women, occur
more commonly in women, or have differ-
ing risk factors or course in women and in
men.

S’Commonwealth Secretariat, 1996, p. 9.
%The Commonwealth Secretariat has developed a gender
analysis guide that will be available soon on its Website:

www.thecommonweal th.org/gender.

3.

Health must be considered in broad terms
and both positively aswell as negatively.
Dimensions of health include the physical,
mental, social and spiritual.

Determinants

Women's health is directly affected by a
range of socio-cultural, physical and psy-
chological factors.

Women have gender roles and responsibili-
tieswhich directly affect their level of ac-
cess to and control of resources necessary to
protect their health. These resources are ex-
terna (economic, political, information/-
education, a safe environment free of
violence, and time) as well asinternal (self-
esteem, initiative).

Women are diverse in their age, class, race
or ethnicity, religion, functional capacity,
sexual orientation and socia circumstances.
These factors may lead to inequities which
adversely affect their health.

Community Participation

Priority should be given to issues that have
been identified as important by women
themselves. Particular attention should be
paid to those issues raised by women who
are subject to inequitiesin their society.

Women from the target community should
be involved in the planning, implementation
and evaluation of projectsinvolving their
health.

Knowledge arising from projects must be
accessible to all women but particularly
women in the target community. This also
means that information must be provided in
forms appropriate to different levels of edu-
cation and literacy.
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~ Methods

10. To address the complex issues affecting
women’s health a broad-based, interdisci-
plinary, gendered approach is needed, in-
volving and bringing together the knowl-
edge and methods of social and health sci-
entists and other disciplines where appropri-
ate.

11. Intersectoral approaches are needed to ad-
dress the socia factors affecting women’s
health and life chances. These may involve
the working together of various governmen-
tal departmental, non-governmental and
community-based groups and the private
sector.

12. Knowledge from projects should also in-
form and influence government policies and
plans, legislation, research and health care
workers.

13. Where possible there should be resource-
sharing of skills between regions.

The Secretariat (1998) also has prepared a brief
on Gender Management Systems (GMS) for
mainstreaming gender within policies and pro-
grams at al levels of government. Issues raised
in their brief are similar to those addressed in
the more in-depth gender analysis tools men-
tioned above (inclusion of women in decision-
making, use of sex-disaggregated data, consid-
eration of social context and broad determinants
of health, collaboration among multiple sectors,
commitment at political and administrative lev-
els, training of decision-makersin gender analy-
sis). The Commonwealth Secretariat has been
piloting workshops on gender analysis and has
found that thereis:

P widespread awareness of the need for prog-
ress on issues affecting women’s equality,
but gender concepts are poorly understood
by decision-makers;
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P lack of distinction between women-specific
programs and broader initiatives to address
gender equality; and

P reluctance to adopt the concepts of gender
equality and mainstreaming, for reasons
including perceived threats to status or ac-
tivists' fear of slowing down progress.

The brief emphasizes the importance of gaining
acceptance of the gender perspectives underpin-
ning the GM S before proceeding with the de-
tailed structures and processes needed to imple-
ment it. Furthermore, those piloting the work-
shops have found the pace of progress variable,
and mainly determined by the degree of political
commitment at the highest levels (Health Minis-
ter and Cabinet colleagues). Finally, the Secre-
tariat notes the need for training materials on
gender concepts as well as advocacy to national
governments and other stakeholders (in the Ca
nadian context this would include provincial
government given their responsibility for health
services) to facilitate broad participation in the
GMS process.

5. BARRIERS TO THE USE OF
GENDER ANALYSIS

Baden and Goetz are critical of how the defini-
tion of the term “gender” has become flexible to
suit organizational needs, and how the meanings
given to it by activists, policy-makers and some
researchers often are not informed by feminist
theory and methods. If gender isused in ade-
scriptive way, the focus on power relations can
be lost. They also are critical of narrow statisti-
cal approaches to analysis, such as the emphasis
on sex-disaggregated data. Though they recog-
nize the value of such data, they also express
concern that the approach de-emphasizes issues
of power relations between women and men that
maintain gender inequalities:
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“Bureaucratic requirements for information
tend to strip away the political content of
information on women’ s interests and re-
duceit to a set of needs or gaps, amenable to
administrative decisions about the allocation
of resources. Thisdistillation of information
about women’ s experiences is unable to ac-
commodate or validate issues of gender and
power.”

They aso caution against addressing gender
issues simply as a means to other ends, such as
improved efficiency or service provision.

Another issued raised by Baden and Goetz is
how gender is defined. The most common way
to define gender is as a socia context—roles,
behaviours, and so on—that are separate from
one’ s biological sex.®® Because this definition of
gender makes reference to biological sex, itis
limiting in that it can de-emphasize differences
among women (across cultures, for example).
However, they also take issue with the more
recent postmodern concepts®™ which see biology
aswell as social relations as socialy con-
structed, so that sex is gender. They point out
that if feminists cannot agree on who women
are, itisdifficult to make political demands on
behalf of women. Regardless of the limitations
of these definitions, Baden and Goetz suggest
that it is critical to view “woman” as a socially-
constructed category when pursuing activism
and policy work.

The availability of gender analysistools does
not guarantee their use. For example, a public
consultation project of the New Brunswick

*9Baden & Goetz, 1998, p. 22.

%We have used this distinction for the report, as this way of
looking at sex and gender is still most prevalent in most of the
women’s hedlth literature. Therefore, when we encounter
terms such as* gender-disaggregated data,” we consider such
datato be " sex-disaggregated,” as those keeping popul ation-
level datawould havelittle gender-related information about
geopl e other than their assigned sex—female or male.

Butler, 1990.

Women's Research Collective (1998) found a
number of barriers to use. Focus group partici-
pants (both women'’ s organi zation representa-
tives and individual s interested in gender equal-
ity) pointed out that many women outside larger
urban centres were unaware of gender-based
analysis and related tools, and those who were
familiar were mainly professionals, academics
and government employees with afocus on
women’ s issues. Participants noted that women
and women'’ s groups already performed gender
analysis (in terms of evaluating policies, pro-
grams and laws as to how women would be af-
fected). Jargon was identified as a problem, as
the guides are usually written for researchers
and government officials. There was also some
observation that despite the availability of tools,
individual departments were not conducting
gender-based analysis of their own policies and
programs, and that shifting political priorities
and funding restraints makes it difficult to per-
form gender analysis—even for those who are
interested. Interviews with government depart-
ment representatives showed that there was no
systematic implementation of gender-based
analysis. Participants recommended training
workshops for women'’ s groups to enhance un-
derstanding, but viewed government as respon-
sible for actually conducting the analysis and
proving that it has done so for specific policies.
Women' s groups and other community-based
groups would play an advacacy role. Identifica-
tion of key players, use of accessible language,
and setting clear objectives for equality also
were discussed.

Departments with women in senior positions
showed the most interest, and some departments
have held discussions, but gender-based analysis
would not be performed in aformal way unless
directed by senior management. A planning
meeting of women’s groups and government
officials recommended the formation of a coali-
tion of groups, with the New Brunswick Advi-
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sory Council on the Status of Women as the
central agency and the Women' s Research Col-
lective as an interim steering committee. The
next phase will involve education and training,
networking and public relations.

The New Brunswick experience illustrates that
the availability of guidelines and toolsis not
sufficient for action. Decision-makers and
community-based advocates need opportunities
for dialogue and education to apply the princi-
ples to specific situations.

In addition to formal gender analysistoals,
decision-makers may find useful some questions
posed by Quinn (1996) in her critique of exist-
ing government policy analysis frameworks
which take a gender-neutral approach. She sug-
gests asking questions about how underlying
issues, current situations, and past remedies and
their outcomes differ for women and men. As
well, Quinn suggests questioning assumptions
(women are caregivers), short- and long-term
effects on women'’ s lives (on employment and
pensions), how the policy will be evaluated, and
what changes will be made to increase the re-
sponsiveness of the policy (or related programs)
to women.

6. INDICATORS OF GENDER
EQUALITY AND WOMEN'S
HEALTH

Thereis aneed for further development of indi-
cators to evaluate progress toward the gender
equality that we intend to achieve when we un-
dertake gender-based analysis. Several Canadian
government departments and various expertsin
statistics and gender analysis participated in a
symposium on gender equality indicatorsin the
spring of 1998, from which a proceedings
document was released.®® The proceedings note

62Stone, Karmen & Y aremko, 1999.
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strengths and limitations of numerous existing
indicators and the need for further indicator
development and refinement as well as reaffirm
the importance of gender analysisin policy and
program devel opment.

However, at this point, thereis no specific, user-
friendly guide available on indicators and how
to develop, choose or measure them. One model
for this type of practical guide might be the gen-
der indicators guide devel oped by the Economic
Commission of Latin America and the Carri-
bean.®® These are based in part of measures rec-
ommended in the Beijing Platform for Action.
The health indicators include the areas of teen
pregnancy and birth rates, HIV/AIDS, work-
place safety, breast and cervical cancer screen-
ing, malnutrition in children under three, life
expectancy and health programs for elderly
women. In addition to the health indicators
(which are more focused on absence of disease),
the report includes sets of indicators focusing on
women’ s conditions with respect to poverty,
education and training, violence, armed conflict,
the economy, power and decision-making,
institutional mechanisms for the advancement of
women, human rights, the media, the environ-
ment and the girl-child. Indicators tend to be
numbers-focused, so would need to be sup-
plemented with additional qualitative datato
better understand the meaning of progress rather
than ssimply the extent of it.

A recent overview of women'’s health indicators
from British Columbia, while not a“hands-on”
indicators guide, nevertheless provides a broad
perspective for measuring progress against goals
and objectives.% Thisreport is based on the
health goals and objectives of B.C., which arein
turn based on a health determinants approach. In
addition to the usual indicators of morbidity and
mortality, the report addresses many social is-
sues such as employment, education, housing,

53perez, 1999.
5%Women' s Hedlth Bureau, 1999.
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safety, poverty and environments. A recently
produced document on population health indica-
tors at the community level® also discusses var-
ious gender equality indicators (with respect to
income, education, decision-making power) and
stresses the importance of using sex-disaggre-
gated data to better understand community is-
sues and needs.

7. GENDER ANALYSIS AND HEALTH
REFORM

Much of the recent focus on gender analysisin
the health sector has coincided with health care
reform efforts by governments. Policy research-
ers see opportunities both to study and influence
the effects of health care reform on women’'s
health care and women'’s health status. The Cen-
tres of Excellence for Women's Health estab-
lished across Canada have various major pro-
jects concerning women and health care reform
in progress at present. For example, the Mari-
time Centre of Excellence in Women’s Health
(1998) recently released a paper on applying
gender analysis to home care policy and plan-
ning, emphasizing that the majority of formal as
well asinformal caregivers are women. Past
research in this area has been more prevalent in
the United Kingdom. The U.K. has health
regions similar to those in many Canadian prov-
inces, but regionalization in the U.K. has been
in place for alonger period of time.

Cassels (1995)% has outlined six main
components of health sector reform in the UK.
For each component, Standing raises key issues
related to gender, many of which also pertain to
the Canadian context, and are addressed in the
exemplary tools and frameworks presented in
Part 3 of this report:

65Hancock, Labonte and Edwards, 1999.
Cited in Standing, 1997.

~

The impact of restructuring jobs on the
gender balance in staffing and on rela-
tionships among different professions
(particularly male- and female-domi-
nated jobs)—some aspects of restructuring,
such as multi-skilling, can open up opportu-
nities for women at lower levels of the
health care hierarchy, but at the same time,
may threaten the power of female-dom-
inated professional groups such as nursing.

The circumstances under which decen-
tralization improves access or further
marginalizes vulnerable groups—
Standing suggests developing a “vulnerabil-
ity index” for regions so that resources can
be allocated to districts in ways that take
equity into account. Decentralization has the
potential to establish more local participa
tion and control over health care, but at the
same time may burden local communities
with increased responsibilities for financing
it.

Issues of central versus local community
accountability of health professionals.

How to deal with local preferences for
treatment services without neglecting
broader preventive and public health
initiatives.

The need to study the impact of other
types of system changes, such as man-
aged competition and use of private sec-
tor services on women'’s access to health
care.

The need to question how priorities are
set and how cost-effectiveness is deter-
mined as well as how user fees impact
on different groups—disaggregating “the
poor” by gender, age and urban/rural loca-
tion.
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F. INCLUSION OF WOMEN
FROM THE COMMUNITY
IN THE PLANNING
PROCESS

Health planning traditionally has been the do-
main of professional “experts.” This approach
has been criticized by women’ s health research-
ers, who stress that participation in the planning
process is essentia to women having power in
the health care system.

For example, Taylor and Dower (1997) describe
a San Francisco project focused on the devel-
opment of amodel for women'’ s health care ser-
vice and delivery. Diverse focus groups of
women were consulted to review the draft of an
“ideal model” and provide feedback and input
for arevised model that could be implemented.
Women’s Health Advisory Committee members
co-facilitated the discussions with culturally
representative members of the groups consulted
(cancer survivors, seniors). Focus groups were
held in locations that were comfortable and con-
venient for the women. Results of the discus-
sions clearly indicated that women wanted to
see changes in both the attitudes and behaviours
of health care providers (insensitivity to diver-
sity issues such as culture, sexual orientation,
disabilities; lack of respect for women'’s con-
cerns and experiences; poor quality of carein-
cluding incorrect use of medications and un-
wanted touching). Beyond individual provider
issues, women spoke of the need for the overall
health care system to address problems with
access (economics, diversity, time and location,
and language) and to move beyond narrow
views of health (address the whole person in the
context of her life circumstances; include a
wellness focus and complementary therapies).
Women made recommendations as well asiden-
tifying problems. For example, they recom-
mended training in “cultural competence” to
address diversity issues, and more direct in-
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volvement of consumersin quality assurance
issues. The women consulted offered to play a
greater rolein leadership and governance, as
long as supports such as child care and transpor-
tation were provided. This model and others are
presented as exemplary approachesin Part 3 of
thisreport.

Feather, McGowan, and Moore (1994) have
pointed out that a health needs assessment:

“...can bring the community into an active
and more equal partnership in health deci-
sions, enabling people to take ownership of
their own health challenges and to exert
some control over health planning decisions,
based on a shared vision and community-
based analysis of need. It can be empower-
ing and therefore health promoting.” (p. 7)

They contrast a community development ap-
proach to needs assessment with the more con-
ventional medical science (disease focused) and
health planning (program and service focused)
approaches.®” Citizen empowerment and a broad
determinants of health approach are key to the
community development approach. Needs
assessments may use a combination of these
approaches.

Feather et al. point out that both the “owners of
the need” (those who can speak from their lived
experience) and the “experts on the need” (those
who provide service to people in need) should
be heard. They also point out that people who
seem uninterested in participating in the needs
assessment process may have barriersto partici-
pation and/or may feel powerlessin having any
control over decision-making. They state that
people need a commitment that the information
they provide will be used, and that their partici-
pation in the needs assessment process must be
ensured without resorting to tokenism. Finally,
they point out that interactive methods with

5"Based on Bracht, 1990, cited in Feather et al., 1994.
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members of the public (focus groups, commu-
nity forums) provide more opportunities for par-
ticipation than key informant interviews, statis-
tical data and surveys.

There are some good examples of how commu-
nity organizations have conducted needs assess-
ments that are inclusive of women’s voices, al-
though thereislittle from health authorities/-
districts to date. One good Prairie-based exam-
ple isthe Saskatoon Community Clinic’s older
Aborigina women'’s project, which took a par-
ticipatory action research approach to needs as-
sessment.®® The framework used covered vari-
ous health determinants (finances and social
relationships), and involved extensive discus-
sions with grandmothers about their perceptions
of health aswell as their self-perceived
strengths and life concerns (in addition to more
conventional health status and behavioural in-
formation). This framework focused on
strengths as well as needs, and the results were
used to make service decisions.

Public participation needs to go beyond just the
needs assessment stage. For example, Griffiths
and Bradlow (1998) describe a process over sev-
eral years where a British regional health
authority both solicited public input about the
health issues that concerned it and requested
organizational and public feedback on health
strategies that grew out of previous needs as-
sessments. Some changes and additions were
meade to health services based on this feedback.
(One area on which feedback was sought was
the health authority’ s women'’s health strategy.)

Ongoing communication with community orga-
nizations and individual s can raise decision-
makers awareness of issues affecting diverse
segments of the population. Cohen (1998) notes
that “when women are given a voice, they iden-
tify problems which sometimes have received
little validation and seldom have been the focus

%8Djckson, 1995.

of discussions of women's health.”® Tudiver
and Hall (1996) discuss how diverse socia and
cultural communities of women (lesbians,
women with disabilities, women from cultural
and ethnic minority groups including First Na-
tions, and rural and farm women, and survivors
of abuse) offer different vantage points from
which to witness impacts of such circumstances
of poverty, discrimination and violence and
physical and emotional well-being. They offer
several examples of unique health issues faced
by each of these groups of women aswell as
barriers they encounter when trying to access
the health care system. Cohen and Sindling
(1996) emphasize the need for health servicesto
be accessible to women in awide variety of
ways (convenient times and places, adaptable to
disabilities, appropriate language, respectful of
diversity). Kaufert (1996) points out that pov-
erty and racism influence other health determin-
ants such as access to education, nutrition,
health care, housing and safe environments.

There are varying levels of public participation,
from manipulation (“rubber stamp” citizen posi-
tions on committees for public relations pur-
poses) through to citizen control such as gover-
nance of a program or institution.” Labonte
(1995) lays out a framework for assessing the
type of community participation (professionally
dominated, locally dominated, or negotiated
equity) in various aspects of health planning and
delivery (including needs assessment and man-
agement). He focuses on health promotion, but
the framework could be applied more broadly to
other aspects of the health system as well.

Tudiver and Hall (1996) point out that the crite-
riaused in planning and evaluating programs
and services must include the expertise and in-
sights of the women’s health movement. From a
health determinants perspective, it isimportant

%9Cohen, 1998, p. 192.
Defined by Arnstein, 1969; addressed in MacKean &
Thurston,1996; Wiebe, MacKean, & Thurston, 1998.
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that women'’s health organizations are defined
broadly (include those dealing with violence
against women). They describe community
health centres (the community-governed model)
as an example of atype of primary health care
service that is haolistic, provides meaningful
community involvement, service coordination,
and addresses prevention, promotion and health
determinants. Many CHCs in Canada have
programs that specifically address women's
needs. The Women's Health Clinic in Winnipeg
and the Women'’ s Health in Women’ s Hands
centre in Toronto serve women exclusively.

Health Canada has recently released aframe-
work for planning and eval uating community-
based health services.”* While it does not ad-
dress gender specifically, some aspects of the
model promote community participation. For
example, it addresses client choice, consumer
involvement in planning, delivery and evalua-
tion of health services, and partnerships between
the health sector and other community organiza-
tions. However, the failure to address gender
specifically may reflect lack of awareness of this
major social construct and its implications. For
instance, much discussion of the value of
community fails to acknowledge the differential
value by sex, race, socio-economic status and
other socia characteristics. At present, not mak-
ing gender explicit is equivalent to ignoring it.

Use of feminist research methods is essential to
ensuring inclusive and meaningful participation
in both needs assessment and program and pol-
icy evaluation. Some practical guidelinesfor
feminist research processes are outlined in
Barndey and Ellis (1992), Ellis, Reid, and
Barndey (1990), Kirby and McKenna (1989),
and Ristock and Parnell (1996). In addition, a
model linking feminist research methods to
health promotion in particular is presented by
O’ Connor, Denton, Ahmed, Williams and
Zeytiniglu (1998).

"Wanke, Saunders, Pong, & Church, 1995.
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Thurston et al. noted that in 1990 the Federal/
Provincial/Territorial Working Group on
Women' s Health recommended a number of
principles for developing programs and poli-
cies—including addressing inequities, fostering
greater public participation, support to care-
givers, comprehensive and integrated service
models, respect for diversity, collaboration with
women’ s groups and other community organiza-
tions, and devel oping mechanisms to implement
policies and programs to promote women's
health. Cohen and Sinding note that the Federal
Plan for Gender Equity’? points to some waysin
which women could benefit from health care
reform (access to alternative providers such as
nurse practitioners and midwives; increased sup-
port for citizen involvement in decision-
making). The Plan also recognizes that early
patient discharge and home care can lead to in-
creased unpaid care-giving by women.

G. CANADA’S
INTERNATIONAL
COMMITMENTS TO
GENDER EQUALITY

Though a detailed review of these commitments
was beyond the scope of this project, some high-
lights from the Platform for Action from the
1995 Fourth World Conference on Women in
Beijing,” the 1994 International Conference on
Population and Development in Cairo,™ and the
United Nations Convention on the Elimination
of All Forms of Discrimination Against Women
(CEDAW)" provide additional context for gen-
der analysis as applied to health. These clauses
address health issues at various levels—policy
and planning, direct service, and health-related
behaviours—and link health to human rights.

"2status of Women Canada, 1995.
"3United Nations, 1995.

"Cited in Schalkwyk et al., 1997.
"SCEDAW:; United Nations, 1981.
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Canada participated in al three of these interna-
tional gatherings and made commitments to take
action on gender equality aswell as others such
asthe Nairobi Forward Looking Strategiesin
1985.7 The Federal Plan for Gender Equity
was prepared as Canada’ s contribution toward
the goals of the Beijing Platform for Action.
CEDAW isalegally binding international
agreement to examine the effects of legislation
for its potential to be gender-discriminatory and
to take actions to correct historical patterns of
discrimination. Canadais a signatory to
CEDAW, which took effect as an international
treaty in 1981.”” The health-specific commit-
ments made by signatoriesto CEDAW is Arti-
cle12:®

“ States parties shall take al appropriate
measures to eliminate discrimination against
women in the field of health carein order to
ensure, on a basis of equality of men and
women, access to health care services, in-
cluding those related to family plan-
ning....States parties shall ensure to women
appropriate servicesin connection with
pregnancy, confinement and the post-natal
period, granting free services when neces-
sary, aswell as adequate nutrition during
pregnancy and lactation.”

Other articles of CEDAW call for the elimina-
tion of discrimination against women in educa
tion (Article 10), employment (Article 11), legal
matters (Article 15), marriage and family (Arti-
cle 16), and other areas of socid life such as
access to credit, family benefits and recreation
and sport (Article 13). Article 14 of CEDAW
also callsfor attention to the above issues spe-
cific to the context of rural women (including
access to health services). Articles4 and 5
address maternity issues.

5See Status of Women Canada, 1995, p. 6-7.

""The Platformfor Action and resol utionsfrom Cairo are not
binding conventions.

"8United Nations, 1995.

In addition, the following excerpts from the
Beijing Platform for Action are especialy rele-
vant to women’ s health and gender-sensitive
policy development and planning:

“Women have the right to the enjoyment of
the highest attainable standard of physical
and mental health. The enjoyment of this
right isvital to their life and well-being and
their ability to participate in all areas of pub-
lic and private life. Hedlth is a state of com-
plete physical, mental and socia well-being
and not merely the absence of disease or
infirmity. Women'’s health involves their
emotional, social and physical well-being
and is determined by the social, political and
economic context of their life, aswell as by
biology.” (Paragraph 89)

“In addressing inequalities in health status
and unequal access to and inadequate health
care services between women and men, gov-
ernments and other actors should promote
an active and visible policy of mainstream-
ing a gender perspective in al policies and
programs, so that, before decisions are
taken, an analysisis made of the effects for
women and men, respectively.” (Paragraph
105)

Paragraphs 106 to 110 contain strategic objec-
tives related to women and health:

“1. Increase women's access throughout
the life cycle to appropriate, affordable
and quality health care, information and
related services;

2. Strengthen preventive programmes that
promote women'’s health;

3. Undertake gender-sensitive initiatives
that address sexually-transmitted disea-
ses, HIV/AIDS, and sexual and repro-
ductive health issues;

4. Promote research and disseminate
information on women’s health; and

5. Increase resources and monitor follow-
up for women’s health.”
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The Platformfor Action Summary contains the
following recommendation:

Some examples from the 1994 International
Conference on Population and Development in

“Integrate gender perspectivesin legidation,
public policies, programmes and projects;
ensure that before policy decisions are
taken, an analysis of their impact on women
and men iscarried out.”

Various points under Action 206 (actions by

national, regional and international statistical
services) that are most relevant to the present
report include:

P datadisaggregation by sex, age and other
socio-demographic indicators;

P involvement of centresfor women’s studies
and research organizations in devel opment
and testing indicators and methodologies to

strengthen gender analysis;
P strengthen vital statistical systems and in-

corporate gender analysisinto publications
and research, examine gender differencesto

improve morbidity data, and improve data
on access to health services (particularly
reproductive and maternal); and

P develop sex-disaggregated data for specific
issues such as violence and people with dis-

abilities.

Action 207 addresses government action. It sug-
gests aregular statistical publication on gender

suitable for non-technical users (with regular
review by both producers and users and im-

Cairo are:™®

“Advancing gender equality and equity and
the empowerment of women, and the elimi-
nation of all kinds of violence against
women, and ensuring women' s ability to
control their own fertility, are cornerstones
of population and devel opment-related
programmes. The human rights of women
and the girl child are an inalienable, integral
and indivisible part of universal human
rights.” (From Cairo, Principle 4)

“Men play akey rolein bringing about gen-
der equality since, in most societies, men
exercise preponderant power in nearly every
sphere of life, ranging from personal deci-
sions regarding the size of families to the
policy and programme decisions taken at all
levels of government....Special efforts
should be made to emphasize men’s shared
responsibility and promote their active in-
volvement in responsible parenthood, sexual
and reproductive behaviour, including fam-
ily planning; prenatal, maternal, and child
health; prevention of sexually transmitted
diseases, including HIV; prevention of un-
wanted and high-risk pregnancies; shared
control and contribution to family income,
children’s education, health and nutrition;
and recognition and promotion of the equal
vaue of children of both sexes. Male
responsibilitiesin family life must be in-
cluded in the education of children from the

provement as needed), quantitative and qualita-
tive studies by diverse organizations on the shar-
ing of power and influence in society, and use of
gender-sensitive data in the devel opment and
implementation of policy and programs.

earliest ages. Special emphasis should be
placed on the prevention of violence against
women and children.” (Excerpts from Cairo,
paragraphs 4.24 and 4.27)

"Cited inSchalkwyk et al., 1997.
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CONTINUED. . . . YES NO DK

Flexibility of timesto participate
(e.g., choice of time to be sur-

veyed, choice of public meetings 15 4 1
to attend)

Consultationsin both small and 18 1 1
larger communities

Reimbursement for out-of-pocket 0 19 1

expenses

3 HEALTH DETERMINANTS
w

3a. Reporting of data = 2 w

regarding health de- zZ = %

terminants? & = =

Honorariafor time spent provid-
ing information (e.g., survey, in- 0 19 1
terviews, meetings)

~

Income and social status 4 9

Socia support networks 0 12 8

Regions/districts understood their mandate to
include public consultations. While many noted
the low numbers of participants at such consul-
tations, they did not consider measures such as
transportation, child care, reimbursement for
out-of-pocket expenses or honorariafor partici-
pants as potential means to increase participa-
tion and access. All of these would have in-
volved some additional expenditure for the re-
gion/district.

Although no regiong/districts reported providing
transportation assistance, during the interview
process we did learn of one which did so.

o| o| o| DON'T KNOW

Education 1 11 8

Employment and working
conditions

o
=
o
=
o
o

o

Physical environments 4 6 10

ISSUE INCLUSION OF DATA-RELATED TO

Biology and genetic en-
dowment

Personal health practices

and coping skills

:z:ltthy child develop- 1 9 10 0
Health services 5 7 8 0
Gender 0 5 15 0
Culture 0 5 15 0

2b. Background information to enable meaning-ful
input? (e.g., why their participation isimportant, is-sues
to be discussed)

YES NO DON'T KNOW

1 18 1

2c. Opportunity for anonymous verbal input?

DON'T
EXTENSIVE SOME NONE KNOW
1 1 17 1

One region reported on an anonymous phone survey.

2d. Opportunity for anonymous written input?

EXTENSIVE SOME NONE

1 14 6
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Knowledge about determinants of health varied
among regiong/districts, as did the ability to ob-
tain datafor their specific areas. Manitoba
Health has set “women’s health” as one of its
priority areas, yet only two of the eight partici-
pating Manitoba RHAs included any documen-
tation about gender as a determinant of health.
Only 25% of all RHAs/Health Districts reported
any information about gender.

Regions/districts were more likely to report in-
formation about individual determinants of
health, such as personal health practices and
coping skills, than about structural determinants
of health, such asincome, employment and edu-
cation.
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Some of the dataincluded demonstrated the pating Saskatchewan Health Districts did so.
need for a greater understanding of gender and Thiswas most often data from youth surveys
women’' sissuesin particular. For instance, one and focus groups.

region/district classified child day careasa
“recreational program,” while others classified Thelack of sex-disaggregated data reflects the

the commercial weight loss program offered by lack of understanding of gender as a determi-
Weight Watchers as a “health promotion” pro- nant of health. It also contributes to that lack of
gram. understanding, since without data on gender
differences in the determinants of health, health
ISSUE DISAGGREGATION OF DATA status and health service utilization decision-
4 BY SEX makers may not understand the ways in which
gender influences health.

_ _ w % ISSUE DISCUSSION OF FINDINGS FOR
4a. Disaggregation of | 2 | w | w | 2 5 SPECIFIC GROUPS OF WOMEN
data by sex for the fol- z o o) -
lowing? o] » z b4

N} (e}
= S
Morbidity 15 [1]1 5. Discussion of y 5
o T 5 - I specific needs as- 3 s z <
oranty sessment findingsfor| & | § | 2 | &
Service utilization 0 4 15 1 any of the fo"owing ﬁ 8
Social indicators (health groups of women?
determinants other than 1 1 17 1 —
gender—e.g., income) Aboriginal 0 2 17 0
Health survey data (e.g., Francophone 0 0 19 1
behaviours, knowledge, 0 8 1 0 Cultural groups from out-
attitudes) side North America or 0 1 18 0
Community surveys of Western Europe
opinions/ preferences 0 1 18 1 Rural 0 0 19 1
regarding health care -
Single mothers 0 0 19 1
Community consultations
(forums, focus groups) 0 L 7 2 Adolescents 0 1 18 1
Other None reported Lesbians 0 0 19 1
Abuse survivors 0 0 19 1
Regiong/districts relied heavily on data provided Women with disabilities 0 1 18 0
by their respective provincial governments. Wormen living on low 0 0 o )
Some were able to supplement this with data incomes
obtained from other bodies, such as Statistics Wormen with low lteracy | o | o | 1
Canada, or data gathered locally. One interpro- sills
Vi ncw_al dlffer(_ence did emerge in response tq this Others. (specify)
guestion. While only one of eight participating P one focus group of 0 1 19 0
Manitoba RHASs included any sex-disaggregated young mothers

about health behaviours, seven of twelve partici-
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Some RHAs/Health Districts reported on the
needs assessment findings for Aboriginal peo-
ple, rural people, those living on low incomes or
with low literacy skills. However, since data
was not disaggregated by sex, regiong/districts
were unable to report on the health needs of any
of the above groups of women.

ISSUE
6

VERIFICATION OF FINDINGS
WITH COMMUNITIES

6a. Process for
checking needs as-
sessment with the
following?

EXTENSIVE
SOME

NONE
DON'T KNOW

Organizations that work
with/for women
P within the health
sector

P outside the health
sector

Organizations that advo-
cate on behalf of women

Women who are users (or
potentia users) of the 0 2 16 2
health system

6b. Description of how needs assessment in-
formation is to be used in further planning spe-
cifically for women’s health?

DON'T
EXTENSIVE SOME NONE KNOW
0 0 18 2
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D. SUMMARY ANALYSIS OF
NEEDS ASSESSMENTS

1. The needs assessment documents reviewed
indicate that gender was rarely considered as
avariable in assessing local health needs and
that consequently, the health needs of
women rarely were considered separately
from those of men.

2. Regional health bodies published little sex-
disaggregated data. While gender analysisis
much more than simply looking at health
data for men and women both separately and
together, the lack of availability of sex-
disaggregated data makes gender analysis
impossible. Regional health bodies are also
limited, since they did not have additional
funds to order sex-disaggregated datafrom
other sources (such as Statistics Canada) for
their areas, nor did either province undertake
to provide this to them.

3. Although Manitoba Health has set women’s

health as one of its priorities, RHAs were
given no background information about
women'’ s health, nor any guidance about how
to specifically assess the health of women in
their communities. This lack of information
isreflected in their responses. In both prov-
inces, only 25% of those participating in-
cluded any data about gender in their needs
assessments.
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X
L S o)
14d. Percentage of =] < = =
women on Boards and z g T o
in senior management, T O = &
by number of regions/ = - é =
districts? @ - < 0
a o P4

)
Boards of Directors 6 5 11
Senior managers 7 16

Because of the large number of regions/districts
not reporting this information, it would not be
meaningful to consider the connection between
the percentage of women on Boards and senior
management with gender-sensitivity as mea-
sured in this study.

Most regiong/districts did not identify women's
health needs, so they could not use that informa-
tion to set priorities. One region that did stated
“If the RHA isto begin to address the priorities
identified in the Community Health Assess-
ment, a minimum of approximately $969,000
will be required over the next three years.” Of
this amount, the budget for programs specifi-
cally addressing women’s health issues was
$46,000.

No collaborations with women’ s groups were
specified.

15b. Acknowledgment there is less health research
with women than men for use in evidence-based
decision-making?

EXTENSIVE SOME NONE
14e. Are there any diversity initiatives in place? (e.g.,
to recruit Boards members, managers, staff from particular 0 0 23
cultures)
YES NO 15c. Mention of gender-specific norms/
standards?
2 21
EXTENSIVE SOME NONE
Regional health bodies did not include in their 0 0 23

documentation evidence that they understood
the implications of health care reform for their
women employees. Thisis consistent with the
lack of gender analysis when examining theim-
pacts of programs and services on women health
care consumers and informal caregivers.

ISSUE EVIDENCE-BASED DECISION-
15 MAKING AND EVALUATION

15d. Health plans include indicators specific to
women’s health initiatives?

EXTENSIVE SOME NONE

0 0 23

15e. Narrative methods included? (e.g., interviews,
focus groups)
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EXTENSIVE SOME NONE
= 6 12 2
. g )
15a. Use of community 5 w w Z
needs assessment data in Z % o | r w
health plans? E 2= S 15f. Plans to disaggregate data | = w w
. ; s z
a by sex in evaluations of the Z 5 o)
following? v @ z
Priorities in the health plan L“
reflect the identified needs of 0 3 19 1
women as well as men Morbidity 0 2 21
Specific examples of Mortality 0 3 20
collaborations suggested in the 0 3 19 1 ] o
needs assessment are carried Service utilization 0 0 23
forward into the health plan
Socia indicators (income, etc.) 0 0 23
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CONTINUED . .. EXT. SOME NONE

Health survey data (e.g., behav-
iours, knowledge, attitudes) 0 0 23

15i. Consultation during indicators development
with organizations that work with women?

EXTENSIVE SOME NONE

Outcome data for specific initia-
tivesthat cater to both women and
men (e.g., programs to en-

hance seniors’ functional capacity 0 0 23
for independent living, smoking
prevention and cessation pro-

0 0 23

15j. Consultation during indicators development
with women users (or potential users) of health
services/initiatives?

EXTENSIVE SOME NONE

0 0 23

grams

Service satisfaction data 0 0 23

Community surveys of opinions/-

preferences concerning health 0 0 23

care

Community consultations

(forums, focus groups) 0 0 23

s

15¢g. Inclusion of satisfaction 5 w w
: S z

assessment concerning the z o o

following? > D z

w

Choices offered 0 2 21

Interpersonal interaction with

health care professionals (e.g., 1 2 20

feeling respected)

Convenience of services 17 4 2

Wait times 1 3 19

Information given 0 2 21

Time spent with service user 0 2 21

How questions answered 0 2 21

Follow-up offered 0 1 22

Referrals to other providers or 0 2 21

agencies (if applicable)

15h. Inclusion of costs of informal care to individu-
als in cost-effectiveness evaluations? (time, out-of-
pocket expenses)

EXTENSIVE SOME NONE

0 0 23

F. SUMMARY ANALYSIS OF

HEALTH PLANS

1. Based on the review of these documents, itis

evident that regional health bodies have not
given ahigh priority to women'’s health.
While four of the seven responding Mani-
toba RHASs listed women’ s health as a prior-
ity, and referenced Manitoba Health in doing
s0, there was little evidence of such prioritiz-
ation in their health plans. Only one regional
health body—in Saskatchewan—expressed a
written commitment to gender equity.

2. Where women'’ s health issues were consi-

dered, the most frequent references were to
gender-specific health needs (reproductive
health, breast and cervical cancer screening)
and to women'’ s role as mother.

3. While both provinces officially promote a

determinants of health approach, thereislit-
tle evidence of it in the health plans reviewed
for this project. Manitoba health plans con-
tained, on average, reference to 2.4 health
determinants, while Saskatchewan plansin-
cluded, on average, only 1.5 of the 11 health
determinantsin this report. Health plans tend
to emphasize financial reporting and funding
requests.
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4. The documents reviewed do not demonstrate
an appreciation for the differing health needs
of diverse groups of women, including Ab-
original women, women from ethnic and vis-
ible minorities, leshian women and women
with disabilities.

5. Consistent with all of the above, none of the
regional health bodies surveyed reported any
training on gender issues for either staff,
management or Board members.

6. There was no evidence that women’ s organi-
zations, and organizations providing services
to women are included in the health planning
process.

7. Rather than recognizing the additional bur-
den on women of providing informal careto
family members and friends, regional health
bodies have promoted this by emphasizing
women'’ s presumed role as gatekeepers of
family health.

G. FINDINGS: INTERVIEWS
WITH REPRESENTATIVES
OF REGIONAL HEALTH
BODIES

1. WOMEN’S HEALTH

We asked what influenced women’s health, but
we did not ask interviewees specifically to artic-
ulate what women'’s health encompassed, or
how it might be defined. During the interviews,
however, women's health was discussed. In one
interview, for instance, a question about
“gender-related issues’ produced comments
about teen pregnancy, breastfeeding, mobile
mammography, and women' s health education
in clinics. Women'’s health was discussed in one
or more of three overlapping contexts: the
health of their families; reproduction; and utili-
zation of health services.
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a. Family Health

One respondent rationalized that women’s and
family’ s health should be kept together because
women tended to talk about their familiesin the
health needs assessments:

“When we did the needs assessment, alot of
women’s comments focussed on their fami-
lies. Do we separate that or should we keep it
together?’ (1)

Later the respondent noted that women were
responsible for maintenance of the family dur-
ing times of stress:

“...women have arole as caregiver, they need
to be the stalwart ones who keep everything
together.” (1)

Several respondentsraised, in different parts of
the interview, the importance of the role of
women in promotion of family health:

“The community heath assessment identified a
number of important issues about women’s
health. We felt that it was important, not only
for women as individuals, but for women as
custodians of the health of their families.” (2)

Question: “...were there any gender-related
issues?’

Answer: “Not that arose as gender issues.
They came up as care issues, then after analy-
sis, you can see gender, but our approach isto
include the whole family.” (3)

“To me, it's very complex, often avery big
interplay between things. Certainly poverty is
one thing that’ s very critical. Social supports
and support in the community, those are al'so
tied to how women see themselves, which is
of course so complex. Y ou know those very
things of feeling that you can make a differ-
ence for yourself or anybody. | guess the
whole thing of self-esteem and parenting. It's
tied to parenting and your environment...”. (5)
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Most people were unable or unwilling to focus
on women themselves because of women’ s roles
as “gatekeepers’ (2) of family health:

“We say that the best way to influence the
health of men isto prioritize women. Women
make the health decisions for the family—de-
cide about food choices, medical appoint-
ments, exercise, etc. We can reach the health
of al members of the family through women.”

2

“The health of the population starts so much
sooner with baby-friendly initiatives and
breastfeeding. [There' s @] better chance for
the next crop of children, and those children
arein al income categories.” (3)

“1 know that from a women'’s perspective
here, we are embarking now on avery strate-
gic planning process which would look at a
functional plan for women’s and children’s
services, including female children and
adolescents. In terms of sensitivity to women,
we are looking very carefully, at research for
example.” (6)

Some respondents associated opportunities to
participate in health planning by individual
women or women’ s organi zations with child
and family issues:

“[There's a very strong, interdisciplinary,
interagency committee on children and their
families.” (2)

“Women have had opportunity to participate
through the Provincial Task Force on Balanc-
ing Work and Family.” (4)

“...we had alot of concerns from parents of
children with disabilities.” (7)

“[Organization X], alot of their careis
directed towards women and children.” (3)

b. Reproduction

For many years, women's health was defined
within the health system as synonymous with
obstetrics and gynecology. This legacy is diffi-
cult to shake:

Question: “So you make effortsto include
women of different ages?’

Answer: “Yes. Welook at preconception to
post menopause. It would be that whole span.”

(6)

“There were |ots of issuesin the women's
health area, particularly in pregnancy-
related—fetal alcohol, breastfeeding and some
of theillnesses that affect people later in life,
breast cancer and menopausal issues.” (7)

Some health policy-makers claim that health is
generic, but they till see breastfeeding and
other reproductive health issues as the responsi-
bility of women. The following respondent, for
instance, disavowed any tendency to separate
men and women'’s health, and actually used the
generic “people’ earlier in the interview when
discussing breastfeeding rates:

“1 don't think of this as women versus men's
health issues. When we do the breastfeeding
thing or the women’s health clinic in [---] then
we consult more with women.” (8)

The status quo is normative or is not questioned
within such aframework. The status quo is a
system of health care that was established when
little research was done for and by women, sex-
ism was hot questioned, violence against
women and socia discrimination were unexam-
ined, and few women participated in decision-
making roles. A lack of gender analysisleaves
unquestioned the ability of women to change
factors that impede breastfeeding (such as store
or restaurant policies). Closer to home, the im-
portance of the father’ srole in supporting
breastfeeding is not raised or examined, except
possibly from the woman'’s point of view. This
serves to legitimize the view of women asre-
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sponsible for care-giving and for their own
health in two ways: first, care-giving and
women'’ s services are highlighted as the legiti-
mate arenas for women'’ s participation; and sec-
ondly, the idea that women’s needs might take
precedence over men’s or children’s needsis
denied.

When respondents talked about women’s health
in terms of reproduction, they were not neces-
sarily forgetting the social and cultural norms
influencing women. When asked what actions
the health region/district could take to make
sure the health system was responsive to the
needs of women, for instance, one respondent
referred to an “infant feeding project” as an ex-
ample. Earlier, however, she had stated:

“Isit right to beat them about the head and tell
them that they must breastfeed until 6 months?
| think that this [project] will get to the heart
of anumber of the issues about being a mother
in today’s society.” (2)

The latter respondent made equity issues ex-
plicit. In other cases, sensitivity to equity for
women was hot made explicit. In the following
guotations, respondents discuss infant health
issues in terms of women’s behaviours and
choices without ever discussing the inequities
among groups of women based on poverty, edu-
cation, race, access to services, social discrimi-
nation, and so on. Reproductive technologies,
for instance, are largely available only to
women with disposable income, while poverty
isamgjor factor in alcohol dependency and
poor nutrition that may lead to poor birth out-
comes for the child.

“We're trying to get a pediatrician so children
can be diagnosed. Without diagnosis, there's
no special programming. We're trying to even
get baseline information on how many preg-
nant women have al cohol dependency and
other dependency during pregnancy. That is
particularly a female prevention issue. Our
baby-friendly initiatives involve the whole
family, not just females.” (3)
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“Right across the country. It [infant mortality]
is edging up alittle bit. Despite al of our won-
derful efforts, the health status of that child-
bearing population is less than we would like
it to be. The other issue along with that is pre-
term births. We're just not getting a han-dle
on that, it's on the increase. Y ou have the
potential for higher infant mortality and mor-
bidity. It srelated to reproductive technol o-
giesthat are running away on us. We've got
significant increases in multiple births. That is
abig concern.” (6)

c. Health Services

Respondents often spoke of women's health in
terms of the services that women needed:

“...aso the whole area of women’s health that
came up as an issue. We didn’t have enough
of that prevention, promotion piece, actual
clinics. We're trying to implement those
things. It s not quite as easy in the rural areas,
because you don’t have as many physicians
who are specialists. Y ou have to work with
public health, etc.” (8)

“1 know that from awomen'’s perspective
here, we are embarking on now avery strate-
gic planning process which would look at a
functional plan for women’s and children’s
services....” (6)

The latter respondent went on to mention emer-
gency, psychiatric, cardiology, and other mental
health services.

Sometimes the analysis of women’s health
“needs’ was service focussed:

“What | would like to see is more community
planning, more planning coming straight from
the community and women'’s groups and other
agencies having the ability to tell us what their
vision isin health care in their community and
what their needs are.” (1)



