Welcome to Unit One: Introduction to Reproductive Health 

In this unit you will cover the major reproductive health policies and their application in the provision of quality reproductive health services. This will include policy guidelines and strategies laid down by the Government of Kenya (GoK) to guide the implementation of Reproductive Health (RH) programs in the country. You will also examine Adolescent /Youth health, Gender Issues in relation to Reproductive Health Rights and the Safe Motherhood Initiative (SMI).

This unit is composed of four sections:

· Section One: Historical Background of Reproductive Health Policies

· Section Two: Adolescent and Youth Health

· Section Three: Gender Issues and Reproductive Health Rights

· Section Four: Safe Motherhood and Child Survival Initiative

Unit Objectives

By the end of the unit you will be able to: 

· Describe the national policy/strategic guidelines of reproductive health

· Identify adolescent/youth health issues

· Describe the provision of effective youth friendly services

· Explain gender issues in RH

· Explain the Safe Motherhood Initiative

According to the program of Action of the International Conference on Population and Development (ICPD) held in Cairo in 1994 Reproductive health is defined as: 
�A state of complete physical, mental and social well-being and not merely the absence of disease and infirmity, in all matters relating to the reproductive system and to its functions and processes.�
Section 1: 
Historical Background of Reproductive Health Policies

Introduction

In this section, you will discuss some of the weaknesses identified by the Kenyan Government concerning the quality of health care given to citizens over time. In other words, you will find out why the government places importance on reproductive health issues. 

You will also learn about the goals and strategies the government has formulated to make this service available, accessible and, to some extent, affordable to all at every level of the service delivery system

Objectives

By the end of this section you will be able to: 

· Describe the evolution of reproductive health programmes

· Describe the national policy guidelines on the implementation of reproductive health programmes in Kenya 

· Define the concepts of integrated comprehensive reproductive health services

· Describe strategies for implementing the reproductive health plan components

· Describe the structure of reproductive health services 
in Kenya

Evolution of Reproductive Health Programmes (1 of 5)

During a Kenyan population census conducted in the late 1950�s, the fertility and growth rates of Kenyans were found to be high. In response, the government adopted Family Planning (FP) as an important component of socioeconomic development in the 1960�s. 

As early as 1965, when fertility control was a primary focus, the Government of Kenya (GoK) recognised population planning and family planning as part of the National Planning Strategies of Sessional Paper No. 10 of 1965. In 1967, the Family Planning Programme was established (GoK/MoH, 1998). 

Since then, the fertility rate, which was 7.9% in 1979, has decreased to 5.45% in 1993, and the population growth rate has reduced from 3.8% in 1979 to 3.4% in 1993 (CBS, 1995). You may argue that this is still high. The population of Kenya was 15.3 million in 1979. By 1998, it has doubled to approximately 30 million (NCPD, 1998). Meanwhile, the growth of the economy has not kept pace with the growth of the population.
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If the population growth rate is higher than the economic growth rate, it creates a burden on available land, health facilities, educational resources and the job market. These factors often impact more on mothers and children, whose mortality and morbidity rates are high, mainly due to complications associated with pregnancy and childbirth and HIV/AIDS prevalence.
 
In 1974, further evaluation of reproductive health services established that the child health services were running parallel to those of family planning and antenatal care. This arrangement was viewed as inefficient. As a result, these services were integrated to offer a more consolidated package. Following this, the Maternal/Child Health Care and Family Planning (MCH/FP) Programme was established. 
In 1987, the Safe Motherhood Initiative (SMI) was launched at the Conference on Better Health for Women and Children, held in Nairobi, Kenya. The Government of Kenya endorsed the Plan of Action to reduce maternal mortality and morbidity rate, which was developed at that conference.

Despite this policy shift, many reproductive health programmes continued to run as vertical entities at all levels of the health service delivery system. The vertical approach to service provision proved somewhat wasteful and inefficient in terms of utilising resources including health manpower. It also proved ineffective in reaching critical target groups in need of information and services, especially adolescents and the youth. 

Reproductive health issues have caused great concern not only in Kenya but also the world over. As a result, governments and other stakeholders came together in Cairo in 1994 to address these concerns and to look for solutions to problems being experienced worldwide. At the International Conference on Population and Development (ICPD), 179 countries endorsed a Reproductive Health Agenda. The ICPD Programme endorsed a shift in development strategies, urging member countries to review and revise health policies to focus on meeting the needs of an individual, and on the provision of basic as well as comprehensive and quality RH services.

The comprehensive concept of RH is based on the World Health Organisation (WHO) definition of RH, which recognises the fact that RH is closely interrelated with policies to empower women, strengthen families, stabilise population growth, and eradicate poverty. In response to ICPD recommendations, the concept of integrated RH services was developed and launched to meet the revised policy on RH care. Integrated RH creates demand for, and ensures provision of RH services, defined for each level of the health care system, everyday, during the same visit, under one roof, and where possible by the same provider �the supermarket approach�. 

Kenya is signatory to the Cairo Declaration of 1994, which marked a turning point in the field of population and health development, not only for Kenya but the whole world. As a response to the 1994 ICPD in Cairo, the Kenya government developed and launched the Health Policy Framework Paper of 1994. This policy document provides the blueprint for strategies for the development and management of health services in this country. 

A notable policy document is the National Reproductive Health Strategic Plan of 1996, covering the period 1997 - 2010. This document guides the implementation of a comprehensive and integrated RH programme in Kenya for the next decade. In order to operationalise the 1997 - 2010 Strategic Plan, the Ministry of Health (MoH), in collaboration with various stakeholders, designed and launched a series of policy documents to spearhead the long term reform process. 

The MoH and its development partners have since used this policy document to review, revise and develop a series of guidelines related to reproductive health services.

National Policy and Guidelines in Reproductive Health (1 of 2)

A policy is an official statement issued by the government, a company or a non-governmental organisation (NGO) to guide the workers on what to do. It is a statement on the �course of action decided on by the government.� 

Policy guidelines are written instructions that give directives with regard to the practices that should be followed in the provision of services to the consumer. For our purposes, the services in question are reproductive health services and the consumer is the patient who makes use of the services.

GoK Policy Guidelines for the Implementation of Reproductive Health Services 

These guidelines aim to:

· Create awareness among leaders, communities and programme implementers of the need to promote high quality reproductive health services, in order to improve the well being of the people

· Make available quality and sustainable family planning services to all who need them, in order to reduce the unsatisfied needs for family planning

· Reduce health and socioeconomic burdens due to STDs/HIV/AIDS and their implications or effects

· Enhance the health and well being of adolescents and youths

· Reduce the incidence of infertility and facilitate proper investigations and management of infertile individuals and couples

· Eliminate all forms of discrimination against women and female children to enable them to exercise their sexual and RH rights and to promote their equal representation in all levels of political and public life

· Enhance both men and women�s health throughout their life cycle

· Provide quality and sustainable comprehensive RH services in all service delivery points (SDP�s) and community levels

As mentioned earlier, the GoK responded to the 1994 Cairo ICPD Agenda and approved the Kenya Health Policy Framework (KHPF) as the blueprint for the development and management of health services in this country. To operationalise the document, the MoH developed the National Health Policy Framework (NHPF) Implementation and Action Plan, and facilitated the establishment of a Health Sector Reform Secretariat in 1996. The Secretariat has since provided an enabling environment for the implementation of various activities to meet the objectives of the RH implementation plan.
The Implementation Plan for National Reproductive Health Strategy of 1998 Covering the Period 1999 - 2003 

The development of this national implementation plan represents Kenya�s determination not only to operationalise the reproductive health strategy but also to address the immediate causes and underlying factors that affect the health status of the population.

This policy document provides a list of RH plan components in order of priority. 
The MoH, in collaboration with provinces and districts, set out to operationalise the RH policy document by identifying and prioritising various RH plan components with an emphasis on women and children, adolescents and youths and other groups, who experience difficulties in accessing health care.

Among other priorities, all stakeholders expressed the need to train health care providers at all levels in reproductive health issues. This led to the development of The National Reproductive Health Training Plan of 2000.

The National Reproductive Health Training Plan of 2000 Covering the Period 2000 - 2004 

This policy document addresses the weakness identified in relation to the various care providers at all levels of the care delivery system. The identified weaknesses included: 

· Inadequate clinical skills

· Poor knowledge

· Poor managerial skills

· Poor communication and counselling skills

The reproductive health training plan document focuses on the strengthening of pre-service and in-service training activities to facilitate the provision of integrated and comprehensive reproductive health services.

The GoK/UNICEF 2004 - 2008 Programme of Co-operation (Draft Strategy Paper), February 2003 

This document provides policy guidelines for provision of quality care and training. Documented in this strategy paper are key results and lessons learned from the ongoing five year National Strategic Plan covering the period 1999 - 2003. So far, the five year programme has failed to raise other resources for safe motherhood activities. There has, therefore, been a minimal impact on the reduction of maternal mortality rate. However, some important achievements have been made, especially on the promotion of the concept of essential obstetric care and the introduction of life saving skills. It is necessary to note the shift in RH policies within the five year programme, which targets:

· Advocacy for policy change in the provision of reproductive health services

· Encouraging and strengthening the implementation of existing policies

· Capacity building through community participation and resource mobilisation, rather than on service delivery

Thus, during the first half of the implementation plan, strategies that rely more on advocacy, networking and knowledge generation were adopted. In recognition of the seriousness of the HIV/AIDS pandemic and in line with UNICEF regional policy, over the next five years (2004 - 2008) a strategy aimed at ensuring that HIV/AIDS is mainstreamed as a priority to spearhead all health and health related programs will 
be adopted.
Reproductive Health Policy (Draft Outline 2005) 

The long term goal of the RH policy is to promote and enhance the reproductive health status of all Kenyans through the provision of equitable, sustainable, integrated, effective quality reproductive health care services that are accessible, acceptable and affordable for all. The general objectives of the policy are to:

· Guide planning, implementation, monitoring and evaluation of integrated quality gender sensitive RH services in Government, NGO, FBO and private sectors

· Standardise the quality and delivery of RH services

· Assist in resource mobilisation; ensure optimum, and efficient management of resources for the sustainability of effective RH services

Components of RH and Strategies of Implementation (1 of 3)

It is clear that before the ICPD, most programmes equated reproductive health with Family Planning (FP). This resulted in the masking of reproductive health issues, for example, the Safe Motherhood and Child Survival Initiative, which would currently be considered priority reproductive health components. It is also obvious, as has previously been mentioned, that many of the RH programs in Kenya were administered as vertical (individual) entities at all levels of the health care system. 

The 1994 ICPD called for a shift in development strategy away from vertical programmes to the provision of comprehensive and integrated reproductive health services. The vertical approach to service provision proved somewhat wasteful and inefficient in terms of use of resources including health care providers. The shift in the development strategies, and in health policies specifically has shown the way forward towards integration of reproductive health services. Similarly, training of service providers has been redirected to focus on assisting them to develop the actual and potential capabilities in the provision of quality reproductive health services at all levels of the service delivery system.

Integrated reproductive health implies that all patients have access to reproductive health services and information as specified in the National Reproductive Health Strategic Plan. The benefits of integrated reproductive health services are enormous.

Benefits of Integrated Health Services 

· The provisions of more efficient and cost effective services since the same providers usually deliver services at the service delivery points.

· That no opportunity is missed for meeting patients reproductive health needs

· The creation of demand for and the development of actual and potential opportunities for provision of reproductive health services

· Efficiency within the existing system so that key technical interventions can be provided up to the peripheral level

· The creation of efficient services, improved patient satisfaction and health seeking behaviour

· The removal of one significant barrier to care by guaranteeing services availability on all days of the week

· Provision of reproductive health services, defined for each level of the health care system, on all days, during the same visit, and where possible by the same provider

In addition to the integration of reproductive health services, the 1994 ICPD Programme of Action emphasises the provision of comprehensive and quality care in order to meet individual health needs. It also identifies reproductive health needs and targets critical groups in need of information and services, especially the adolescents and the youth. The Ministry of Health and stakeholders, including the government, NGOs, and the private sector offer these services as outlined by the National Population Policy for Sustainable Development and the Kenya Health Policy Framework (KHPF) of 1994. 

To this end, the Implementation Plan for National Reproductive Health Strategy spells out reproductive health plan components listed in order of priority. 

components of the reproductive health plan.

Implementation Plan for National Reproductive Health Strategy 

· Safe motherhood and child survival initiatives

· Family planning unsatisfied needs including male involvement

· Management of STI/HIV/AIDS

· Promotion of adolescent and youth health

· Gender and reproductive health rights including male involvement

· Screening and management of cancer and other reproductive health issues

· Prevention and appropriate management of infertility

· Care of the elderly

other supportive strategies critical in the implementation of reproductive health services.

Strategies Supporting the Implementation of Reproductive Health Services 

· Human resource development and management

· Integration of reproductive health services including training

· Identification, mobilisation and allocation of resources

· Operational research in reproductive health and monitoring and evaluation as well as supervision

These components are discussed in greater detail in the subsequent units. An overview of priority RH plan components by district as outlined in the Implementation Plan of 1998 identifies crucial sectors, which you will explore in the following pages.

Safe Motherhood Initiative

WHO, UNICEF, the World Bank and other international agencies organised a conference on International Safe Motherhood. The aim was to address the health needs of women of childbearing age and bring to the world�s attention the problem of high maternal mortality. The conference was also to look at what needed to be done to ensure that pregnancy and childbirth are safe events for women. Many women all over the world are dying from common obstetrical problems that can be managed by simple technology. 

The primary means of preventing maternal deaths include:

· Providing access to emergency obstetric care, including treatment of haemorrhage, infection, hypertension and obstructed labour

· Antenatal care to help identify and manage current and potential risks and problems

· Good obstetric care that is accessible and efficient

· Post-partum care to treat post-partum problems, appropriate advice on breastfeeding, infant care, hygiene, immunizations, family planning and maintaining good health

Read more about safe motherhood in section four of this unit as well as units two and three of this module.

Family Planning

Family planning helps save women and children�s lives and preserves their health by preventing untimely and unwanted pregnancies and reducing women�s exposure to the health risks of childbirth and abortion. These women, who are often sole caregivers, will consequently have more time to care for their children and themselves. 

Characteristics of Good Family Planning Programmes 

· Strong government support

· Well trained providers who are sensitive to cultural conditions, listen to patients needs and are friendly and empathetic

· Affordable services, which provide a wide range in the choice of contraceptive methods, for instance, oral contraceptive, IUCDs, injectables, implants, male and female condoms, emergency contraceptives and voluntary 
surgical contraception

· Counselling, which ensures informed consent in contraceptive choice

· Privacy and confidentiality

· Clean and comfortable facilities

· Prompt service

You will learn more about family planning in unit four of this module.

 

�All couples and individuals have the right to decide freely and responsibly the number and spacing of their children and to have access to information, education and the means to do so.�
Management of STIs

Owing to biological reasons, women are more vulnerable to STIs than men. The burden of disease from STIs (excluding HIV/AIDS) is more than three times higher in women than men. Anatomical differences make reproductive tract infections more easily transmitted to women than in men, and when symptoms do occur in women, they are more advanced and serious. Because of their low social status and economic dependence on men, many women are unable to negotiate the use of condoms as a STI prevention measure. This is significant, especially given that HIV/AIDS is a leading cause of death in this country. The AIDS pandemic is causing untold suffering in individuals, families and societies and has been declared a national disaster. 

Reproductive health programmes can reduce levels of STIs, including HIV/AIDS, by providing information and counselling on critical issues such as sexuality, gender roles, power imbalances between women and men, gender based violence and its link to HIV transmission. Service provision includes distributing female and male condoms, preventing, diagnosing and treating STIs, developing strategies for contact-tracing and referring people infected with HIV for further services. This topic will be discussed at length in unit five of this module.

Adolescent/Youth Sexual and Reproductive Health

Reproductive health of adolescents/youth is an area that has not been addressed effectively in the past. Many times young people feel that their needs are neglected. Young people, especially between the ages of 10 - 24 years, have special RH needs. In order to cater for their requirements you should be able to provide services that: 

· Recognise the importance of health education and give services to meet the needs of adolescents both in and out of school. Integrated sex education and services for young people should include family planning information and counselling on gender relations, sexually transmitted diseases and HIV/AIDS, sexual abuse and reproductive health rights

· Ensure that health care programmes and providers attitudes allow adolescents access to RH services and information

· Support efforts to eradicate female genital mutilation and other harmful practices, including sexual abuse, trafficking of adolescents for forced labour, marriage and commercial sex

· Socialise and motivate boys and young men to show respect and responsibility in sexual behaviour (MoH 1996)

You will find more information about this topic in section two of this unit.

Gender Issues and Reproductive Health Rights

Gender refers to the socially constructed roles of men and women in a society. Reproductive health does not affect women alone. It is a family health and social issue as well. Unequal power relations between men and women often limit women�s control over sexual activity and their ability to protect themselves against unwanted pregnancy and sexually transmitted infections including HIV/AIDS. In this regard, adolescent girls are particularly vulnerable. For reproductive health services to be successful, they must address the dynamics of knowledge, power and decision making in sexual relationships in the community. 

As a health worker, you need to understand that reproductive health is a right. The community needs information and education to enable them to end all forms of gender inequality and discrimination that contribute to the perpetuation of harmful practices. This topic will be covered in more detail in section three of this unit.

Cancer of the Reproductive Organs

Cancers of the cervix and breast are the leading malignant diseases among women in Kenya while cancers of the prostate and testis are the most common in men. Early detection is important for reduction of mortality and morbidity associated with these cancers. In Kenya access to cancer screening remains very limited, especially for the rural and urban poor. Integration of cancer prevention in reproductive health programmes should be key strategy towards making such services more accessible to women and men. Health care workers especially nurses and midwives should be adequately trained on techniques of aided or unaided visual inspection of the cervix as these can lead to early detection of suspicious cases. 

The main goal is to reduce morbidity and mortality associated with the common cancers of the reproductive organs in men and women. The objectives to achieve this goal include:

· Reduce morbidity and mortality from cancers of reproductive health organs through early detection and early treatment

· Establish facilities for screening and treatment of cervical 
pre-cancer lesions

· Ensure 15% of women aged 30 to 49 (high risk) are 
screened annually

· Referral facilities for basic management of cancer patients are maintained and strengthened

Prevention and Management of Infertility (1 of 2)

Infertility is a serious public health concern in Kenya. Although it afflicts many couples and individuals the problem has been inadequately addressed both at policy and at service levels.
Infertility is defined by the World Health Organisation (WHO) 
as follows: 
a) Primary infertility: the woman has never conceived despite 
    unprotected intercourse for at least 12 months.

b) Secondary infertility: the woman has previously conceived but is 
    subsequently unable to conceive within 12 months despite 
    unprotected intercourse.

c) Pregnancy wastage: the woman is able to conceive but unable 
    to produce a live birth.

Infertility has gender implications and regardless of the cause the woman bears the major brunt of blame and social discrimination.

The main goal in prevention and management of infertility is to reduce the incidence of infertility and facilitate proper investigation and management of infertile individuals and couples. The main objectives have been set as follows: 

· Advocate for recognition of infertility as a public health issue and its management an integral component of reproductive health services

· Reduce prevalence of secondary infertility

· Reduce the prevalence of curable STIs

· Effectively manage at least 80% of curable cases of STI presenting in health facilities (WHO/AFRO)

· Increase access to effective postpartum and post-abortion care services

· Increase access to improved investigation and management of infertility

· Increase access to training in improving management of infertility

Care of the Elderly

The elderly population is on the increase and they have various health problems that affect them. Problems of menopause and andropause affect both the physical and psychological well being of the elderly in the community. This in turn has an effect on their social economic productivity, those affected are at their peak in life i.e. as early as 50 years of age. Integration of care of the elderly, especially issues related to menopause and andropause in reproductive health programmes would go a long way in addressing this area of health care.

The Ministry of Health's Approach to Reproductive Health

In order to address the aforementioned components, the Ministry of Health (MoH) felt that the reproductive health approach should focus on the following: 

· Reorientation of the entire health care provision system through enhanced training

· Identification of the types of services to be integrated and the levels of service delivery involved

· Identification and documentation of the collaborating institutions, other stakeholders, providers of reproductive services and availability of resources at various levels

It is important to pay attention to cross cutting issues (holistic approach), which are critical in not only reducing the burden of disease imposed by reproductive health related conditions but also in increasing the coverage and quality of service improvement and provision.

The design of this training material has, therefore, been redirected to focus on assisting you to develop actual and potential capabilities in the provision of comprehensive and integrated reproductive health care at all levels of the service delivery system, in any setting you find yourself, including government, NGOs and the private sector. 

The Structure of Reproductive Health Care Services
The Government of Kenya through the Ministry of Health aims at improving health services by making them affordable and accessible to the community. This is made possible in several ways including, through the decentralisation of services and the use of mobile clinics where available.

Community Level 

This is the first level of service provision and it involves people from the grass roots. The Community Health Nurse works closely with service providers in the community in the following areas:

· Mobilising the community and participating in the provision of reproductive health services (preventive and proactive including safe motherhood, family planning, STIs/HIV/AIDS) and reporting at health centres.

· Identifying community owned resource persons (CORPs) such as teachers, clergymen, Community Based Distributors (CBDs) and government field workers to provide IEC. All these people can reach their own communities easily and disseminate reproductive health issues identified by the people.

· Supervising the provision of antenatal care, delivery of services and family planning by CBDs, the treatment of minor ailments by community health workers (CHWs) and the counselling of adolescents.

Local Dispensaries (Primary Level) 

This is the second level where the Community Health Nurse manages the services. It includes the following:

· Provision and supervision of IEC materials on various reproductive health issues given by a trained health professional at the facility.

· Provision of reproductive health services such as counselling, clinical services including antenatal care, postnatal care, family planning, syndromic diagnosis and treatment of STI�s, identification of symptoms and signs of infertility, cervical and breast cancer and referral of cases.

Health Centre (Primary Level) 

Here the Clinical Officer is in charge but works hand in hand with the Community Health Nurse. The activities include all of those described at the above two levels as well as:

· Management of mothers during pregnancy, labour and delivery, postnatal care STIs/HIV/AIDS and related opportunistic infections.

· The use of simple laboratory facilities for screening, diagnosis and management of STIs, opportunistic infections, malaria, anaemia and intestinal worms.

· The identification of infertility cases and referral to secondary level for appropriate management.

District Level (Secondary Level) 

The District Medical Officer of Health is in charge of both private and public health services. The District Public Health Nurse (DPHN) supervises service delivery at health centre and dispensary and assists them in all duties. All the services given at the primary level plus specialised laboratory services

· Full package of reproductive health services, involving IEC, counselling, and clinical services offering the widest range of choices of FP methods in the country.

· Specialised clinics for diagnosis and management of complications in pregnancy, labour and delivery, postnatal care which covers the neonate, incomplete abortion, gynaecological care for infertility, cancers of reproductive organs, STIs/HIV/AIDS and related opportunistic infections.

· Research testing and introduction of new technologies to improve current treatment, as well as cost effective preventive and proactive measures.

· Referral services to the national hospital and from the primary and community levels.

National (Tertiary level) 

This level includes referral hospitals, which have a full range of specialists including specialists in laboratory medicine and radiology. All �general�, �provincial� and �teaching� hospitals are classified as tertiary. Tertiary hospitals are equipped to deal with all clinical problems referred to them.

Section 2:
Adolescent and Youth Health

Introduction

Although adolescents and the youth form the majority of our population, their issues have, for a long time, been ignored. Yet young people have special needs and requirements. At the fourth World Conference on Women in Beijing in 1995, it was concluded that adolescents are a particularly vulnerable group due to the fact that they are known to have: 

· Inadequate level of knowledge about human sexuality

· Inadequate or poor information on quality reproductive 
health services

· High risk sexual behaviours

· Discriminatory social practices

In response to these insights, the GoK decided to address adolescent and youth issues by developing new strategic approaches to communication programmes to enhance positive behaviour development and adoption by young people.

In this section the biological, social and psychological characteristics of adolescents and youth are first presented. This is followed by a description of their needs and suggested methods of meeting these needs including provision of youth friendly services. This section will assist you to acquire knowledge, skills and attitudes needed to enable you to provide quality adolescent and youth friendly services.

Objectives

By the end of this section you will be able to: 

· Define the terms, adolescence and youth 

· Describe the sexual characteristics of adolescents 

· Describe the reproductive health needs of young people 

· Describe the various ways of imparting life skills to 
young people 

· Create a plan of activities to improve the reproductive health of young people

Defining Adolescence (1 of 3)
Adolescence is defined as the transition period between childhood and adulthood. It is a period of rapid growth and maturation as the person reaches puberty. The most colourful years of life are the teenage years. This is a period when the youth want to be appreciated for who they are and seek affection and attention. 

The onset of adolescence varies from one individual to the other, and between the two sexes. In girls, it may begin as early as 9 years while in boys it may begin at 12 years. The two sexes share an approximate range marking adolescence from 13 -1 8 years. The youth age extends up to 21 years. However, according to the laws of Kenya, a person is considered to be an adult and answerable for their own actions from the age of 18.

Physical Characteristics of Adolescence 

Adolescence is marked by the development of secondary characteristics under the influence of the gonadotrophic hormone from the anterior pituitary gland. 

Girls

In girls, under the influence of oestrogen some secondary characteristics develop between the ages of 12 - 14 years, 
although they have also been reported in younger ages of 
8 to 9 years. These include: 

· Breasts increase in size and are spherical in 
shape due to enlarged glandular tissue

· Typical female shape and contour of the body 
develop, that is broad hips and narrow chest 
and shoulders

· Hair develops in the armpits and pubic region

· Internal organs of reproduction, that is, vagina, uterus, ovaries mature and menstruation (menarche) begins

· Face may become smooth or facial pimples (acne) 
may develop

Boys

In boys, under the influence of androgens, secondary 
characteristics appear from age 12 - 14 years. 
These include: 

· Enlarged testis and penis

· Development of armpit, pubic and facial hairs

· First ejaculation (spermache) and nocturnal 
emissions (wet dreams) occur

· Gain in muscular strength and weight

· Voice changes with the voice becoming deeper

· Skin problems such as acne develop and the face 
looks rough

· Body shape takes on typical adult characteristics, for example, broad shoulders

· Rapid growth in height depending on genetics

Sociological, Psychological and Emotional Characteristics 
of Adolescents 

While the aforementioned physiological changes are taking place and can be observed, great emotional and psychological changes are taking place that may not be as noticeable.

Emotional and Psychological Changes Resulting From Adolescence 

· Changing relationships with parents, which may involve the adolescent pulling away and becoming more independent

· Changing relationships with friends. Adolescents often imitate the values and behaviours of friends rather than those of parents and other adults. Peers are an important influence but they care more about what their friends think of them

· The relationship with the opposite sex increases as they learn how to cope with romantic and sexual feelings

· Personal feelings are also affected and there is a need to accept themselves as an independent individual

· Values and behaviours are affected. Adolescents may attempt to behave more as adults, resolving problems in a responsible manner and making decisions bearing in mind the possible consequences

· Increased interest in everyday recreational activities

· Increase in mood swings as they seek attention and want to belong and be appreciated

With this understanding, there is a need to provide adolescents and young people with guidance and counselling, especially on reproductive health issues. 

Key Areas in Adolescent Sexual and Reproductive Health (1 of 3)

Young people have special needs in all circumstances and each age group within this population (9 - 24 years) has different problems and requirements. As a health worker, you need to address the reproductive health needs of adolescents/youths diligently in order to assist them to make informed choices. 

The Government of Kenya is particularly interested in the health of its young people for a number of reasons. They constitute a significant proportion of the population and the fertility attributed to them (20% of pregnant women are adolescents, aged 15 - 19 years) has a substantial impact on population growth. 

statistics drawn from a number of surveys, which give a clear picture of the need for youth reproductive health services
Statistics Supporting a Need for Youth Reproductive Health Services 

· 20% of Kenyan adolescents become sexually active as early as 9 - 14 years

· By 20 years of age 80% have experienced sexual intercourse

· HIV prevalence among adolescents of 15 - 19 years stands at 22.3% for females and 4.2% for males

· 10,000 schoolgirls drop out of school every year due to pregnancy, which you will agree is quite alarming, as the rate of illiteracy and poverty keeps rising

The most common reproductive health problems among this age group have been identified as:
· Early child bearing (70% prevalence rates), which is usually due to girl child discrimination in educational opportunities. Girls, therefore, opt to marry early instead of staying at home

· STIs/HIV/AIDS (45% prevalence rates), as a result of idleness among the youth due to lack of recreational facilities compounded by curiosity and peer pressure. This leads them into unsafe sexual practices and, in some cases, prostitution to earn a living

· Unsafe abortion due to unplanned and unwanted pregnancy

It has also been observed that most adolescents have inadequate information about their sexuality, which also compounds the risks of early childbearing, unsafe abortion, STIs /HIV/AIDS and subsequent risks of infertility and cancer.

most common reproductive health needs among this age group.

Reproductive Health Needs Amongst Adolescents 
· Information on sexuality and reproductive health

· Access to family planning services and provision of effective methods

· Prenatal and post abortion care, irrespective of the age or marital status

· Safe delivery, preferably in a hospital with facilities for all eventualities

· Treatment of unsafe abortions, which should be discouraged, but in the event of any occurrence, post abortion care should be given to save lives

· Diagnosis and treatment of sexually transmitted diseases

· Protection from sexual abuse. Cases of sexual offenders should be reported to the authorities so that appropriate action can be taken

· Culturally appropriate guidance and counselling and or mental health services

· Education in negotiating skills to help them make informed choices and accept the consequences of their actions

In order to help the adolescent/youth enjoy good reproductive health, there is also a need to do 
the following: 

· Develop a comprehensive reproductive health package to address youth/adolescent issues through the provision of counselling and user friendly clinics

· Promote responsible and healthy RH and sexual behaviour of the youth through counselling and guidance

· Sensitise leaders, programme managers, service providers, teachers, the community, adolescents and youths themselves, on the reproductive health needs and rights of adolescents and youths

 

The primary principle in working effectively with young people is to promote their participation. As a group, young people often have a �culture� of their own, with particular norms and values. They may not respond to services designed for adults. They are at a stage in life where they need to develop a sense of control over their bodies and their health. At the same time, since they are young and relatively inexperienced, they need guidance that is both sensitive and reassuring. The best way to encourage young people to participate is to develop a partnership between them and health care providers with proper regard for parental guidance and responsibilities. 

Once the youths know their rights and have appropriate information, they will be able to make informed choices. Consequently, their reproductive health will improve tremendously. It is important to remember that young people are flexible, resourceful and energetic. They can help each other through peer counselling and peer education. You should, therefore, try to tap these strengths in order to be able to provide them with the necessary support.

Principles for Working Effectively With Young People 
· You must understand the cultural sensitivities surrounding the provision of information and services to young people. Create awareness to communities on the need to be realistic and to give appropriate counselling.

· You should identify and encourage peer leadership and communication. As you recall, at this age peers are very important and they are perceived as trustworthy sources of information. Therefore, make use of them.

· It is essential to have links between health and community services in order to make sure that young people get the appropriate treatment for problems which might be revealed through one service but require additional assistance from another service (for example, sexual violence or unsafe abortion).

· Young people need privacy. The problems that bring them to you make them feel ashamed, embarrassed or confused. It is, therefore, important for you to create the most private space and environment possible to talk to young people.

· Confidentiality must be guaranteed. You need to maintain confidentiality in all your dealings with young people and be honest with them about their health problems.

· In most cultures, the gender of the service provider is important. A young person should be referred to a provider of the same sex.

In the next topic, you will cover some of the life planning skills that you will need to impart to the young people to help them towards a stress free adolescence.

Life Planning Skills (1 of 9)

Life planning skills refer to the information that you impart to young people to help them cope with the life challenges they meet as they grow up. Life planning skills are very handy when counselling adolescents who are facing a dilemma and trying to make an informed choice or decision. 

At this stage of their lives they need good information about sexuality and reproduction. They also need to learn how to protect their reproductive health. Did you know that studies have shown that sex education leads to safe behaviour and does not encourage earlier or increased sexual activity? That is why young people should be informed about STIs, HIV and early pregnancy, and appropriate advice on services should be made available to them.

Young people also need to develop certain skills to be able to make informed, responsible decisions about their sexual behaviour. They need to learn how to resist pressure, be assertive, negotiate, and resolve conflict. As you saw earlier, peer counselling and peer education can be very effective in strengthening these skills and attitudes. 

Life planning skills are divided into two components. These are:
· Values and values verification, which depends on the personality of the individual

· Decision making abilities, which depend on communication skills, for example: assertiveness and negotiation skills

Values and Values Verification 

By introducing the concept of values, you help young people to identify values learned from families and communities. This helps them to explain and stand up for the values and behaviours that dictate their actions.

Values have different meanings to different people, as they are beliefs, ideas or principles that determine who you are and how you behave. For example, a person who values their family cares about their spouse, children and home life. A person who values education will study hard and pass examinations. Thus values dictate the behaviour of individuals. The individual learns to make decisions consistent with personal values. Values are held dear and encourage self esteem in the individual. Note that you will cover this topic in greater detail in the section on gender issues and reproductive health rights.

Unfortunately some communities value practices such as wife inheritance, wife beating, female circumcision, and early girl child marriage. All of these may pose significant danger to the community in relation to reproductive health. As a healthcare provider, it is important that you discourage harmful values and advocate values that enhance good and sound health in the community.
some of the more common harmful practices that you need to discourage within the communities you work with.

Wife Inheritance 

This practice risks the spread of STIs/HIV/AIDS and all their consequences. It is also one of the main causes of disharmony in the family unit.

Wife Beating 

A number of women have been maimed. Often they indicate that they feel stigmatised and are thus unable to seek medical assistance/attention. Some have even suffered miscarriages and premature deliveries due to violence and sexual abuse.

Female Genital Mutilation 

This brings about the risk of infection and bleeding following the operation. In the long term, it also leads to prolonged second stage of labour due to scarring of genitalia. Female genital mutilation can also result in complications of lacerations and injury to pelvic floor and high perinatal morbidity and mortality.

Early Girl Child Marriage 

In many communities, girls are married long before they are mature enough to be parents. Early pregnancy presents with complications of prolonged or obstructed labour, which may result in the rupture of the uterus, as the pelvis and reproductive organs are immature. Early marriage also means high school dropout rates. This, in turn increases illiteracy and its consequences such as inability of girls, or women, to negotiate their rights due to lack of information about their health needs.

Having covered some of the negative practices associated with reproductive health and youth, here are some of the good values you should attempt to reinforce within the communities you work with.

Education of the Girl Child
 
A good education will enable girls to be knowledgeable and to understand reproductive and child health issues. This will inevitably contribute to a better quality of life in the community. With good education, girls and women can be empowered economically and be productive to the nation.

Abstinence 

Both girls and boys should be encouraged to remain virgins and abstain from premarital sex until they get married. This will help in reducing the spread of HIV/AIDS, which is a national disaster as the majority of the youths are infected/affected. It will also reduce the risk of unwanted pregnancy and the accompanying health consequences.

You have now covered some of the practices valued by communities in some detail. However it will be useful for you to gain an understanding of where values come from and how there are some factors that may influence our behaviour and make us act in a manner that is inconsistent with our values. By understanding these factors you can help young people to examine their values and encourage them to avoid being influenced to abandon their good values.
Origin of Values 

· Parents and family members, who help to instil values in the child, which will eventually become a part of an individual

· Community, which reinforces values and can discipline in case of deviations

· Religious leaders, who reinforce individual beliefs about good and evil

· Teachers in school, where education helps the adolescent to start reasoning and checking their values more clearly. The adolescent will identify mentors and try to copy them

· Friends, who greatly influence the initial values. Some succumb to negative peer pressure but this depends on the personality of the individual

Factors that can cause people to deviate from their values. 

· People often want to experiment or try somebody else�s values in order to validate them and decide whether to adopt 
them or not

· Peer pressure may force the individual to do things not in keeping with their values hence they become deviant

· Opportunity for personal gain

· Opportunity to make someone else angry as well as rebel to get attention

Decision Making 

Decision making is the art of making a choice out of several options. Making a decision exposes the individual to a lot of challenges as they weigh the consequences based on the choices available. Making a decision equips the young person with life planning skills. Presented below are some of the skills that an individual needs in order to make sound decisions:

· Communication, which is the art of passing information. When the youth are equipped with accurate information about themselves, they will be able to account for decisions they make. They must have good communication skills (revisit the Communication Skills topic in module one unit five).

· Assertiveness, which means being confident and able to make a stand on their words, actions or beliefs. This includes the ability to say NO to drugs or sexual advances, because illicit drugs or pre-marital sex are against their moral and/or religious beliefs.

  **Assertiveness 

The skill of assertiveness is based on five rights. These are the rights to:

· Expression using the verbal, non-verbal and body expressions

· Set one�s priorities by putting first things first. Accept that one�s needs are just as important as the other person�s and put your own needs across without fear of intimidation

· Refuse requests without feeling guilty as one defends one�s values. Young people should be taught that they have the right to say no

· Judge one�s behaviour and take responsibility for the consequences

· Negotiation skills

Young people need accurate information regarding reproductive health, especially related to HIV/AIDS and substance abuse. Once they know the facts and the outcomes of their behaviour, they will be able to communicate effectively, make informed choices and defend them against their peers. They must know the options available based on the consequences. Negotiation and assertiveness skills play an important role in communication as the youth make decisions, which affect their reproductive health.

The last and most important step of decision making is seeking help. Our youths need to feel free and look for information and assistance when not sure of the decision to be made. They should know where to go for assistance when they need help. This could be to their parents, teachers, religious leaders or health professionals.

These life planning skills are important to the youths. So learn them well to enable you to impart them to the young people.

Young people can make poor life decisions for a variety of reasons and these decisions have their own inherent dangers.

Drug Abuse 

Drugs are mostly taken to elevate the mood and often the individual feels �high�. In the long run drugs impair the person�s ability to make sound decisions and established values may be ignored.

Unprotected Sex 

Unprotected sex is often a result of the individual succumbing to peer pressure. Occasionally, decisions are made under the influence of drugs or alcohol. This adds to the risk of spreading STIs/HIV/AIDS, unwanted pregnancy, school dropout and poverty.

Crime 

Lawlessness and crime, such as stealing or robbery with violence, is commonly found among people with low negotiation and assertive skills. In order to enhance the health and well being of adolescents and youths, remedial activities need to be undertaken.

Activities to Improve Adolescent/Youth Health

There are various interventions your community and the Government can undertake to improve the health of young people, thus helping them to develop confidence and become productive citizens. 

Community and Government Interventions to Improve the Health of Young People 

· Advocating the recognition of socioeconomic and reproductive health needs and rights of adolescents and the youth

· Establishing an understanding with youth advisory councils at all levels to coordinate and advise on youth and adolescent health

· Developing specific messages for different target groups (parents, religious and other leaders, youths and adolescents)

· Implementing youth friendly and accessible RH services to enable the youth to seek services and receive counselling without barriers. Health providers should create a conducive environment when counselling and avoid biases that discourage youths from coming to the facility

· Educating youths on their rights in order to help them attain the highest degree of health and self esteem. They should be sensitised to advocate against marriage at an early age, female circumcision, child abuse and so on. They should also advocate for the respect of good cultural values, access to RH services and the need for informed choice and privacy

· Conducting basic/applied research on youth and adolescent issues on regular basis and implementing the findings

As a health care provider you should advocate active involvement of adolescents/youth in projects aimed at promoting responsible sexuality, preventing unwanted pregnancy, unsafe abortion and spread of STIs/HIV/AIDS. The advocacy should focus on several issues. Most importantly, there should be attempts to integrate gender issues into youth programmes so that they reinforce appropriate values. Additionally, you should incorporate Information, Education and Communication (IEC) in the reproductive health programs.
Section 3:
Gender Issues and Reproductive Health Rights

Introduction

Welcome to section three of unit one of the Reproductive Health module. In the previous section you discussed adolescence and youth reproductive health. You should now be well equipped to give youth friendly services in your health facility. 

In this section you will cover gender first. This will be followed by a description of the influence of gender inequalities and discrimination in reproductive health. You will then address the measures that should be taken to minimise negative effects in order to improve reproductive health for women. These measures include male involvement. 

It has been established that human sexuality, reproduction and gender issues are closely inter-related and together affect the ability of men and women to achieve and maintain sexual health and manage their reproductive life. You will also cover how gender issues affect access to and enjoyment of good reproductive health in our communities and what you can do to improve reproductive health rights. 

Objectives

By the end of this section you will be able to: 

· Identify terms used in gender issues

· Explain reproductive health rights

· Identify the forms of gender inequalities and discrimination in our communities

· Explain the effects of gender issues on reproductive health

· Describe the measures taken to improve reproductive health rights 

Definition of Terms (1 of 4)

You start this section by exploring the terms �gender� and �reproductive health rights�. 

Gender
What is meant by �gender�, does it simply mean male or female or does it describe more than just biological characteristics?
 As a term, it has been misinterpreted to mean male or female only. Biologically, people are born either male or female but learn to be a man or a woman. However, when you talk about gender, this refers to the economic, social or cultural attributes associated with being a female or a male.
An example of a �gender stereotype� is when, culturally or socially, women are assumed to be weak and timid and, therefore, unable to perform certain tasks or contribute to the same extent as men. In most communities, it is believed that men can be better leaders to the extent that some jobs are reserved specifically for men and are male dominated, for example, politics, administration or medicine. However, in spite of their professed dominance, it is not uncommon to see men fail miserably in some of these positions.

Thus gender stereotypes can result in certain role expectations. In most societies, being a man or a woman is not simply a matter of different biological and physical characteristics. Men and women face different expectations about how they should dress, behave or work. Relations between men and women, whether in the family, the workplace or the public sphere, are divided according to the understandings of the talents, characteristics and behaviour appropriate to men and women in that society. The most obvious illustration of this is the split between the public world of employment, work and politics, which is seen as �naturally� male and the private arena of the family and the household which is seen as �naturally� female. 

Women in most societies are expected to take the major responsibility for domestic tasks and for the care of children, the elderly and the sick. Men, on the other hand, are allocated the primary responsibility for supporting the family. 
Reproductive Health Rights 

The reproductive health rights are drawn from international human rights declarations and treaties such as the Universal Declaration of Human Rights, the 1994 Cairo Programme of Action of the International Conference on Population and Development (ICPD), the Beijing Platform of Action of the 1995 World Conference on Women, and more recently by the Safe Motherhood Action Agenda (1997) for the next decade. 

 

The 1994, Cairo Program of Action of ICPD conference defined reproductive health rights as: 
' �the recognition of the basic right of all couples and individuals to decide freely and responsibly the number, spacing and timing of their children and to have the information and means to do so, and the right to attain the highest standard of sexual and reproductive health. It also includes their right to make decisions concerning reproduction free of discrimination, coercion and violence as expressed in human rights documents.'
The 1997 Colombo (Sri Lanka) Safe Motherhood Technical Consultation Committee designed strategic reproductive health interventions, which rest on a foundation of greater equity for women. Member countries are encouraged to design other non-health activities, which could improve the socio-economic status of women. Such activities include: provision of formal education for girls, giving women equal employment and business opportunities as well as empowerment of women to make decisions in their households.

Reproductive health rights and gender issues are closely interrelated and together affect the ability of men and women to achieve and maintain sexual health and manage their reproductive life. Poor reproductive health is directly related to gender based inequality in the distribution of social power and resources. 

In our male dominated Kenyan society, women are denied equal access to political affairs, education, economic participation and legal powers, in spite of the fact that the legal system in Kenya in theory does not discriminate against women. 

Gender Inequalities and Discrimination (1 of 9)

Gender inequality and discrimination refers to unequal access to power, resources and opportunities in society. Gender inequality and discrimination harms the health of young girls and women, directly and indirectly, throughout their life cycle. The neglect of their health needs through, for example, overworking and poor eating habits, makes them vulnerable to chronic ill health, which prevents many women from fully taking part in society. Unequal power relations between men and women often limit women's control over sexual activity and their ability to protect themselves against unwanted pregnancy and sexually transmitted diseases, including HIV/AIDS. 

The subordinate status of women goes far back. The place of women in society has never been equal to that of men. In the Christian Bible, it is said that the Jewish community in which Jesus was born and later ministered had very little regard for women compared to their male counterparts. A woman could be divorced at her husband�s request without objections. 

In African society, sociocultural factors tied with traditional beliefs and practices play a great role in determining the place of women in almost all spheres of their lives. This influence begins with the socialisation of young children both within and outside the home. At childhood, both boys and girls are introduced to societal beliefs, practices and values as they apply to each gender. Boys are supposed to become heads and protectors of the family. The girls become wives and mothers, dependent on their husbands. These gender inequalities between sexes lead to women�s subordinate positions within the family. 

Before you continue, reflect briefly on the type of gender inequalities you have observed in 
your community.

Examples of Gender Inequalities 

You may have observed the following inequalities:

· Inequalities in education

· Inequalities in the labour force

· Access to medical care

· Law of succession

· Cultural practices (such as female genital mutilation, polygamy and wife inheritance) 

You will now look at different manifestations of gender inequality in detail.

Preference for the Male Child 

Since time immemorial, the boy child has always been preferred over the girl child in the African culture. It is perceived that the boy has more economic value than the girl. The boy is viewed as an asset that can contribute wages through his labour and provide for the care of parents in old age. Customarily, inheritance and lineage is passed through sons. In many communities, girls and women cannot inherit anything even from the husband and in some societies only boys participate in religious ceremonies.

Girls, on the other hand, are seen as a liability. Parents see no need in investing in them, as they will leave the homestead to get married and provide hard labour benefits to the husbands� side. This poses a great risk to the girl child and her reproductive health right from conception. For example, today with modern technology where sex can be predetermined, it has been noted that out of 8,000 pregnancies terminated annually, only one foetus is a male. In countries where abortion is illegal, infanticide is on the increase, and where girls are born they are often severely neglected.

Education 

Parents prefer to educate sons. Why? Women are considered to be a liability. Remember the saying about watering a plant in the neighbour�s garden? Some people view educating girls as a waste of money as they will get married and leave the homestead. Others believe that women cannot excel, and in any case, men are the breadwinners in the family.

Global statistics on literacy show that women still outnumber men by two to one among the world's illiterate people and girls constitute the majority of the 130 million children without access to primary school education. Girls who are denied education end up illiterate and with low self esteem. They get into early marriages to avoid frustration. Once they are married, they have little or no economic power. Further, reduced education and economic power have immediate negative effects on children's nutritional status, health and development, on the mother's health and on the size of the family.

Food 

Traditional practices, which dictate the kinds of foods that can or cannot be eaten by girls, may lead to malnutrition and stunted growth with several consequences, including the possibility of girls developing a small pelvis. This has serious repercussions for a woman�s reproductive health and may lead to anaemia, and obstetric complications during childbirth. 

Access to Medical Care
 
The female child, when sick is often denied prompt medical attention. In some countries girls are breastfed for a shorter period hence denying them the necessary nutrients from breast milk. Sometimes the mother is forced to stop lactation early to get pregnant, because the family is trying for a son. This leads to chronic ill health with serious complications, which result in increased morbidity and mortality. All these factors make it difficult for the girl child to stand out and excel.

Denial of Other Basic Rights 

In addition to denying the aforementioned rights of education, food and healthcare, females in some societies have no right to:

· Own land or to inherit property

· Obtain access to credit

· Earn income and promotion in their work

· Have access to services that meet their sexual and reproductive health needs

Girls are often subjected to various other discriminatory practices, which, directly or indirectly, deny them their rights. These can include Early Marriages, Female Genital Mutilation, Polygamy and Wife Inheritance.

Early Marriages 

Girls in some communities are forced to marry early so that the father can acquire bride wealth. Research has shown that early marriage exposes the girl child to early sexual activity, which in turn predisposes her to cancer of the cervix, obstetric complications and ill health.

Female Genital Mutilation (FGM) 

This is also known as female circumcision. It is practiced in several countries in Africa and the Middle East. It is estimated that about 130 million girls are currently living with the effects of FGM. A further two million girls are at a risk of the practice. Societies that practice FGM believe that it is an initiation into adulthood and prevents the woman from becoming promiscuous.

There are four types of operations involved in FGM
The Four Types of Female Genital Mutilation 

· Circumcision, which involves cutting of the prepuce or hood of the clitoris

· Excision, which involves the cutting of the clitoris and all or part of the labia minora

· Infibulation, which involves the cutting of the clitoris, labia minora, and part of labia majora. The two sides of vulva are then pinned together with silk, catgut sutures, or with thorns, thus obliterating the vaginal introitus except for a small opening, preserved by inserting a piece of wood or reed for passage of urine or menstrual blood. The girl�s legs are bound together from hip to ankle and she is kept immobile for 40 days to permit the formation of scar tissue

· Intermediate, which involves the removal of the clitoris and some or all parts of the labia minora

Infibulation (Before and After)
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All of these operations present serious consequences to the reproductive health for girls and women.
The Potential Health Consequences of FGM 

· Medical complications such as haemorrhage, pain, pelvic infection, and painful intercourse

· Complications of childbirth such as obstructed labour due to scarring of tissues. In some communities the husband must give consent before an episiotomy can be performed

· The procedure also denies the woman enjoyment of sexual life as the clitoris plays a role in reaching orgasm

· FGM also predisposes girls to early marriage since after the initiation they are considered mature and can get married. Early marriage, as you said earlier, has negative consequences on their RH as it exposes them to early pregnancy. If contraception is not used, the girl may have many deliveries, which predisposes her to various risks, including cancer of the cervix (Miranda)

Wife Inheritance 

This is a cultural practice whereby a woman whose husband has died is inherited by a brother or relative of the late husband. The aim of this practice is to maintain the family lineage. In the past this custom was beneficial to some extent, as it provided stability and security to the woman and her children. However, today, it has been abused. Most men look for widows from rich homes so that they can exploit their wealth. Also, this practice has led to the death of whole families because it facilitates the spread of HIV/AIDS.

Polygamy
Polygamy is also a very common practice in some parts of Africa whereby men are allowed to marry more than one wife. Polygamy creates conflicts in the family and enhances the spread of STD�s/HIV/AIDS.

Gender Violence (1 of 5)

Did you know that around the world, at least one in every three women has been beaten, coerced into sex, or abused in some other way, most often by someone she knows like a husband or male relative? This is what is called gender violence. 

Gender based violence is recognised today as a major issue on the international human rights agenda. As you well know, in some communities, the right of a husband to beat or physically intimidate his wife is a deeply held conviction. Indeed, there are women who often view a degree of physical abuse is justified under certain conditions. Justification for violence comes from gender norms, which give a distorted view about the roles and responsibilities of men and women in relationships. For instance, men who engage in domestic violence are motivated by the desire to demonstrate their masculinity or enforce their male power and control over the women. That is why experts have adopted the term gender based violence to describe this type of violence. 

Although violence against men does also occur, it is extremely rare. However, violence against women and girls is very common and on the rise. According to the World Bank, violence against girls and women throughout the world causes more death and disability among women in the 15 - 44 age group than cancer, malaria, traffic accidents, and even war. 

 The dictionary definition of violence is: �using or tending to use aggressive force�. Another important word for you to know is �abuse�. 

Abuse may be defined as: �a systematic pattern of behaviour in a relationship that is used to gain and/or maintain control and power over another�. 

Abuse ranges from emotional abuse such as hurting another person�s feelings; psychological violence such as threats to do bodily harm, physical abuse such as hitting to cause pain or injury, and sexual abuse which includes rape, defilement and incest. For the purposes of this section the terms �violence� and �abuse� will be used interchangeably. 

Violence Against Women 

Violence against women includes a wide range of abuse and harassment and may take place throughout a woman�s lifetime as shown in the table below. 

	Gender Violence Throughout a Woman�s Life (Source: Heise, 1994)

	Phase
	Type of Violence

	Prenatal
	Sex-selective abortions, battering during pregnancy, coerced pregnancy (rape during war)

	Infancy
	Female infanticide, emotional and physical abuse, differential access to food and medical care

	Childhood
	Genital cutting; incest and sexual abuse; differential access to food, medical care, and education; child prostitution

	Adolescence
	Dating and courtship violence, economically coerced sex, sexual abuse in the workplace, rape, sexual harassment, forced prostitution

	Reproductive
	Abuse of women by intimate partners, marital rape, dowry abuse and murders, partner homicide, psychological abuse, sexual abuse in the workplace, sexual harassment, rape, abuse of women with disabilities

	Old Age
	Abuse of widows, elder abuse (which affects mostly women)


Violence against women has been called �the most pervasive yet least recognised human rights abuse in the world.� That is why the Vienna Human Rights Conference and the Fourth World Conference on Women gave priority to this issue. Violence exposes women�s lives, bodies, psychological integrity and freedom to danger. Violence has serious effects, either directly or indirectly on a woman�s 
reproductive health. 

Negative effects of violence to a woman�s reproductive health include:

· Unwanted pregnancies and restricted access to family planning information and contraceptives

· Unsafe abortion or injuries sustained during an illegal abortion after an unwanted pregnancy

· Complications from frequent, high risk pregnancies and lack of follow up care

· Sexually transmitted diseases, including HIV/AIDS

· Persistent gynaecological problems

· Psychological problems, including fear of sex and loss of sexual pleasure

Gender based violence also helps to perpetuate male power 
and control. 

Learnt Behaviour 

Did you know that 70% of batterers come from violent home backgrounds? Violence is a learnt behaviour. Witnessing violence as a child is a common risk factor for becoming a batterer in adulthood. A recent survey has shown that over one-third of Kenyan families are currently living in abusive relationships. Can you imagine the negative consequences on their children?

Aggression 

Violence is an expression of aggression, which is defined as any behaviour directed towards harming another living being which is a product of nature and nurture. The behaviour may be physical or psychological and intentional. There are two types of aggression:

Hostile Aggression occurs when a person is angry or annoyed with someone else. Most murders are said to be impulsive and emotional. A robber may attack a victim to achieve their goal.

Instrumental Aggression is performed when the perpetrator does not have to be angry and uses aggression only to achieve their goal.

A person�s genetic makeup is thought to influence aggressiveness, according to the theory, when certain areas of the brain (the hypothalamus) are stimulated it activates or inhibits aggression. There are also situations that trigger aggression; viewers of violent television and pornographic films are likely to be provoked to behave aggressively. The link has not been established fully but young viewers are known to imitate the older ones. 

You will learn more about aggressive behaviour in module five in the unit on mental health. You will now look at the different forms of violence and abuse.

Forms of Violence/Abuse (1 of 12)

Physical Abuse 

Physical abuse involves aggressive behaviour towards another person, such as, pushing, pinching, spitting, kicking, biting, pulling hair, slapping, hitting, punching etc. 

These are only a few examples. Other possible physical abuse involves the use of weapons like guns and belts to cause injury to another person.

Emotional Abuse 

This type of abuse involves hurting another person�s feelings, for example, through repeated harassment, interrogation or degradation.

Psychological Abuse 

Psychological abuse can include verbal threats, in the form of violent language, isolation, deprivation, and property destruction such as clothes or furniture. Most victims feel intimidated and can go into a state of depression or become aggressive in self-defence.

Abuse and violence may take various forms. Some cases of violence end up in murder, suicide or incapacitation. Battering and assault are on the increase. It is estimated that 30% of rape victims are also battered women. You will now look at each form of abuse separately. 

Physical, Emotional and Psychological abuse

Physical Abuse 

Physical abuse involves aggressive behaviour towards another person, such as, pushing, pinching, spitting, kicking, biting, pulling hair, slapping, hitting, punching etc. 

These are only a few examples. Other possible physical abuse involves the use of weapons like guns and belts to cause injury to another person.

Emotional Abuse 

This type of abuse involves hurting another person�s feelings, for example, through repeated harassment, interrogation or degradation.
Psychological Abuse 

Psychological abuse can include verbal threats, in the form of violent language, isolation, deprivation, and property destruction such as clothes or furniture. Most victims feel intimidated and can go into a state of depression or become aggressive in self-defence.
Economic Abuse Against Women 

Now that you have gone through the first three forms of abuse, STOP and THINK. 

In your community, who holds the economic power or has the say in terms of money 
and property?
How is workload shared between males and females? Is it not usually the case that, the man has the economic power and women and children do the bulk of the job and for longer hours? Patriarchal structures relegate women to an inferior status in political, social, intellectual and economic spheres. In the economic realm, women experience abuse worldwide.

The value of women is often seen only in relation to that of men. For example, a girl�s value is seen in terms of the bridal wealth that benefits the father and brothers. Hence women�s humanity is reduced to a mere materialistic gain. The male perception of women is greatly influenced by the cultural gender roles that are determined by men.

Women are burdened by the multiple duties they have to perform. In addition to raising their children, they continue to be weighed down by the full burden of household chores and lowly paid labour. Due to socially defined gender roles, mothers are forced to carry their babies to their place of work while their husbands are resting at home. The babies are sometimes fed under unhygienic conditions thereby subjecting them to infection like diarrhoea. The health hazards are an additional responsibility to the mothers.

The agricultural sector, which engages most women, gives them less pay for equal work with men. It should also be pointed out that gender roles limit women�s opportunities to get better paying jobs.

Often, they can only engage in low wage professions. In contrast, men dominate better paying and prestigious jobs. Many women have no access to independent income, while those who do earn their own wage, receive on average around three quarters of the comparable male salary (UNDP, 1995). Work that is done at home by women is deemed to be of less value than waged work and those who perform it are treated accordingly.

Currently in the rural areas, women act as heads of homesteads since most husbands work in the urban areas. They till the land and tend to the crops, yet they neither share nor have a say on how the money from the sale of the crops is spent. In many communities, girls cannot inherit land from their fathers. As a result there is inequality in the distribution of income and wealth. Around the world, women now make up about 70% of those who are poor 
(UNDP, 1995).
 
Women�s economic problems are worsened by the death of a spouse. In some communities in Kenya, the in-laws subject widows to immense economic abuse. The community�s funeral rites demand that the deceased�s property be distributed to close relatives with a view to keeping the deceased�s spirit among them. This property sharing ritual thus enhances the men�s economic status at the expense of the widows. Widows have been known to lose a house that they contributed money to build. These conditions leave the woman with a very weak economic status.

You can, therefore, see that there are various constraints to women�s economic advancement. Women invest a lot into their families with little recognition of their manifold role. They are not paid for all this work. In the event of sickness, women are unable to afford proper medical care. This tends to reduce their productivity. 

Additionally, despite women�s involvement in tilling the land, they do not have direct access to it. They own land through relatives, or husbands, or sons. They do not inherit land even upon the demise of their spouses. Women also have low income jobs. This is because men have a head start in education, which enables them to qualify for better jobs. This limits women�s ability to raise capital or get access to credit facilities due to lack of security. Consequently, women have to depend on their husbands for economic support if they want to engage in money generating projects.

Another constraint to women�s economic advancement is their lack of active participation in political field. Gender roles demand that men be leaders. As a result, women with leadership qualities cannot easily venture into it since leadership is considered a male domain.

As you can see, economic violence is a major set back to women�s advancement. You as a service provider need to advocate for fairness on matters affecting the majority. 

Actions You Can Take to Help With Economic Reform 

· Paying women just wages for the work done rather than stereotyping them as the weaker sex

· Devising ways of reducing women�s workload thus enabling them some leisure time

· Putting pressure on the government to change policies and laws that deny women equal ownership of family assets

· Encouraging women to join income generating activities with a view of increasing their economic status

· Putting pressure on the government to punish all those individuals who misuse children through labour and force girls into early marriage

Sexual Abuse/Violence 

Sexual violence has been defined as: �any sexual act, attempt to obtain a sexual act, unwanted sexual comments or advances, or acts to traffic women�s sexuality, using coercion, threats of harm or physical force, by any person regardless of relationship to the victim, in any setting including but not limited to home and work� (National guidelines: Medical management of rape and sexual violence 2005).

This form of violence renders the victim helpless, traumatised and debilitated. The majority of victims end up infected with STIs including HIV/AIDS. The various forms of sexual abuse found in our society include:
· Forced fondling

· Touching and verbal remarks

· Incest

· Molestation

· Forced prostitution 

· Oral/genital contact or fondling of genitals and breasts

· Rape

· Female genital mutilation

The two most common forms of sexual abuse found in our society are sexual abuse of children and rape (which may target children, a large majority of women and, occasionally, men). 

The majority of sex abuse victims are children, because they are unaware of the intentions of their abuser and the significance of the abuser�s actions. According to a survey carried out by Population Communication in Africa, three-quarters of sexual abuse in infancy occurs at the age of four to five years. 53.8% of abused children were abused at the age of five. Mostly victims tend to know their abusers. They may even be 
family members.

According to the Centre for the Rehabilitation and Education of Abused Women (CREAW), the unbelievable stories of children, even infants, being sexually violated by family members are becoming more common. 

Child sexual abuse occurs when a person older or stronger than the child uses their power, authority, or position of trust to involve a child in sexual activity. Children are often also victims of incest. Incest is common and is defined as any sexual activity between a child and a parent, a sibling, an extended family member or a step parent. Sexual abusers are often men who are married with children and respectable jobs. The child may be enticed by material things or goods especially edibles.

A sexually abused child suffers damage and a permanent psychological scar is left in the child. Feelings of guilt, shame and worthlessness are common results of the social or psychological trauma which becomes entrenched like a thorn in the victims. Most of these children end up as social deviants. For example, a USA study showed that 60% of prostitutes were once abused when they were children. Some become depressed, or turn to alcohol and drug abuse to try and hide their feelings of shame, guilt, and low self esteem.

Every child has the right to a good life. Parents have a responsibility for protecting and nurturing their children as they are growing up.

Rape 

Rape is defined as unwanted sexual contact of a woman�s body perpetrated by one or more persons. This contact can be either with a part of a body or an instrument. Vaginal and oral penetrations are included. Therefore, one can say that rape is the sexual penetration of a person without prior consent. Rape is a major tool of violence against women. A study in Central America reveals that approximately one out of five women expect to be raped or sexually assaulted in their lifetime. At least one in three women will experience a violent relationship with an intimate partner. 

The act of rape is a denial of women�s right of self preservation. Rape is an act of coercion that forces women into doing something harmful to them against their own will. The rapist intrudes into the victim�s personal domain in a harmful way without her consent. It is a violation of the woman�s right to privacy. Rape is more of an expression of hatred towards women than it is a result of sexual desire. It is first and foremost a crime of violence against the body and secondly a sex crime. It is humiliating to the victim and is frequently accompanied by violence, forced sodomy and similar acts. The victims of rape are chosen indiscriminately and range from elderly women to infants. 

Rape has become the prevalent form of sexual violence in our society today. This form of sexual violence is of great concern to all decent human beings. The fear of rape definitely influences the behaviour of women and generally rape offences have increased. Knowledge of the incidence of rape needs to be widespread if it is to be taken seriously. Although there seems to have been some progress in recent years, with the police striving to be more sympathetic with victims, you still have a long way to go in view of current lenient sentencing policies. 

One of the common assumptions about rape is that it is a crime induced by women who are sexually seductive. On the contrary, Brown Miller discovered that rape rarely has anything to do with sex or sexual seductiveness of women but has everything to do with power. Her research findings indicate that men use their superior physical strength, and their ability to rape, as a constant threat to keep women dependent and in need of protection.

It is important to note that rape is not confined to anonymous or non-marital sexual violence. Rape also takes place within conventional marital relations. According to the 1st Annual Report of London Rape Crisis Centre, the majority of battered women and many women in so called �normal marriages� describe their sexual relations with their spouses at times as rape. The report further adds that sometimes sexual damage leads to conflict which precipitates domestic violence. However, legal inequalities protect husbands from charges of raping their wives.

By encouraging male superiority and constantly belittling females in society, it becomes possible for men to abuse their positions of power not only by oppressing them but also sexually abusing them.

 �Rape can be seen as a product of the unequal power relations existing between the sexes, written into the codes of conducts passed on to us as masculine and feminine models�. C. Roberts
Hence the social status of women is a factor in creating their vulnerability though it does not create rape. The government has developed the National guidelines: Medical management of rape and sexual violence 2005. Health care workers should familiarise themselves with it in order to act appropriately when such victims seek care.

Effects of Gender Issues on Reproductive Health (1 of 4)
By now it should be obvious to you that gender issues have significant impacts on reproductive health, including: homicide, serious injuries to the victim and dependants (children), STD�s/HIV/AIDS, unwanted pregnancies, mental health problems and suicide. The different health impacts can be grouped into 
three categories: 

· Physical

· Psychological

· Social

Each of these categories is explored in detail in the following pages. 

Physical Consequences

Unwanted and Early Pregnancy 

This can either be through rape or by the woman not being able to negotiate contraceptive use. Some women may be afraid to raise the issue of contraceptive use with their sexual partners, as they fear being beaten or abandoned for assumed promiscuity. Adolescents who are abused during childhood are more likely to develop a sense of low self esteem than those who have experienced no abuse. They are more likely to neglect themselves and engage in risky behaviours such as early unprotected sexual intercourse. They are exposed to early pregnancy outside the childbearing age when they are biologically and psychologically immature. There is a high risk to both mother and foetus with high incidence of premature infants, as well as a risk of criminal/unsafe abortion, which can cause fatality.

Serious Injury 

Many assaults or domestic violence incidents result in injuries ranging from bruises and fractures to chronic disabilities. There have been cases where husbands gorge women�s eyes out, or knock their teeth out. In other cases, metal objects may be pushed inside their genital tract. The injuries sustained cause permanent disability or even death.

Injuries During Pregnancy 

Violence during pregnancy poses a risk to the health of both the woman and the foetus, resulting into premature birth, abortion, poor weight gain, infection, pregnancy induced hypertension and anaemia.

Vulnerability to Disease 

Compared to women who have not been abused, women who have suffered any kind of violence are more likely to experience a number of serious health problems. These include chronic pelvic pain, severe menstrual problems, STIs or urinary tract infection. The vulnerability to illness is associated partially with lowered immunity because of increased stress levels resulting from the abuse.

Contraction of STIs/HIV 

Apart from unwanted pregnancy, women are vulnerable to contracting sexually transmitted infections (STIs) including HIV/AIDS, as they are unable to negotiate protection. Pregnant women have a higher risk of sepsis, spontaneous abortion, and premature birth. Some STIs increase a woman�s vulnerability to HIV/AIDS. In addition, violent sexual assault may result in tears in the delicate vaginal tissue, which allow the virus easier entry into the blood stream.

Injury to Children 

Children in violent families frequently become victims of abuse as they are injured when they try to defend their frail mothers.

Homicide 

Studies have shown that most female homicide victims were either killed by their partners or ex-partners The violence usually begins with threats and may end in forced suicide, death from injuries, or actual murder.

Psychological Consequences 

Violence is a kind of terrorism, which severely limits the freedom of women and makes them dependant on men. Violence, especially rape, leaves emotional and psychological scars. This may have several consequences.

Mental Health Problems 

Research has shown that battered women endure enormous psychological suffering, which results into severe depression or anxiety. Some women may display symptoms of post-traumatic stress disorder (PTSD). They are fatigued, suffer insomnia, have nightmares or eating disorders. Some women turn to smoking, alcohol and drugs to numb their pain or become isolated and withdrawn.

Suicide 

As mentioned earlier, women who are battered (beaten) or sexually assaulted suffer emotional and physical strain, which could lead to suicide. They find suicide the only option of escape from violent relationships.

Social Consequences
Added Health Care Costs 

The cost to society due to violence against women is tremendous in terms of health care alone. A proportion of these costs are for treating physical injuries. A substantial amount is also spent on treating psychological problems, including anxieties and symptoms which happier, more confident women may be able to tolerate, ignore or shrug off.

Other Costs 

Indirectly related costs include those incurred by the police, courts, and legal services to prosecute offenders as well as costs of child protection services.

Effects on Productivity and Employment 

Women play a big role in the economy of our country. Their productivity is affected due to violence, as they cannot engage in productive work when they are sick or injured. Women who are abused by their husbands cannot perform well at work, hence they do not advance in their careers. Similarly, girls who are victims of violence are likely to be anxious or depressed and unable to perform to the best of their ability at school.

I hope you are now quite knowledgeable about the significance of gender issues on reproductive health. The pattern of inequality brought about by gender roles in our society is a constraint to the progress of women because it limits the opportunities of achieving their full potential. When women are constrained from reaching their full potential, that potential is lost to society as a whole. 

Improving Reproductive Health and Rights: Gender Involvement (1 of 2)

What are some of the key areas of action that can help us to improve reproductive health and women�s health rights? They include the following: 

· Women�s empowerment and their full participation in all spheres of society, including participation in the Decision making process and access to power are fundamental for the achievements of equality, development and peace.

· The ability of women to control their own fertility forms an important basis for the enjoyment of their rights.

· The involvement of both men and women. Human sexuality, reproduction and gender issues are closely interrelated, and together, affect the ability of men and women to achieve and maintain sexual health and manage their reproductive life.

details of strategic approaches that can be used to tackle gender issues and reproductive rights in Kenya.

Strategic Approached to Tackle Gender Issues and Reproductive Rights 

· Intensification of IEC and advocacy activities against harmful practices, such as female circumcision, early marriage, wife inheritance, polygamy, and rape. You can help to end the �culture of silence� by focusing on legislators, community leaders and women themselves.

· Increasing public awareness on the value of the female children and hence the need for equal treatment of girls and boys in health, nutrition, education, socioeconomic and political activity and equitable inheritance rights.

· Promotion and encouragement of equal participation of men and women in all areas of family and household responsibilities, including family planning, child rearing and housework through information and education. Efforts should be made to ensure the provision of maternity/paternity leave for women and men to assist one another.

· Advocacy for the elimination of all barriers and inequities to women�s participation in the work force to ensure that women can buy, hold and sell property and can negotiate for contracts.

· Lobbying for the reform and enforcement of laws of marriage to ensure marriage is entered into with full consent of both individuals at a minimum age of 18 years. Child marriage should be eliminated.

· Advocacy for the elimination of all forms of violence against women, youth and children including domestic violence, rape, all forms of exploitation and harassment. Furthermore, procedures should be established to encourage victims to report violations of rights and the setting up of adequate remedies and penalties.

· Increase the awareness and involvement of women in these activities so that they can become more aware of their rights. 

You will now address the role of the health worker in promoting reproductive health and rights and contributing to the prevention of sexual abuse within the community.

The Role of the Health Worker 

As an agent of change in your community, there is a lot you can do for both the victim of abuse as well as the society. In relation to the victim, it is important that you:
· Are understanding and sympathetic and provide emotional support

· Are attentive and observant to identify signs and symptoms of abuse and follow up

· Provide appropriate medical care and document in the patient�s medical records the type of abuse and details of perpetrator to repair damaged self esteem

· Refer patients for counselling and to available community resources for her safety and that of her children. If need be, advise the patient on legal procedures and refer to the police for obtaining of an abstract

· Maintain privacy and confidentiality of patient information 
and records

· In case of rape, provide counselling and emergency contraceptives to prevent unwanted pregnancies

Considerations When Dealing With the Community 

· Hold abusers accountable, irrespective of their social status, education or wealth

· Believe victims and assist with food, shelter or refuge

· Victims should be encouraged to report immediately to a health facility or police station without bathing or destroying garments for evidence purposes

· Involve appropriate authorities to step in and stop the violence cycle

· Approach marriage counsellors and spiritual leaders where applicable

· Identify potential batterers and assist them in seeking professional help

· Sex education at all levels ought to be taught to foster family values, respect and dignity of the person. Stress personal responsibility, promote wholesome relationship and recognise the individual�s rights

· Society, through its legal structures, law enforcement programmes and court systems must stand firm against sexual abuse, especially in cases of rape, violent misuse of children, particularly baby girls, spouses and other victims

· Male attitudes towards gender and sexual relations arise in boyhood, when they are often set for life. Boys should, therefore, be targeted early with IEC

Section 4: 
Safe Motherhood and Child Survival Initiative

Introduction

Safe motherhood is neither a simple nor a single concept, and what is encompassed by the term has evolved considerably since 1987. While the focus on maternal mortality has remained, three other outcomes have now 
been incorporated. 

· Maternal morbidity

· Health of the newborn

· Positive health of the mother

Thus, the meaning of safe motherhood has broadened, particularly in the early 1990s as has the range of factors regarded as determinants of poor maternal health, with women�s low socioeconomic status seen as one of the root causes.

The Safe Motherhood mandate for the reproductive health programme is assumed to span across the continuum of pre-conception care, antenatal care, labour and delivery, postpartum and postnatal care and neonatal care (first month of life). The RH policy recognises that in at least 15% of pregnant women serious obstetric complications can occur that usually can not be predicted or prevented in advance, and therefore emphasises the need for all pregnant women to have access to skilled care, throughout pregnancy, delivery, postpartum and postnatal periods. The most critical time for both the mother and her baby is during childbirth and in the first few hours afterwards (reproductive health policy draft outline.2005. pg 18).

Objectives

By the end of the section you will be able to: 

· Define safe motherhood

· Explain the safe motherhood initiative (SMI)

· Explain the eight pillars of the Safe Motherhood Initiative

· Explain the causes of maternal and perinatal morbidity 
and mortality

· Explain essential obstetric care

Definition of Safe Motherhood

Safe motherhood is a woman�s ability to have a safe and healthy pregnancy and delivery. Making motherhood safe requires action on three fronts simultaneously: 

· Reduce the number of high risk and unwanted pregnancies

· Reduce the number of obstetric complications

· Reduce the cases of high fertility rate in women 
with complications

The Key Components of Safe Motherhood 
· Focused antenatal care which research suggests lowers the rate of maternal morbidity and mortality

· Safe and clean delivery so that all women deliver under some type of supervised care, where referral systems are established to provide emergency treatment for life threatening complications of delivery

· Postnatal care that contributes to a woman�s ability to enjoy sexual relations without pain and have safe pregnancy and delivery in future

· Safe, humane and cost-effective post-abortion care

Safe Motherhood Initiative (1 of 4)

The Safe Motherhood Initiative (SMI) is a supportive effort, which was launched in 1987, in Nairobi, by WHO and its partners to focus the world�s attention on problems related to pregnancy and childbirth. Lack of commitment to women�s health problems by the government was seen as the major underlying cause of many maternal deaths. To address this problem, delegates to the Nairobi Conference in 1987 recommended the introduction of a Safe Motherhood Initiative (SMI) to be implemented by all countries. 

Objectives of the Safe Motherhood Initiative 

The conference described the Safe Motherhood Initiative as a global strategy aimed at reducing maternal mortality by half by the year 2000 by creating circumstances within which a woman is enabled to:
· Choose whether she will become pregnant

· Receive care for the prevention and treatment of pregnancy complications

· Have access to trained birth attendants

· Have access to emergency obstetric complications if necessary

· Have care after birth

· Avoid death or disability from complications of pregnancy and childbirth (Feuerestein, 1993)

In response, the Kenya government endorsed this plan of action to reduce maternal mortality and morbidity. The scope of the Safe Motherhood Initiative has advanced tremendously to encompass many action areas and now includes safe motherhood through human rights for women (Fathalla, 1997 and 2000; WHO 2001).

The SMI differs from other health initiatives in that it focuses on the well being of women as an end to itself. Thaddeus and Maine (1994) argued that, prevention of a death of a pregnant woman is considered to be the key objective, not because the death adversely affects children and other family members but because women are intrinsically valuable.

The Eight Pillars of Safe Motherhood 

In order to reduce maternal morbidity and mortality, efforts should be focused on the eight pillars of safe motherhood as illustrated in the diagram below.
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Family Planning 

Good family planning ensures that individuals and couples have the information and services to plan the timing, number and spacing of pregnancies. For further reading, see unit four of 
this module.

Focused Antenatal Care 

This serves to prevent complications where possible and ensures that complications of pregnancy are detected early and treated appropriately. Four focused antenatal visits are recommended, which emphasise:

· Taking two doses of sulphapyremethane (SP) during pregnancy for malaria endemic areas

· Recognising signs and symptoms of malaria

· Recognising danger signs in pregnancy and where to go for help

· Drawing up an individual birth plan, which should include a mother/baby package, transport plans and funds/money. For further reading, see unit two of 
this module

Clean and Safe Delivery 

Always ensure that all birth attendants have the knowledge, skills, positive attitude and equipment to perform a clean and safe delivery and provide postpartum care to the mother and baby. For further reading, see unit three.

Essential Obstetric Care 

Ensure that essential care for high-risk pregnancies and complications is available to all women who need it. For further reading, see Units Two, Three and Five. In addition, post abortion care and prevention of maternal to child transmission (PMCT) of HIV are also key components of safe motherhood. For further reading, see units five and six of this module.

Post Abortion Care 

Abortion is one of the major causes of maternal morbidity and mortality. Health care workers and facilities need to be well equipped to prevent and effectively manage complications that arise from the procedure. The patients psychological well being need to be handled by an experienced health care worker to cover trauma and suicidal tendencies as well its occurrence 
in future. 

Prevention of Mother to Child Transmission of HIV (PMTCT) 

The government is in support of preventive measures that would ensure little or no transmission of HIV virus by any means. PMTCT is a programme that was initiated in the maternal child health care services to protect the unborn baby from contracting the virus.

Targeted Postpartum Care 

Maternal deaths in many cases happen during the postpartum period. Close follow-up by skilled health care worker would ensure early detection, prevention and treatment of any pregnancy and delivery complications, which may not have been noted during pregnancy and delivery.

Neonatal Care 

The neonatal period is very sensitive, surveys have shown that the majority of neonates in this country do not survive. In Kenya more than half of the women deliver at home and hence the need for closer neonatal follow-up and observation as this would lead to early detection and management of complications that may arise at this tender age.

Foundation Measures 

These eight strategic interventions must be delivered through primary health care (PHC) and rest on a foundation of greater equity for women. This recognises the fact that the eight pillars of SMI can only prevent immediate causes of maternal death. Underlying causes of maternal death are often as a result of the poor socioeconomic status of women and these issues require other strategies. In strengthening this foundation the Ministry of Health has indicated the need for:

· Skilled attendants and enabling environment to provide quality care

· Supportive health systems: effective systems of referral, management, procurement, training, supervision and health management information systems

· Community action, partnership, and male involvement

· Equity for all/reproductive rights

When strategising, countries were encouraged to design other non-health activities which could improve the socioeconomic status of women such as providing formal education for girls, giving women equal employment and business opportunities as well as the empowerment of women to make decisions within their own households. These concepts are also dealt with in the section on gender and reproductive health rights.

The health sector, through the concept of PHC (collaboration across ministries and sectors) should, therefore, involve other ministries and organisations in implementing a national and district safe motherhood initiative.

Causes of Maternal and Perinatal Morbidity and Mortality (1 of 3)

Maternal death is defined as death occurring to a mother following pregnancy or labour, or as a consequence of pregnancy within 42 days after delivery or abortion. The determinants of maternal morbidity and mortality in Kenya are multiple and closely interwoven. 

The global estimate for maternal mortality rate is 600 per 100,000 live births. 99% of these women live in the less developed world. Maternal mortality in Kenya is unacceptably high, estimated at more than 414 (KDHS 2003) per 100,000 live births. This is marked by wide regional variation, with the highest incidence rates in Nyanza, North Eastern and Western province, low rates in Central and parts of Eastern provinces, and the lowest rates in Nairobi Province (NCPD). 

Approximately 90% of these deaths could have been prevented if timely and appropriate quality obstetric care had been provided. It is now recognised that all pregnant women are at risk of obstetric complications, therefore, there needs to be universal provision of, and accessibility to, quality essential obstetric care. 
Causes of Maternal and Perinatal Morbidity and Mortality

	Causes of Maternal Deaths
	 %  
	Proven Intervention

	Bleeding after delivery (postpartum haemorrhage)


	25


	Treat anaemia in pregnancy
Skilled attendant at birth
Prevent or treat bleeding with correct drugs; replace fluid loss by IV infusions or blood transfusion if severe

	Infection after delivery

	15

	Skilled attendant at birth
Clean practi
Antibiotics if infection occurs

	Unsafe abortion



	13



	Skilled attendant
Antibiotics
Empty uterus (MVA)
Replace fluid loss if required
Counsel and provide family planning

	High blood pressure
Hypertension during pregnancy: Most dangerous when 
severe (eclampsia)
	12

	ANC detection: Refer to medical officer
Treat eclampsia with appropriate anti-convulsants
Refer unconscious woman for supervised urgent delivery

	Obstructed labour
	8
	Detect in time (use partograph)
Refer for appropriate delivery

	Other direct causes
Ectopic pregnancy
	8
	Treat shock
Refer for operation

	Indirect causes of maternal morbidity and mortality 
including: anaemia, uterine prolapse, pelvic inflammatory disease and infertility, incontinence
Lower genital tract injuries such as recto and 
vesico-vaginal fistulae
	19



	Early detection and prompt treatment
Effective prevention and control measures



For every woman who dies from complications of pregnancy, 30 - 100 more women suffer these acute and chronic complications that are painful and debilitating. The graph (right) shows when maternal deaths are most likely to occur. 

Global experience from the first ten years after launching of the SMI, showed that maternal morbidity and mortality due to obstetric complications could be prevented (with existing knowledge and technology).
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Methods for Preventing Maternal Morbidity and Mortality Due to Obstetric Complications 
· Recognising that every pregnancy faces risks

· Increasing access to family planning services

· Improving the quality of antenatal and postnatal care

· Ensuring access to essential obstetric care (including post abortion care)

· Expanding access to midwifery care in the community

· Training and deploying appropriate and skilled health personnel, for example, midwives

· Ensuring a continuum of care connected by effective referral links and supported by adequate supplies, equipment, drugs and transportation

· Reforming laws and policies to expand women�s access to health services and to promote women�s health interest

The National Reproductive Health strategy (1999 - 2003) also identified the primary goal for safe motherhood as the reduction of maternal and child morbidity and mortality.

Reproductive Health Targets Set by The Kenya Sessional Paper No. 1. 

· Reduction of maternal mortality ratio (per 100,000 live births) from 414 in 2003 to 230 by year 2005 and 170 by year 2010

· Increase in professionally attended deliveries from 44% in 2003 to 90% 
by year 2010

· Expansion of services and the improvement of quality of care

Nationally, the utilisation of antenatal services is high. The Kenya Demographic Health Survey (KDHS), 1998 states that 92% of mothers surveyed received antenatal care. This trend is also documented in the SMDP Baseline Survey 2000, which showed 93% attendance. However, about one third of women only attend during the last trimester of pregnancy, when it is already too late to receive the optimum benefits of antenatal care. 

This trend does not apply to the utilisation of delivery services. Nationally, only 42% of births take place in health facilities, which is marked by regional variation, from 75% in Nairobi to 25% in Western province (KDHS, 1998). The overriding goal of the Implementation Plan of Reproductive Health Strategy (2004 - 2008) is to increase to 40% the percentage of women who have a skilled attendant at birth in the targeted areas.

Essential Obstetric Care (1 of 5)

Essential Obstetric Care is the phrase used to describe the elements of obstetric care needed for the management of both normal and complicated pregnancies, and the delivery and post partum period.

The health facility should be able to provide: 
· Parenteral antibiotics

· Parenteral anticonvulsants antihypertensives for pregnancy 
induced hypertension

· Parenteral oxytoxic drugs

· Manual removal of the placenta

· Removal of retained products of conception or Manual Vacuum Aspiration (MVA)

· Perform assisted vaginal delivery, for example, ventouse or vacuum extraction)

All women should have access to a skilled attendant during pregnancy, childbirth and the postpartum period. The attendant should be able to provide basic essential obstetric care and refer women for comprehensive essential obstetric care in case of complications.

As stated previously the overall goal for the next five-year Implementation Plan for Reproductive Health Strategy (2004 - 2008) is to increase to 
40% the percentage of women who have skilled attendant at birth in the targeted areas. Specific objectives of the Plan include: 

· To increase to 80% the percentage of basic health facilities at least in two provinces, providing quality essential obstetric care, (including PMTCT plus BFHI)

· To increase to 100% the percentage of hospitals providing comprehensive emergency obstetric care

· To strengthen the referral systems in 50% of health facilities

· To ensure that 50% of mothers are provided with information on obstetric care, reproductive health and family planning

· To set up adolescent friendly services in 50% of facilities in 
target areas

The 2004 - 2008 strategy renews the emphasis to strengthen the capacity of the health system to provide good quality care during pregnancy, delivery and the post partum period and on mobilising the community to increase utilisation of these services.

The Implementation Plan for Reproductive Health Strategy (2004 - 2008) will be achieved through the following strategies:

Advocacy for Essential Obstetric Care Activities 

· An increase in the budgetary allocation for safe motherhood activities

· Reproductive health policy changes to support essential obstetric care services at primary facilities, especially in remote areas

· Integration of PMTCT, including BFHI activities in the implementation of safe motherhood initiatives

Remember: As a health care provider, you have an important role, of not only providing safe motherhood activities, but also that of advocacy for essential obstetric care.
Capacity Building for Health Workers 

This will focus on forming a core of team trainers from District Health Management Teams (DHMT) who will then be responsible for training and providing support supervision for the health workers in their districts.

Strengthening Service Delivery 

Health facility assessments will be done to access all levels of staff for training and equipment needs of the facilities. Equipment and supplies will be procured for the health facilities to enable them carry out EOC activities. In addition, government hospitals in the targeted areas will be upgraded to provide comprehensive obstetric care. Support through transport and communication equipment will be provided for referral services. In the hard to reach areas an effort will be made to improve the water supply to the health facilities and surrounding community.

Community Mobilisation and Empowerment 

It is important for the communities to support and have ownership of the safe motherhood activities in their region and to increase the utilisation of these services. The health management boards and committees will be oriented on their roles and responsibilities to assist them provide greater support for safe motherhood initiatives.

Mothers should be educated on the recognition of risky conditions in pregnancy and when to seek care. Women�s participation in health issues will be encouraged. Communities will also be sensitised on the available services, with emphasis on preventive and proactive measures and simple approaches to the management of common ailments for improving home based practices relating to safe motherhood, prevention of HIV/AIDS and malaria, and improvement of health in general.

The renewed emphasis within the Health Policy Framework on proactive and preventive services also has a number of implications for safe motherhood. The contribution to reducing maternal mortality and morbidity of such services lies primarily in the: 
· Prevention of unwanted pregnancies

· Promotion of messages on danger signs in pregnancy and labour

· Promotion of the woman�s overall health status and well being

· Promotion of clean/safe delivery

The Government of Kenya�s decentralisation to district level of the responsibility for the day to day running of the health care system is consistent with the major thrust of safe motherhood programming. The district is regarded as the basic unit for the planning, implementation and provision of services to prevent maternal mortality 
and morbidity. 

