Gender and Public Policy Lecture:
Thursday, November 10, 2016

Gender and Reproductive Health Motherhood and Population

Reproductive Health:
-reproductive health is a state of complete physical, mental, and social wellbeing and not merely the absence of disease or infirmity in all matters relating to the reproductive system at all stages of life

Good reproductive health consists of:
-people are able to have satisfying sex life
-capability to reproduce
-freedom to decide when and how often to do so

Population Policy:
-all deliberate government actions (such as laws, regulations, and administrative programs) intended to influence population growth, size, distribution, and composition 

Population Structure:
-over-population
-under-population 
-optimum population (the resources are just enough to meet the resource requirements of the population)
-carrying capacity

Population Variables:
-fertility (the number of children a woman produces in her lifetime, higher the fertility can mean higher the population or higher the mortality—like in India)
-birth
-death
-age group
-migration 

Reasons for Population Growth:
-population in reproductive age
-higher fertility due to unmet needs of contraception
-higher fertility due to high infant mortality rate
-approximately 50% girls in India marry below the age of 18 years resulting particular reproductive pattern; too early, and frequently)

History of Population Policy:
-population control in development agenda since 1960s, allocation of population budget for family planning for third world
-first decade of development: population growth consume the fruit of economic growth

-World Population Conference, 1974
	-reflection on broader awareness on population issues,
	-recognition of reproductive rights,
	-access of information and education 

Shift in Population Debate:
-population control for economic growth
-massive dissemination of contraceptives technologies in initial decade of development, (US and western government)
-World Population Conference (1974)-development was the best contraceptive”
	-population program as constituent of socio-economic development
-Changing policy for health service delivery in late 1970s
-post colonial government tried to use the health model of advanced industrialized countries
	-state financed centralized health care system
	-hospital based services relied in few highly trained physicians
	-urban centered and expensive
	-focused on curative than preventative services

Primary Health Care (PHC)
-Alma Ata Declaration (1978)-Primary Health care for all
-PHC is the essential care based on practical, scientifically sound and socially acceptable method and technology that is universally accessible to individuals and families in the community through their full participation at a cost they and country can afford in the spirit of self reliance and self-determination
Two basic elements:
a) preventative measures on illness, infection, and nutritional deficiency
b) reliance on health worker and community participation 

Basic Principles of PHC:
1. Community participation
2. Intersect oral collaboration
3. Integration of health care programs
4. Equity
5. Self-reliance 

PHC Implementation:
-neoliberal development (structural cutbacks in social development), prevented the realization of PHC mission in third world
-focus on cost of recovery or user fees as a result of limited funding
-emphasis on selective care e.g. family planning, child survival (GOBI: Growth monitoring, oral rehydration techniques, breast feeding, and immunization)

Women and Population:
-equation of womanhood with motherhood in early population policy (women taking multiple responsibilities)
-focus on women’s role and population growth after World population year (1974) and International Women’s Year (1975)
-promotion of income generating projects for women
-new economic order and structural adjustment added women’s burden in fulfilling dual responsibilities for survival,
-emphasis on primary health care demanded more time of women for ensuring family health and nutrition
-structural adjustment caused women to earn additional pay for private care services 

Politics of Needs Interpretation:
1. Struggle to secure a political status (legitimate policy concern than a market or private/domestic sphere)
-e.g. women struggling to secure their reproductive rights for their needs of contraceptives technology
-the authorities have not given the political status for reproductive technology as demanded by feminists
-but as a means of population control together with women’s reproductive choice
2. Struggle to interpret the needs and the ways to satisfy them,
e.g. huge needs of contraceptives technology as a means to control fertility or to have control over their lives
3. Struggle to secure the resources to satisfy them
-e.g. USAID funding for population control in third world and to alleviate poverty 

Critiques of US Population Policy:
-security interest: the Population Bomb..contraceptives inundation to deal with ‘the people epidemic’
-preoccupation of population problem by Third World countries
-dumping of unsafe contraceptives for trial in third world
-neoliberal stance of Reagan regome (privitaization and market led growth) led to poor economic performance in third world
-lack of accountability in foreign assistance flows
-control in fertility is denied by the cultural groups and or by deemed by the national interests 

Feminists Debate over Needs Interpretation:
-Issues of Reproductive Rights (sense of self hood on making reproductive choices)
-family planning methods as means to control womens own body as their reproductive choices
-population program as an infringement on women’s autonomy rather than an enhancement
-population program to support the imperialist interest (dependency feminist analysis)

Feminist international Network of Resistance to reproductive and genetic engineering:
-resisting population control program
-patriarchic interests than only as an outcome of US imperialism
-reproductive technology as manifestation control over women
-dual strategy for controlling fertility of poor women in south and encouraging middle class women to breed in North,
-anti-women, aggressive, and sadistic nature of technodocs
-problems associated with technology itself
-design and implementation of population policies based on the power relations

The Case for a Feminist Population Policy:
-social dimension
-moral and cultural dimension
-resource and institution
-environmental 

Family planning Program: User View Points:
-FPP as political and top down than health oriented 
-insensitivity to reproductive rights, and
-indifference to women’s reproductive needs
-need to have human factor in FPP
-reproductive strategies must offer choice of methods than as a means for reproductive control
-access to widest range of contraceptive methods
-abortion as a means of fertility control; abortion laws
-legalized abortions does not however guarantee the risk free abortion
-information sharing for risk free use of contraceptives

Visibility of Men in FPP
-male methods of contraception more popular in 1960 in US and UK
-increased use of vasectomy in Northern countries resulting in demographic transition
-shift in pattern of contraceptives with introduction of oral contraceptives
-in Sub Saharan Africa, among the users of contraceptive 40 p.c. relied on the male methods of contraceptives
-In Asia Pacific, only 25% relied on male contraception
-FPP indicates the lower responsibility of men in planned parenthood

Maternal and Child Health:
-significant relation between maternal and child health
-less focus on impact of maternal health on child health
-high infant mortality often associated with poor maternal health
-maternal condition as a precondition of infant health
-maternal health is associated with reproductive health
-higher maternal mortality as a result of negligence of reproductive health services

Beyond Reproduction:
-critical to focus on overall health of women than only maternal health
	-equalizing health care access
	-recognition of gender specific health problems (e.g. culture of silence makes women suffer more for women specific health problems)
	-access to education for girl children
-upgrade the school curricula to integrate health education with focus on women’s health, services, and opportunities
-group mobilization for prioritizing their needs and interests for providing better health services

Documentary: bondage
-young girls in India don’t have time for homework because the have to also work to help their families….and have no free time for play
-young Indian girls want to be born as boys in next life
-most girls will pass along the cycle of illiteracy to future generations 
-when girls are educated they are more likely to understand importance of health, nutrition, and take care of themselves
-girls may want to continue school often have no choice
-dowries are illegal but court cases are rare, so the tradition flourishes
-newly married girl has to help her mother in law
-family might even have to take out loan for daughters dowry 
-if dowries aren’t large enough some women are killed by husbands families, and these deaths are classified as murders or suicide
-a women dies violently every100 min in India, but that’s probably even higher
-sometimes women are killed because they fail to bear a son
-now scans for fetuses are only allowed if medical problem is detected but may families in India find a way around this
-clinics offer abortions at a cut price 
-women sold to pimps because they’re family couldn’t afford their dowries 
-women raped by men of a higher caste, and have no say because the higher caste rules
-after a bad experience of marriage, women are reluctant to marry even if it means social acceptance
-after being raped, women are shamed
-idea is that without a husband, a woman has no life so she may kill herself once husband dies 
-divorce has a lot of stigma 
[bookmark: _GoBack]-higher gender equality among the higher castes in India 
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