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EXECUTIVE SUMMARY

1. This report presents the findings of an exploratory study conducted in poor rural areas of
three provinces in northern Argentina (Misiones, Salta, and Santiago del Estero). These
provinces were selected because they have large concentrations of rural population, particularly
small (minifundista) landholdings, high poverty rates, and poor performance on health and basic
needs indicators. The study comprised a random (cluster) sample of three hundred households of
women in reproductive age with at least one child. Focus groups (13) and in-depth interviews
with key informants (health providers, educators, religious and community leaders) were
conducted to validate quantitative data and to explore issues such as gender roles, domestic
violence, abortion and contraception. The study aimed at contributing to a better understanding
of reproductive health issues, quality of life and rural poverty -primarily as it affects women-
and providing policy recommendations for addressing reproductive health issues rural poverty
alleviation strategies. The study also explored, albeit on a limited basis, men's perceptions and
behavior related to reproductive health.

Rationale

2. Reproductive health issues have multiple impacts on the quality of life of men and
women. From an economic standpoint, a rapid succession of children contributes to increase the
household's vulnerability to poverty, limits women participation in the labor market - increasing
their dependency while at the same time household work increases disproportionately. In 1999,
a World Bank report indicated that the burden of frequent, unwanted, or ill-timed pregnancies
can cause emotional and economic hardship to women and their families; and that poor maternal
health "drains women of their productive energy, jeopardizes their income-earning capacity, and
contributes to their poverty" (World Bank 1999a). The impact of reproductive health issues on
poverty and overall quality of life cannot be comprehended without understanding the relations
within the household and the income generation strategies of different household members. To
reduce reproductive health issues to a pure physical-health dimension would be to ignore the fact
that gender roles and productive and reproductive activities (including non-wage labor) are
shaped by the relationship between men and women and how this relationship affects women's
work, household subsistence strategies, and the control of the biological reproductive process.

3. As the multiple determinants of poverty are considered, it becomes clear that poverty is
more than income deprivation. Strategies to alleviate rural poverty are more likely to succeed if
designed to address all dimension of social exclusion. Considering reproductive health issues
and the cultural norms that dictate gender roles in both the public and private spheres of life is
essential for poverty alleviation because it contributes to empowering women, facilitating their
decision making, particularly regarding reproductive issues, increasing their income generating
capacity and access/control of productive assets.

4. The most recent World Bank Country Assistance Strategy (CAS) for Argentina identifies
several key policy issues related to reproductive health. These include: (i) focusing public health
care expenditures on those without health insurance; (ii) promoting responsible parenthood and
family capacity development given the relationship between large family size and poverty and
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the fact that some 45 percent of Argentine children belong to poor families; and (iii) addressing
the needs of the rural poor, including indigenous populations, who have been largely forgotten.
This report addresses from a gender perspective the issue of the relationship between poverty and
reproductive health issues in rural areas of Argentina. The results presented in this report
contributes to advance in the policy dialogue initiated by the Bank's strategy for Argentina in
that it examines the relationship between reproductive health and poverty in rural areas and
addresses the impact that gender identity and roles have on certain reproductive health issues and
behaviors. This report proposes some preliminary recommendations meant to stimulate policy
dialogue and decision-making. While the focus is on the rural poor, one can hypothesize that
many of the study's findings could be pertinent for the urban poor, increasing the relevance of
this work for the country as a whole.

Main Findings

Ruralpoor and reproductive health data

5. The lack of national and disaggregated data for rural populations and on key reproductive
health indicators at the national and provincial levels is a handicap for appropriate decision-
making and policy considerations. Notwithstanding its limitations, the findings of this study
contribute a snapshot view of some key issues related to reproductive health and quality of life
that are relevant to poverty alleviation efforts in rural areas of Argentina. By and large,
Argentina is doing better than other less developed countries, including South American
countries, in some basic reproductive health indicators. But there are clear disparities between
urban and rural areas in the quality of health indicators such as the percentage of births attended
by a health professional. Nation-wide 96% of all births are attended by a health professional, but
that number is only 75% in rural areas. Another example is the maternal mortality rate which
reaches up to 65 per 100,000 live births in rural areas, compared to 48 for the nation. Women in
the northern provinces of Argentina have a general mortality rate approximately 4 times higher
than men. Even though these provinces have only 20% of live births, 25% of the total infant
mortality and 38% of maternal mortality are concentrated in these provinces (OPS/OMS 1999).

6. The results suggest that poor rural households in the sample are doing better in most
cases than poor rural households in other Latin American countries in indicators such as prenatal
care, place of delivery and knowledge of AIDS. However, this does not hold true for family
planning since the national value in Argentina is only marginally above the mean value for other
countries in the Region. This suggests a relative lack of family planning use. It is not surprising,
then, that the women in the study have between 1 and 11 children with an average of 3 to 4
children. Furthermore, the reproductive health profile of the nation is worrisome, particularly in
rural areas, due to specific economic, social, cultural, and institutional factors. These include the
low social status of women; the sexual division of labor and lower pay for women; lack of
reproductive health services, including family planning for both men and women; and lack of
health insurance coverage, among others.

7. On average, the women studied have completed 6 years of schooling, however, only 20%
have gone beyond primary education and less than 4% have completed secondary education.
There is a significant difference in the number of children per women by educational attainment.
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Women with 3 or less years of education have on average 4 children, while women that have
completed secondary education have on average only 2 children.

Poverty, work, and social networking

8. Reproductive health issues have multiple impacts on women's quality of life. A central
dimension in defining women's quality of life is access to and control of income. A key factor
affecting the income generating capacity of women is the number of children they have to take
care of. To estimate the impact of family size on women's income generating potential, the
study developed a statistical model to assess the impact of contraceptive use on wage work. As
expected, the results suggest that contraception reduces the probability of a delivery by 11
percentage points. The probability of using modern contraception by the women in the sample is
affected by multiple factors, including their educational attainment, the number of children, and
other variables such as religious affiliation (Catholic), ethnic identity (Coya), and participation in
organizations and social networks (low).

9. This study confirms the extent of poverty in the north of Argentina using food
expenditure as a proxy for incomes. The average annual food expenditure for the sample
household is US$ 1,454 or US$ 241 per capita.' This low figure reflects the sample used in the
study that sought to represent only poor rural households. The results indicate that for most
households (86%), per capita food expenditures are within the lowest two quintiles. If the
observed food expenditures for the households of the sample were adjusted to reflect the
estimated food produced by the unit, the annual per capita food expenditure would increase in
average by 33% or up to US $320. Despite this, many of the households in the sample still
would fall well below the estimated rural poverty line.

10. Regarding ownership, control and management of assets, only a small percentage of
women declared to have some type of asset. Owning their home is the most frequent (29%), by
and large through inheritance, followed by small animals and house appliances. With regard to
fanns, according to a recent World Bank (1997) study, female headed farms are smaller than the
farms run by males (60% of the size), and net income per hectare reaches only 66% of that of
males. Of the men, one out of four worked in their farms (26%) as their primary activity,
followed by temporary work (24%). One in three men (33%) indicated a salaried job, but
salaries are low and farming remains a key household survival strategy. Many of the men (42%)
indicated farming as their secondary activity.

11. Seven out of ten women mention household work as the primary activity, while
household-based subsistence farming is listed as the secondary activity by one out of two
interviewees. The data show that while household work is the main activity declared by women,
their productive role is much broader as most interviewees indicated subsistence farming (62%)
wage work (18%) and other micro-entrepreneurial activities (8%) either as their primary or
secondary economic activity. Among better off households, women's participation in wage work
is lower than it is for women in low-income households. Among women who declared to have
wage work (either as primary or secondary activity), 80% are from households classified in the
two lowest quintiles of per capita food consumption.

The national indigent poverty level is $ 69 per person per month

iii



12. As family size increases, women do not drop wage work; rather they work fewer hours.
Not having a steady partner or spouse also increases the probability of having wage work. Thus,
it appears that poor women with large households are compelled to work on more insecure labor
arrangements as they cannot always hold full time employment. This increases the vulnerability
of women and the household as these women are more prone to take on seasonal and part-time
jobs that pay less, have no job security, and no benefits. On the other hand, women with fewer
children (and not as poor) and more educated women tend to work more hours per week.

13. The study suggests that women's level of responsibility towards reproductive
responsibilities (non-wage work) may be in conflict with their ability to undertake wage work or
for producing commodities or exchange values. In turn, women's participation in the labor
market has a significant impact in the amount of money that they possess. However, managing
more money does not automatically translate into an increase in women's status. Rather, the
economic mobility of women is linked to the income generation capacity of their partners. At
the same time, women's identity does not change when they have wage work because it remains
driven by the fulfillment of their cultural role as nurturers.

14. In rural poor households where this situation is, by and large, the norm, women's low
health status and high caregiving responsibilities often impair their ability to work for wages
making their work more fragmented and unstable. This, in turn, increases women's economic
and emotional dependency on the male. While on the male's side, the pressure to assure wages
can promote feelings of frustration and self-doubt, which can drive him to alcohol abuse,
domestic violence or both.

15. There are relatively few social organizations and organized community and support
groups in the rural areas of the provinces studied. Participation by men or women in the study is
low. This result is consistent with the findings of a recent World Bank (2001) report on social
capital in Argentina. Women indicated that they participate in religious activities, but these seem
to involve primarily going to religious services. Women that participate in social organizations,
with the exception of the church, tend to be more educated and younger. Nevertheless, the
number of children is not necessarily associated with more or less participation in social
organizations.

Gender roles, quality of life, and women 's self-reported identity

16. The situation of women in Argentina has improved significantly over the last decade.
However, women continue to suffer disproportionately the effects of poverty, particularly in
rural areas. Family size has been identified as the single most important social characteristic
contributing to rural poverty. In addition, female-headed farm households are more likely to be
poor and mothers and children living alone are more likely to be disadvantaged than those living
in extended female-headed households. Furthermore, gender differences are significant in
determining opportunities for off-farm earnings (World Bank, 1997). Although nation-wide
female-headed households represent about 24%, in the provinces studied only 16% of the
households were female-headed. Female-headed farm households are more likely to be poor and
gender is significant in determining opportunities for off-farm earnings. This is linked to the
opportunities and ability of women to gain entry in farming or other economic groups that in
these rural communities are culturally the realm of males.
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17. The study shows that women define themselves through motherhood. In the poor rural
communities studied, becoming a mother is what makes a woman. Pregnancy is viewed as a
fundamental event in the woman's life. Maternity is valued because it gives women a place in
society, regardless of their age, and is the social reference that allows them to construct their
identity. The intrinsic value of the social construction of being a mother cannot be overstated.
Yet, there are situations when repeated, often unwanted, pregnancies result in ill physical and
mental health for the mother and the offspring. This situation, coupled with poor living
conditions and low socio-economic status that are detrimental to the woman's ability to live a
productive and healthy life and take care of her family, means that a whole generation of men
and women are not able to reach their full potential. Consequently, the capacity of these families
to break the vicious cycle of poverty is seriously undermined.

18. The gender identity reported by the women of the study has a direct impact on key
reproductive health issues. First, female children are raised to be mothers. This implies that
controlling the biological reproductive process is important in as much as it ensures the
fulfillment of the expected cultural role. As a result of the above, women start their reproductive
lives very early because that is the main avenue for asserting their position in society. Thus, the
reproductive behavior is not only an outcome of gender identity but of gender relations as well.
The control of the reproductive process and of women's sexuality becomes privatized-that is,
inherently a matter within the household that responds to broad societal norms in which the
woman has little to say Women's reproductive functions are seen as a subset of the household
and, thus, subject to the control of men. This reproductive behavior results in: (i) low or no use
of family planning methods which leads to larger families and increased health risks; and (ii) a
diminished capacity of women to control assets and generate income.

19. At the same time, women do not see sexual relations as a dimension of self-fulfillment,
even though a large percentage (73%) indicated that it is important to enjoy sexual relations. For
these women the concept of sexuality is limited to procreation and menstruation. The women
surveyed stated that sexuality is important for both men and women, though more so for men
because they are assumed to have a highly sexual nature. Sexual education, then, was seen to be
especially important for young men. Women's perception is that men experience unlimited
sexual desire, which they must satisfy whenever the man demands it of them. Women, in
general, do not conceptualize sexual relations as a choice, but as a consequence of couplehood in
which rejection of male's sexual advances is not possible and if attempted can result in forced
relations or violence.

Policy framework and availability of reproductive health information and services

20. In virtually every nation, the government is a key player in reproductive health and
human rights by regulating and implementing policies and allocating resources. The absence of
a clear endorsement for and implementation of reproductive health programs by the government
is more poignantly felt by poor populations who have limited access to information, services and
supplies, adolescents and youth, and those who are abused or at high risk for STDs. Yet,
ironically, these are the groups who most need and can benefit the most from comprehensive
reproductive health information and services. This situation exacerbates the lack of equity
between rural and poor populations and between those who can and those who cannot pay for
private health services.
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21. The situation in Argentina is contradictory. It is a country that, in so many socio-
economic indicators, shows a fair degree of social progress and where gender equality is taken
for granted by many. Yet, Argentina is less progressive when it comes to population and
reproductive health issues and lags behind its Latin American peers in addressing these concerns.
Past efforts to pass national legislation on reproductive health have failed. Argentina was one of
only six countries that voiced opposition to the programme adopted at the International
Conference on Population and Development in Cairo in 1994. Dominant religious institutions
encourage this population policy and help perpetuate inequities within the country given that
only those who can not pay suffer the existing political and legal restrictions t towards
reproductive health services. One consequence of this active "non-engagement" in reproductive
health is the substantial lack of awareness among men and women, and often health providers, of
what reproductive health encompasses (as opposed to maternal-related services), why preventive
cancer or STDs screening is important for both men and women, or how family planning method
use can decrease illegal abortion..

22. Historically, Argentina had developed health policies and programs aimed at promoting
family expansion and restricting access to family planning under publicly funded health care
programs with a direct adverse consequence mainly on the poor who do not have private health
care.. Argentina is now making slow but steady progress in establishing national public policies,
laws, and programs on reproductive health and has advanced on the provision of routine
maternal and child health care in poor urban areas, under programs such as PROMIN, partly
financed by the World Bank. Recently Argentina established national public policies and
programs on reproductive health to facilitate the individual's right to decide the timing and
number of his or her children. However, there is still no national legislation regulating the
provision and distribution of contraceptives, and other reproductive health services, except for
sterilization and abortion, which are prohibited by law.

23. Progress has also been made at the provincial and local levels in legislation and program
development. As part of reforms (1989-1994), the Federal Govenmment transferred the provision
of health, education, and assistance programs to the provinces. Several provinces including Rio
Negro, La Pampa, Chaco, C6rdoba, Mendoza, and Neuquen have established reproductive health
programs, though each varies in their level of implementation. Of the three provinces included
in the current study, only Misiones has developed a policy on reproductive health. In February
1998, the Government of Misiones issued Provincial Decree 92, outlining the Provincial
Program for Integral Family Planning. The objectives include: (i) to promote social and political
change in raising a national consciousness on family planning; (ii) to institute equal access to
reproductive health services; (iii) to ensure access to information and free decision-making on
issues of birth control and STD/AIDS prevention; and (iv) to develop a plan of action for
understanding population characteristics of the most vulnerable groups in order to design
effective programs to meet their needs (Consejo Nacional de la Mujer, 2000). There are no fully
implemented programs or formal evaluations of these activities as yet.

Reproductive health

24. Awareness of reproductive health is very low. For both men and women, the notion of
reproductive health is limited to "something pertaining to a woman's health in her fertile years"
and related to the notion of health in general. It includes services related to maternity and
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sometimes methods to prevent pregnancies, but excludes any notion of prevention. This is likely
to be found among the urban population as well. In this context it is not surprising that
reproductive health is seen as the exclusive responsibility of women because it is related to
motherhood. The concept of family planning for the study population involves two main
dimensions: (i) the knowledge and mechanisms to become pregnant; and (ii) the possibility of
preventing pregnancies. In general, both men and women saw the practice of controlling the
number of births as positive but particularly among women who indicated that family planning
could help them avoid unwanted pregnancies. On the supply side, key service providers
indicated that they did not often have the supplies, the infrastructure and/or the know-how to
provide comprehensive reproductive health services including for cancer and STDs screening or
family planning.

25. Knowledge of the existence of child spacing methods is adequate but use is low.
With respect to knowledge regarding methods to prevent pregnancies, three out of four women
(less frequent among women with less education) have knowledge of different methods.
Regarding family planning use, 51% of women declared to use some type of contraceptive
method. However, only 25% of the women use modem family planning methods. There is a
significantly higher proportion of women in Misiones (63%) that uses family planning,
compared with 58% in Salta and 38% in Santiago del Estero. This could be explained by the fact
that Misiones, as mentioned, has a provincial program that addressed some reproductive health
related issues.

26. Family planning use is more frequent among women that participate in social
organizations (5 5%), and among women in the 31 to 36 years old range. Women who have
seven or more years of schooling (average in the sample = 6.3 years) have a higher probability of
using modem contraception and a lesser probability of delivery. The use of contraception
reduces the probability of a delivery by 11 percentage points. Other studies have demonstrated
the relationship between education and poverty indicating that among better off households, the
probability of having children decreases. This is consistent with the general conclusion of past
studies that poor people tend to have more children. However, in the sample for this study,
economic status (measured as food expenditures) does not affect the probability of using
contraception. In this study there is a higher probability of delivery over the last three years
among those women who have access to health insurance but, as expected, health insurance has
no impact on the use of contraception because family planning is not covered and the overall
coverage rate for rural areas is low.

27. Abortion and adolescent/youth pregnancy rates are high. Women in the study tend to
have early pregnancies. Pregnancy, whether wanted or not, occurs as early as 12 years old,
exposing women to psychophysical risk, social insecurity and vulnerability. While the average
age for the first pregnancy is 18 years old, 16% of the sample have their first pregnancy under 15
years old, and 54% under 19 years old.

28. One of four (24%) women interviewed has had either a natural or induced abortion at
least once in their lives. The women attributed the occurrence of abortion to multiple causes.
While less than 3% of women openly admitted that they did not want the pregnancy (since
abortion is illegal there is a substantial under-reporting), a significant number of causes offered
by women such as excess of physical activity (7%), use of contraceptives (4%), trauma (27%),
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and uterine bleeding (14%) may have an inferred association with induced abortion. Up to 60%
of the causes for losing a pregnancy as reported by women may have been the result of an
induced abortion. About 16% of women in the sample could have had induced abortions. Yet,
there is no substantive information as to how physical or emotional complications of unsafe
abortion are managed. The limited participation in social networks among the women of the
study that was mentioned previously would indicate that there is not a support system at the
community level to help women with counseling about family planning and ways of preventing
abortion or with the aftermath of such event.

29. Prenatal care is limited and postnatal care is almost non-existent. More than 90% of
women indicated that they received at least one prenatal check-up in public hospitals or health
posts during their last pregnancy. However, usually the prenatal control took place during the
last trimester of the pregnancy and particularly within two weeks before giving birth, when
delivery symptoms began to appear or when they had some health problem or difficulty in
carrying out their daily tasks. While in three out of four cases the control was done by a
qualified provider such as a physician, the exam only involved checking the woman's weight and
other basic measurements to estimate fetal development but no blood tests or any lab exams.

30. Nine out of ten women had an institutional delivery for their last pregnancy, and over the
last 15 years the percentage of deliveries occurring in the home without professional care or with
a midwife has dropped almost in half.

31. In sharp contrast to the prenatal control figures, one half of women interviewed did not
received postnatal care after delivery, while one quarter (27%) of women received one check-up.
Only 23% of women attended more than one postnatal care visit. This is important because, in
the majority of reproductive health and safe motherhood programs, it is during the post-partum
period that providers counsel couples or women about child spacing methods, in addition to
breastfeeding, and monitor women's health status especially infection, hemorrhage and anemia.

32. Preventive behavior is very rare. A conscious attitude or intention towards preventive
behaviors does not exist among the women or men in the study. Seven out of ten women (68%)
declared not having had a preventive health consultation in the last two years. Women do not
see the need for periodic check-ups if they do not have a health problem impairing them. In
addition to the women's perception of the need for a check-up, there are other factors that affect
this lack of preventive behavior: (i) even when women are aware of the potential harm of an
illness and the need for preventive controls, the opportunity cost in terms of their daily tasks is
too high; (ii) culturally, women are ashamed of having their genitals examined and their
husbands/partners do not like it either; (iii) the lack of privacy that is prevalent in so many health
facilities and the provider-client relationship that is often not enabling does not help; (iv) access,
including lack of transportation, lack of funds to pay for transportation, and the schedule of the
providers represent an additional burden for this population; (v) economically, going to a health
facility may present real out of pocket expenses because the majority of this population is not
insured and even when they are, they need to cover the co-payment; and finally (vi) even when
women do go to a health facility for a check-up, the services they need are not always available.
Contraceptives are not free and purchasing oral contraceptives in the pharmacy, for instance,
represents an important economic commitment that many are not able to make on a continuous
basis.
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Conclusions and Policy Implications

33. The principal findings of this study can be summarized as follows:

* There is a lack of appropriate, accurate and reliable data for decision-making especially
disaggregated at sub-national levels and between urban and rural populations.
Statistics on reproductive health indicators are scant and dispersed. There are significant
information gaps because the information is out-dated, based primarily on hospital mortality
statistics, and the system is managed at the provincial level with no standards across
provinces.

* Family size has a direct impact on women's income generating capacity and quality of
life as women must fulfill their social roles as caretakers and income earners to ensure
the family wellbeing and livelihood. The tension between the demands of the productive
and reproductive roles decreases women's productivity and psycho-social wellbeing. These
cultural norms of conduct shape how rural poor women organize their lives and participate in
society. Family and social institutions contribute to a situation in which women usually have
little or no bargaining power and balancing their reproductive and productive roles is not in
their control. Wage earning opportunities are low and income generation activities are very
limited, further inhibiting the development of human capacity.

* There is no clear population/reproductive health policy in the country. Current efforts
on responsible parenthood are moving in the right direction but slowly. Without political
will at the national and provincial levels to promote and implement comprehensive
reproductive health programs, the welfare and productivity of rural poor populations,
particularly women, will remain precarious. This applies equally to the urban poor.

* Awareness of reproductive health by both men and women and access to services is
minimal, and use of family planning methods is low. The adolescent and youth
pregnancy rate and the abortion rate are high and there is scant data on the impact of the
existing polices on these high-risk fertility behaviors or related issues of alcoholism or
domestic violence. There are no preventive programs in the health system to address these
issues. Perinatal care is poor and there is no evidence that post-abortion care and guidance
are available.

* There is no evidence of preventive behavior. Men and women seek health services, by and
large, only when a condition causes them impairment to carry on regular duties or because of
a pregnancy related issue. When services are available, lack of health insurance, lack of
transportation and lack of expendable income are key factors in the underutilization of health
services and contraceptives. Moreover, men tend to consider prevention to be the role of
women, and not something for which they should share responsibility.

34. These conclusions point to the need for increasing policy dialogue regarding new
program interventions that would address and focus on the social and health conditions
prevailing in the groups that are of greatest concern from a poverty alleviation and equity
perspective. They also point to the need to integrate men explicitly into the discussion of
reproductive health and prevention.

ix



35. The conclusions also point to several possible policy and programmatic actions:

• Improve the socio-demographic-health information and surveillance system at the
national and provincial levels particularly regarding health/reproductive-health,
population/fertility indicators. To achieve this objective, training for those involved in the
implementation of the monitoring system and clear coordination and communication
mechanisms between provinces and the central government would be needed. There is
opportunity to implement these actions under the Bank-financed Disease Surveillance and
Control Project (VIGIA).

* Facilitate the participation of women in poverty alleviation projects and strengthen
social capital by fostering the establishment of community groups to support the
advancement of women in economic roles (income generation, marketing) and socio-cultural
roles (social organization, education and training, networking). One such avenue is under the
FOPAR component of the Bank-financed Social Protection Project or the proposed Family
Capacity Development Project (PROFAM). Other programs such as the Bank-financed
Small-Holder Development Project (PROINDER) can play a part.

* Strengthening the policy-making framework and advance in the drafting of regulations
and the implementation of priority reproductive health interventions. In addition, periodic
sector analyses are required to inform policy making on reproductive health issues. Part of
this could be addressed under the proposed reform of the Basic Health Care package (PMO)
established for public and private health insurance and for future work on integrated health
services in the country.

* Improve the health insurance options for the rural poor, with special attention to those who
are self-employed. Ensure that reproductive health is properly covered by the various health
insurance options. This could be facilitated through the adoption of provincially sponsored
health insurance programs for the uninsured, as being piloted in several provinces under
Bank supported Provincial Reform Loans.

* Implement targeted population education campaigns to promote reproductive health
and preventive behaviors in rural families at the national and provincial levels. The focus of
these campaigns must be broadened to include youth and the male partners in the decision-
making process. These educational efforts efforts should also focus on enabling women to
better bargain for their reproductive health needs, as well on issues such as gender roles, high
risk behaviors, family size and domestic violence. These activities would be consistent with
the present campaigns to promote the use of condoms for prevention of HIV infection,
supported by the Bank-financed AIDS Prevention Project (LUSIDA) and could be part of a
more broadly based health promotion and prevention programs as being proposed by the
Ministry of Health.

* Develop adult education programs for women between ages 15 to 35 to complete their
secondary education. Completion of secondary education has been shown as one of the key
factors intervening in the adoption of family planning practices, preventing teenage
pregnancy, preventing abortion, and improving maternal and child health. This is an area in
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which there is presently little being offered and needs to be thought through as part of a
broader program of adult education and life-time learning.

* Improve delivery of reproductive health services so that they can meet the needs of rural
poor populations. On the supply side, this involves addressing what services are offered and
which are needed, the quality of these services, how clients are counsel, the extent to which
the services are friendly to youth and men, and issues of access and costs. In addition to
improving the scope and quality of the services provided, health facilities in rural areas need
to be properly staffed and equipped with materials and supplies. Regarding the type of
services most needed, the study suggests the priorities to be: (i) early and complete prenatal
control, including nutritional status; (ii) postpartum controls, including port-abortion care;
(iii) routine breast and cervical cancer check-ups; and (iv) family planning for women, men
and youth. In addition, promoting health preventive behaviors for men and women
(including unwanted pregnancies) as well as the prevention and treatment of alchool abuse
and domestic violence is highly recommended. While the Bank-financed Maternal-Child
Health Care Project (PROMIN) has advanced in poor urban municipalities, there remains
much to do to incorporate the services recommended above and to expand coverage to rural
areas.

* Develop a comprehensive cross-cutting reproductive health approach through
government programs at the national and provincial levels. Emphasis should be given to:
(i) increasing the educational attainment and training of women to increase their control over
their reproductive process and to foster their income generation capacity; (ii) expanding the
scope of social programs to include reproductive health issues in a broader framework that
links individuals reproductive and productive roles; (iii) strengthening female and male
participation in social organizations to facilitate the cultural change required to advance
reproductive rights; and (iv) further develop legislation, policies and programs promoting
comprehensive reproductive health inforrnation and services in schools, communities, work
sites, and health facilities. The National Council of Women has a key role in advocating
programs such as these, working on cross-cutting themes and involving diverse stakeholders.

36. Reproductive health cannot be divorced from broader socio-economic and political issues
that shape and are shaped by reproductive behavior and conventional perceptions of the roles of
men and women. Over the past decade the health/population community has learned much about
what constitutes effective reproductive heath programs and about the role that gender and
women status play in the development of human capacity so that women and their families can
live healthy and productive lives. Some of the lessons highlight the importance of high-level
political commitment in the part of the government, reliable data for decision-making and policy
dialogue, fostering civil society participation at the local level, building providers skills, and
strengthening analytical capacity for policy-making and implementation. This study shows that
family size does affect women's economic opportunities and that cultural determinants of gender
roles, combined with only a partially responsive health system, can perpetuate the cycle of ill
health and poverty. The sustained commitment of the World Bank and the Government of
Argentina to the alleviation of poverty means that reproductive health needs to move to the
forefront of the national policy agenda.
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CHAPTER I

INTRODUCTION

A. Origin and Rationale for the Study

I. Starting in the early 1990s, Argentina has been undergoing significant economic
and social transformations that have resulted in strong average economic growth and low
inflation accompanied by persistent poverty, notably among certain social groups, rising
income inequality, high unemployment, especially for the unskilled, and significant
regional disparities. These results indicated that Argentina still has much to do to include
all in the benefits of economic reform and to address many deep seated social concerns
which have a direct bearing on poverty reduction. One of these is reproductive health.

2. These concerns are amplified when it comes to rural populations. Poverty in
Argentina has been largely viewed as an urban problem partly because the rural
population represents a small fraction of the total population (only 11% according to
INDEC 1999 population estimates) and it is mainly out of sight, concentrated in the
Northeast and Northwest provinces. However, recent estimates by the World Bank
indicate that the poverty rates in rural areas are double the urban rates, reaching in some
Northeast and Northwest provinces up to 70% of the rural population.

3. At the same time, the Voices of the Poor, as well as a report on Gender Relations
in Argentina, suggested that, despite significant progress in gender issues, women
continue to suffer disproportionately the effects of poverty and high-risk poverty
behavior, particularly in rural areas. Significant disparities were identified regarding
participation in labor markets, access to services, and salary gaps among others. Also,
specific indicators such as maternal mortality (extremely high in certain regions) and
access to reproductive health services, particularly among the poor, were of high concern.

4. The World Bank's current Country Assistance Strategy (CAS) for Argentina
emphasizes three themes: (i) enhancing social development, including poverty alleviation
and human resources development; (ii) improving the performance of the state,
particularly at the sub-national level; and (iii) consolidating structural reforms. The CAS
identifies priority issues that require specific attention. These include, among others,
focusing public health care expenditures on those without health insurance, and
promoting responsible parenthood and family capacity development because of the
relationship between large family size and poverty, as well as focusing on the rural poor,
including indigenous populations, who have been largely forgotten. The study presented
in this report contributes to the poverty reduction strategy for Argentina in that it
examines the relationship between reproductive health and poverty in rural areas and
addresses the impact that gender identity and roles have on certain reproductive health
issues and behaviors. This report proposes some preliminary recommendations meant to
stimulate policy dialogue and decision-making.
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5. The report is organized into five chapters, including this introduction. Chapter 2
provides an overview on the relationship between reproductive health and poverty issues
from a gender perspective and a review of key reproductive health issues in rural
Argentina. The current legal framework, existing policies and programs at the provincial
and national levels are discussed in Chapter 3. Chapter 4 presents basic (secondary) data
characterizing the provinces and the population studied. This includes the socioeconomic
profile of the sample, household management, productive and reproductive activities, as
well as the impacts of women's reproductive health issues on quality of life which are
discussed in light of gender identity and attitudes. Finally, Chapter 5 of the report
presents the conclusions and discusses policy issues.

B. Study Design and Methodology

6. This report presents the findings of an exploratory study conducted in poor rural
areas of three provinces in Northern Argentina (Misiones, Salta, and Santiago del
Estero)2 . The three provinces included in the study were selected based on several
criteria: (i) largest concentrations of rural population, particularly small (minifundista)
landholdings; (ii) high poverty rates, (in rural areas it affects over 50% of households);
and (iii) poor performance on health and basic needs indicators (OPS/OMS, 1999).

Statement of the Problem

7. Reproductive health is fundamental to improving human welfare, reducing
poverty, and promoting economic growth. From an economic standpoint, it affects the
productive potential of women and contributes to increase women's (and the
household's) vulnerability to poverty. At the same time, reproductive health issues
contribute to define gender roles and identity as well as women's participation in
different spheres of society. As such, it is essential to gender relations and to the
empowerment and social inclusion of women.

8. Most effects of high fertility on individuals are hypothesized to be adverse. One
adverse consequence is more rapid succession of children that limits women participation
in the labor market increasing their dependency. A mother's domestic work increases
disproportionately in relation to other adults in the household as the number of children
grow. Mothers of large families spend more time pregnant, breast-feeding, and caring for
children, especially early in their life cycle. Further, empirical evidence suggests that
children with more closely spaced siblings are at greater risk of long-term malnutrition
and underweight, besides all the health risks for the mother. In 1999, the World Bank
published a report on the lessons learned from 10 years of safe motherhood programs.
This report asserts that the burden of frequent, unwanted, or ill-timed pregnancies can
cause emotional and economic hardship to women and their families; and that poor
maternal health "drains women of their productive energy, jeopardizes their income-
earning capacity, and contributes to their poverty" (World Bank, 1 999a, p.6).

2 For a detailed description of the methodology see Annex 1, Volume II.
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9. In rural Argentina, family size has been identified as the single most important
social characteristic contributing to poverty. A past study showed that in many ways the
difference between poor and non-poor rural families was not so much the level of income
for the family per se but the number of family members who had to be fed, clothed, and
housed on that income. In addition, female-headed farm households are more likely to be
poor and mothers and children living alone are more likely to be disadvantaged than
those living in extended female-headed households. Gender differences are also
significant in determining opportunities for off-farm earnings (World Bank, 1997).

10. Lack of support, poor access to health services, and domestic violence have
resulted in multiple reproductive health-related conditions that impair rural women's
productive capacity and well being. There are some clear disparities between urban and
rural areas, such as the percentage of births attended by a health professional, which is
96% for the nation, yet 75% for the rural areas. Another example is contrast between
maternal mortality rates, which reaches up to 65 per 100,000 live births in rural areas,
compared to 48 for the whole nation. Women in the northern provinces of Argentina
have a general mortality rate approximately 4 times higher than men. While these
provinces have only 20% of live births, 25% of the total infant mortality and 38% of
maternal mortality are concentrated in these provinces (OPS/OMS, 1999.). However,
despite the importance of these factors, many health and social issues associated with
women's reproductive health are scarcely known even in urban areas but more so in rural
areas.

Objectives

11. The study aims at providing empirical evidence for policy dialogue and program
design and implementation. In particular, the study can serve as a guide for integrating
reproductive health concerns into on-going development programs, including those
financed in part by the World Bank, and for reaching out to excluded populations. To
realize this goal, quantitative and qualitative data from primary and secondary sources
were gathered and analyzed in order to contribute to a better understanding of
reproductive health issues in the context of rural poverty alleviation strategies.
Specifically, the objectives of the study were to:

(a) identify the knowledge, attitudes, and practices related to reproductive health of
poor families in rural areas of northern Argentina,

(b) explore the impact of reproductive health issues on women's quality of life, with
special attention to the question of whether reproductive health issues affect the
ability of rural, poor women to increase their income generating potential and to
participate in activities and programs designed to fight poverty,

(c) identify key reproductive health issues that would be necessary to address in any
strategy to alleviate rural poverty particularly to improve access to income
generating activities of poor rural women, and
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(d) provide information and recommendations that would facilitate the discussion of
policies and programs aimed at advancing poor rural women in Argentina, their
productive capacity and reproductive health status.

Conceptual Framework

12. This report builds upon a holistic approach that places reproductive health issues
on a framework that links health, environmental, political, economic, social, gender,
human development, and social justice dimensions including human and reproductive
rights (Rodriguez-Garcia and Goldman, 1994). By making these aspects explicit, this
framework leads to a greater transparency of the role of social institutions in improving
human development in general, and women's empowermnent and quality of life in
particular. This conceptual framework uses a social exclusion approach to analyze the
relationship between poverty and reproductive health issues and utilizes the WHO
definition of health as "the state of complete physical, mental, and social well being, and
not merely the absence of disease or infirmity."

13. Figure 1, below, illustrates the relationship between reproductve health issues and
the different dimensions that contribute to women's social inclusion. At the micro level,
this framnework places social inclusion as the core of economic and social development.
This framework asserts that individuals exist within physical and cultural environments
and, therefore, to comprehend individuals' behavior and quality of life, one must exarnine
their economic, social, cultural and health context and how the public and private spheres
of their lives interact to achieve social inclusion.

Figure 1
Reproductive Health and

Women's Inclusion
Household

Environment

lOpportunitiParticiaption)

Women"s 
Gerider ~t Inclusion g ~Equity

Socialization productiveA
\and Education \ Health /
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Environment

Source: Adapted from Rodriguez-Garcia and Macinko (1 994)
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14. Figure 2 depicts the relationship and interacions between the public-private
domains and the reproductive-productive roles and is used in the study to analyze how
reproductive behavior is affected by multiple factors, including the development of
gender identity. It is grounded on gender constructs and illustrates women's activities in
the context of their social roles of production and reproduction. The activities in the
different spheres are not mutually exclusive. In fact, women play many roles, which
often overlap. Women's self-identity cannot be disassociated from issues of equity,
reproductive rights, gender, education or economic opportunities as shown in figure 1.

Figure 2
Dimensions of Women's Activities and Roles

Repro uctive

Social Production Sexual Reproduction
Caregiving Household work
Family networking

Public Self Identity ==-Private

Wage work Subsistance production
Accumulation
Social networking

ProdActive

15. In this context, poverty and social inequity affect women's productive and
reproductive functions. Thus, the processes of socialization which tends to reproduce
traditional concepts of gender roles and associates women's identity with maternity has a
major influence in the reproductive behavior and the exercise of reproductive rights.
Analogously, this framework suggests that, in order to be enabled to make decisions
about one's own sexuality and reproduction, minimal conditions are necessary in terms of
education, access to economic assets and health.
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CHAPTER II

REPRODUCTIVE HEALTH AND POVERTY

A. Global Context

16. The International Conference on Population and Development (ICPD) held in
Cairo in 1994 shifted the until then prevailing rationale for analyzing reproductive health
issues from one focusing on achieving demographic goals to one emphasizing the
importance of meeting the basic reproductive needs of men, women, and adolescents.
ICPD defined reproductive health as:

"... a state of complete physical, mental and social well-being, and not
merely the absence of disease or infirmity, in all matters relating to the
reproductive system and to its functions and processes... In line with the
above definition, reproductive health care is defined as the constellation
of methods, techniques and services that contribute to reproductive
health and well being by preventing and solving reproductive health
problems.... (UNFPA, 1995)."

17. One year later, the Fourth World Conference on Women held in Beijing called
attention to the close relationship between reproductive health issues, poverty and
vulnerability. In June 2000, the United Nations conducted a review of the progress made
on the Platform for Action (PFA), consisting of the 12 recommendations that resulted
from the Women's Conference in Beijing in 1995. The results of this review show that
progress has been made with regard to increasing the visibility of the needs of
adolescents and domestic violence but, by and large, the objectives of decreasing the
poverty and vulnerability of women have remained elusive (Mehra et al., 2000).

18. In this context, reproductive health cannot be disassociated from the basic
concepts of security, dignity, equity, and human rights (Rodriguez-Garcia and Ahkter,
2000). In addition to the benefits for the current generation, reproductive health has a
significant effect on the health and productivity of the next generation as well. In
contributing to sustainable development through improving equity, quality of life, and
economic potential, investing in reproductive health confers benefits to the society as a
whole (World Bank, 1995).

19. The impact of reproductive health issues on poverty and overall women's quality
of life cannot be comprehended without understanding the relations within the household,
the interaction of women's reproductive and productive work, and the income generation
strategies that different members of the household develop. For the vast majority of poor
households, those relationships contribute to securing the reproduction of the unit and, as
a consequence, women and children's work tends to be subordinated to the need of

6



generating enough income to sustain their own livelihood (Acosta-Belen and Bose 1990;
Kirkwood 1986; Leacock 1981).

20. To reduce reproductive health issues to a pure physical-health dimension would
ignore the fact that gender roles correspond to a certain economic, social and cultural
order that helps to ensure the maintenance of social relations and the reproduction of
social units. In that context, reproductive and productive activities (including non-wage
labor) are shaped by the relationship between women's work, household strategies and
control of the biological reproductive process. While productive work (either waged or
non-waged) generates goods and services that are primarily circulated on the markets,
household work tends to complete and add value to products already produced in the
market and, more importantly, reduces the costs of reproducing the household unit,
thereby facilitating the production of goods and services that otherwise would require
wage labor. (Fraad, Resnick & Wolff 1989; Nash, 1990; Weston and Rofel 1985).

B. Houstholds, Production, and Reproduction

21. Understanding the impacts of reproductive health issues on rural poor women's
quality of life and status requires examining the structure of the household and the
division of labor within it. A central tenet of household analysis is that household labor
splits into two components, the productive - production of goods and services for the
market, and the reproductive - which includes the production of goods and services for
household consumption. In this context, work is understood as labor that produces
something of value for other people, which includes household or domestic work
required for the reproduction of the workforce and wage-work and other income
generating activities (Gerstel and Gross, 1987; Hartman, 1987; Mann, 1990). In all
societies gender is the primary means of determining the division of labor and
responsibilities for their members. Being male or female is a biological fact but
becoming a man or a woman is a cultural and social process (Correia, 1999). Gender
analysis is crucial because it looks at the social scripts people are exposed to, the type of
choices they see as viable and legitimate, and the cost and benefits associated with those
choices (Staudt, 1994).

22. In Latin American culture, particularly in rural areas, sex roles are clearly defined.
Even though there is variation among countries when compared to other parts of the
world, some uniformity exists. The household is the basic unit of reproduction, and
within it the relations between sexes are hierarchical and involves a clear division of
labor and areas of activities. In this division, while women often are responsible for
domestic tasks associated with the private sphere of reproduction and maintenance of the
family as well as productive roles, they do not participate in the public sphere of social
and political life on equal grounds with men (Acosta-Belen and Bose 1990; Deere 1982;
Jelin, 1990). Although women are increasingly left alone to care for the family, the
children, and the farm, due to seasonal migration strategies, the power of this social
construct is pervasive in most rural households as single female-headed households tend
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to reproduce similar practices and are bound by social relations that maintain women's
subordination.

23. Along with the division of labor, child rearing and domestic work are culturally
defined and women tend to be circumscribed to the reproductive functions. In poor rural
areas, among small farmers, women reproductive role becomes essential for the
maintenance of the household unit (Babb, 1990; Deere, 1982; Friedmann 1986; Mann
1990). Thus, the biological reproduction process becomes an asset subject to control and
what shapes the relation of the sexes is the way in which socio-economic processes are
organized in function of the production of goods and services needed for exchange. In
that process, while men achieve upward mobility through their work, women's social
mobility is attached to the fulfillment of their (culturally defined) role as nurturers
(Acker, 1990; Kelly-Gadol, 1987).

24. When rural women establish domestic partnerships (either through marriage or
common agreement), they generally become responsible for the daily
domestic/reproductive activities of the family. In addition, they are responsible for
activities in subsistence agriculture, such as caring for a home garden, raising animals,
baking, and milling of grains (Barone, 2000; Schiavoni, 1992). Rural women may spend
an average of 16 hours per day in productive and reproductive activities, and in crunch
days of harvest periods, a woman's workday is increased by at least two hours.

25. The concept of the family as a nuclear and homogeneous unit misrepresents
reality, particularly among poor rural households. The family is the basis of the
household as far as it involves the management of sexuality and family reproduction. In
turn, the household evolves around the management of supra-individual property
organized for the production of goods and services. Basic contradictions regarding
access, control and redistribution of resource arise which depend not only on the family
life cycle but crucially on the organization of economic production (Babb, 1990; Mann,
1990; Schiel, 1984; Smith, 1984; Von Werholf, 1984). As a result, in poor households,
childbearing tends to increase women's dependence on the wage earners and households
become primarily income pooling units rather than income producing units (Hartmann,
1987).

C. Rural Poverty, Gender and Reproductive Health

26. The World Bank (2000) estimates suggest that an estimated 1.2 billion people live
on less than US $1 per day. Of those, about eight hundred million live in rural areas,
with more than half of these being women. Paradoxically, the survival of poor
households often depends disproportionately on women's income, which is lower than
that of men because they are often not paid or are paid less (Mehra et al., 2000). In many
parts of the world today there is an increasing trend towards what has been termed the
"feminization of agriculture." As men's participation in agriculture changes, the role of
women in agricultural production becomes even more dominant. Rural women produce
up to 80% of food in developing countries. Even when grown as part of subsistence
agriculture, crop surpluses may be exchangeable for goods or cash. However, this work,
for the most part unpaid, is not counted in economic terms. Therefore, women in
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subsistence agriculture are not likely to be counted as members of the labor force, nor are
they valued equally to a wage employee. (See Table 1)

Table 1: Comparative earnings of women and men in agriculture (1988)

Region Ratio
Asia _ 0.70
Asia, excluding China and lndia j 0.54
Sub-Sahara Africa 0.51
Near East & North Africa 0.57
Latin America and the Caribbean 0.73 _
Source: Jazairy et al., 1992

27. A number of studies and experiential analysis, as cited by various authors and
institutional reports, show that the relationships between gender, poverty, and
reproductive health are extremely significant (Seligman et al., 1997; Center for
Reproductive Law and Policy, 1997; Alan Guttmacher Institute, 1998; World Bank,
1999; Ashford and Makinson, 1999; Mehra et al., 2000).

28. Rural, poor households combine multiple productive activities to survive.
Women play a significant productive role, providing cash income, labor for on-farm
activities, and other key productive tasks that ensure the subsistence of the household and
contribute to better quality of life of its members. Evidence from diverse country settings
- Burkina Faso, Cameroon, India, Lebanon, Nepal, and the Philippines - suggests that
when the time spent on home production is valued, women contribute between 40 to 60%
of household income (World Bank, 1994). At the same time, women are also more likely
than men to spend their income on family welfare. In Guatemala it takes fifteen times
more spending to achieve a given improvement in child nutrition when the income is
earned by the father than when it is earned by the mother (World Bank, 1993).

29. There is a close correlation between poverty and the size of the household. In
Argentina, some of the most significant variables associated with rural poverty are
dependency ratio and family size (World Bank, 1997). In general, households with
unsatisfied basic needs contain on average more than twice as many children as other
households (World Bank, 1993). However, having a large number of children continues
to be considered a major asset and source of immediate and long-term economic and
social security for rural women (Roca, 1994).

30. A study conducted in Argentina in 1999 examining the relationship between
gender, premature mortality, and low income found that rates of premature mortality are
highest in the poorest provinces of the nation. Furthermore, premature mortality in these
regions was found to be much greater among female populations than among male
populations. In provinces with low average -incomes, women suffered 54% more
potential years of life lost than their male counterparts (Bortman et al., 1999).

31. Rural fertility, which is higher than urban fertility across developing regions, can
be closely linked to women's lower socio-economic status. Throughout Latin America
the proportion of adolescent women in rural areas who have seven or more years of
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education is one-half to one-third of that of adolescent women in urban areas (AGI,
1998). Women in rural areas and those with little education are unlikely to delay
childbearing until age 18. A large proportion of adolescents gives birth outside of a
stable relationship, adding emotional and financial strains to motherhood. These young
women have to cope without partner and/or family support at the same time that they see
their ability to get the skills demanded for good jobs curtailed, thus limiting their ability
to attain economic self-sufficiency (AGI, 1998). Upon the arrival of children, women
often withdraw from the labor market in favor of caring for the home and family.
Women may return to the labor market after the arrival of children if they are single
mothers or if their partner is unemployed. On the other hand, the decision of women or
girls living in poverty to work outside of the home is determined to a large extent by the
needs of the domestic unit and the particular life cycle phase of the family. This
panorama suggests that development opportunities for women are likely to reap more
benefits if designed to address all dimensions of social exclusion, including reproductive
health issues, which involves empowering women to share decision making, particularly
regarding reproductive issues.

32. Poverty undermines women's security and ability to use the political-legal
apparatus, making them more vulnerable to violence, abuse, and disease (ICRW, 1999;
Schuler et al., 1998). Furthermore, frequent births and poor health and nutritional status
often decrease women's quality of life. The taxing nature of the productive and
reproductive work (refer to Figure 2) of rural women imposes severe time constraints,
limiting their access to social and health services as well as social networks, when these
are available (Rosenhouse, 1989).

33. Despite that both women and men play critical roles in poverty reduction, gender
bias and gender blindness persist. The contribution of women farmers is poorly
understood and widely overlooked. Gender equality is not only a matter of social justice
but also of good economics. Gender inequalities create inefficiencies that hamper
growth. As recent studies demonstrate, high inequality, especially in the accumulation of
human capital, is a constraint to growth (World Bank, 2000). In addition, there is strong
evidence that investing in women will generate important benefits for society in the form
of lower child mortality, higher educational attainment, better nutrition, and slower
population growth. By directing public resources toward policies and programs that
reduce gender inequality, policymakers not only promote equality but also lay the
groundwork for slower population growth, greater labor productivity, and stronger
economic growth (World Bank, 1995).

34. As research has shown the underlying factors and the different elements of
poverty and how it affects women, it has become clear that poverty for women is more
than income deprivation, and it has important political, social, cultural, educational and
economic dimensions (Rodriguez-Garcia et al., 1996; Mehra et al., 2000). It is not
surprising, though, that fifty years of economic development have not significantly
improve the economic status of women by only promoting "more and better jobs" or
income-generating activities as the way out of poverty (Mehra et al., 2000; Moser, 1989).
Without concomitant efforts to establish and/or enforce laws and legislation; provide
women with education, including business and other skills; support women's changing
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public role; strengthen social networks; and raise men's awareness and acceptance of
these changing roles, real progress is unlikely to occur.

35. The cycle of poverty is perpetuated in poor households with large families
because of the effect poverty and lack of control over the reproductive process have on
future generations. Strategies to alleviate rural poverty are more likely to succeed if
women are viewed within their own social, cultural, economic, political, and health status
realities; that is if the multiple dimensions of women's social exclusion are addressed at
the strategic and practical levels (Refer to Figure 1). Within this context, enhancing
economic options for women and reproductive health, women's health in particular, are
seen by most as the cornerstone of poverty alleviation strategies.

D. Gender Roles and Poverty in Argentina

36. An analysis of gender in Argentina found that significant progress has been made
in reducing gender gaps, increasing women's participation in the labor force, and
augmenting educational enrollments for both sexes. Yet, there remain important gender-
based differences in earning potential in both the formal and informal sectors (Correia,
1999). Women's capacity to improve their human capital depends on their ability to
access earning opportunities, to benefit equitably from them, and to control the size of
their family; actions that are all out of reach for the majority of rural women. According
to this review (Correia, 1999), the economically active female population in Buenos
Aires increased from 33% in 1980 to 38% in 1991. During the same period, male
participation in the labor force remained at 76%. However, despite these substantial
changes in the gender composition of the labor force over the past decades, the division
of labor at the household level has seen little change.

37. Educational attainment in rural areas is improving across generations. Data from
a World Bank study (1997) indicate that females still lag behind males in terms of
illiteracy and completion of primary education. However, the main educational problem
for both men and women is that the majority of rural children fail to enter secondary
school (See Table 2).

38. Children are expected to assist their mothers in domestic responsibilities.
However, life choices of female children, such as whether or not to attend school or
whether to work outside of the home, are often determined by the needs of the family
group (Barone, 2000). Female children begin assisting with household work at early
ages. If the family decides it may be advantageous for an adolescent daughter to work
outside of the home, a young woman may begin working for a wage around the age of
14, most commonly as live-in domestic help or agricultural worker. Though both males
and females begin working at early ages, females face restrictions to dispose freely of
their income. The level of participation of women in such activities depends on the social
position of the family. Once a family farm achieves a certain level of capitalization,
thereby reducing the amount of labor required, women and girls may be freed from some
on-farm agricultural work. At the same time economic constraints is one of the key
factors contributing to the decision of young females to establish their own family unit
and to start their biological reproductive life (Barone, 2000).
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Table 2: Evolution of School Attainment in Rural Areas

Male Femal Male Female Male Female
Illiterate ____ 24.0 39.9 7.3 16.4 8.8 _ 12.8
None _ __ _ _ _2.0 1.6
Primary Incomplete 53.2 44.3 61.8 55.2 23.4 28.9
PrimaryComplete 11.3 9.0 22.9 18.9 51.7 39.0
Secondary 0.9 0.8 6.4 _ 7.6 13.81 _ 13.4
Tertiary/University 0.1 0.1 0.6 0.4 2.0 5.8
Other__ 0.1 0.4 ___ _ 0.5
Missing 8.0 4.1 0 _ _ 100.0
Total X_ _ 100.0 100.010. 100.0_ I 100.0 100.0

Xlds R :children still in K-1i7 mncluding some with 1-2 years of primary school.

Source: World Bank 1997. An Analysis of Rural Poverty in Argentina

39. The percentage of female-headed households in urban areas of Argentina
increased from 19% in 1980 to 22% in 1997 (SIEMPRO, 1997). In rural areas of
northern provinces 11% of small farms (minifundios) are female-managed (World Bank,
1997). Among per capita expenditure quintiles, female-headed farm households are more
likely to be poor and gender is significant in determining opportunities for off-farm
earnings. Female headed farms are smaller (60% of the size) than the farms run by
males, and net income per hectare reaches only 66% of that of males (World Bank,
1997). Further, female-headed farms may not be necessarily female-owned because the
land titling may often involve only the male head of household since culturally men are
always seen as the head of household.

40. According to a study conducted in Argentina by Gallart et al., (1991), income
differences among urban men and women can be attributed to the fact that the self-
employed sector is highly segmented by gender and that women tend to juggle domestic
and work responsibilities. In 1997, it was estimated that Argentine women made only
71% of the income of their male counterparts. Women face greater restrictions than their
male counterparts because of their domestic responsibilities, which limit their time,
mobility, and flexibility to take advantage of better paying jobs (Correia, 1999). In
addition, Argentine women have less access to credit. According to data generated by the
Global Credit Program for Micro and Small Businesses, funded by the Inter-American
Development Bank, only 13% of all credit awarded under this program in Argentina was
directed towards women. In rural areas, one reason for this was the need for collateral
which, though difficult for all small businesses, is more so for female farmers.

41. Despite differences in agro-ecological regions and in production systems, gender
roles among rural, poor Argentine families may be characterized as fairly rigid, with the
female partner being responsible only for some productive and social reproductive
activities (Barone, 2000; G. Schiavoni, 1996). Gender roles are so imbedded in rural
areas that even when the husband is away for some considerable time, women tend to
identify the husband as the head of the household (L. Schiavoni, 1994).

E. Reproductive Health in Argentina
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42. First and foremost, there is little national data on reproductive health or family
planning in Argentina, and there is almost no information desegregated for rural women.
Table 3 provides comparative data on key reproductive health related indicators from
different regions of the world and Argentina (aggregate). By and large, Argentina is
doing better than many less developed countries, including South American countries. It
is noteworthy, however, that in almost all indicators, Argentina is closer to the less
developed world than to the more developed. This situation is partly explained by the
lack of an integrated reproductive health policy in the country-present policies are
focused on pregnancy related interventions only. According to a national diagnosis of
reproductive health conducted, in the mid-late 1990s, the reproductive health profile of
Argentina is worrisome and precarious due to specific economic, social, cultural, and
institutional factors (Gogna et al., 1998). These include the low social status of women;
the sexual division of labor and lower pay for women; lack of reproductive health
services, including famnily planning for both men and women; lack of insurance coverage,
day care, and preventive health services, particularly cancer and STDs screening; and
lack of social services dealing with domestic violence and other situations of abuse and
neglect. However, it is important to note that, while the data are valid for the nation as a
whole, there are likely to be significant differences among rural, poor populations,
notably in terms of access to health services, quality of health services, and lack of
information (Gogna et al., 1998)

Table 3: Comparative Reproductive Health Indicators

-,s"imateNs Argentiia Morc South L. s

D )eveloped Atnerica 1k e)pevdI-'

Averaeaar a g ars ) t 23 25 20 21
Total Fertility Rate (TFR) - 2.6 1.5 3.7 2.7
Percent TFR attributed to age 15-19 l 12 10 13 14
Birth per 1000 1 19 11 23 29
Deathper 1000 8 10 6 9
Natural Increase (Annual percent) 1.1 0.1 1.7 1.9
Infant Mortality 19 8 34 69
Population with AIDS (percent) | 0.7 0.3 0.6 1.7
Life expectancy at birth (years) l

Total i 73 75 69 62
Male 70 72 66 60
Female _ 77 79 73 63

Source: 2000 World Population Data Sheet, and Youth 2000, Data Sheet Population Rerence Bureau*China Excluded

43. A direct, negative relationship has been seen in other Latin American countries
between the availability, use, and quality of prenatal and delivery services and maternal
mortality. However, in Argentina in recent years there has been an increase in the
number of maternal deaths occurring in health centers. This indicates the need to address
issues of quality of reproductive health services and referral systems as well as the
availability of health information (Ministerio de Salud y Acci6n Social, 1996).

44. About 80% of maternal deaths in developing countries are direct obstetric deaths
resulting from "obstetric complications of the pregnant state from intervention,
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omissions, incorrect treatment, or from a chain of events resulting from any of the above"
(WHO, 1997). In Argentina, it was found that maternal death is principally due to lack of
access to family planning methods, clandestine abortions, and lack of access to health
services. All of these causes are, for the most part, avoidable (Correia, 1999).

45. A 1996 report by the Argentine Ministry of Health and Social Action describes
four fundamental characteristics of maternal mortality in Argentina: (i) maternal
mortality can be reduced in the majority of cases through technology and knowledge
already available; (ii) the vulnerability of females during the reproductive period is
greater due to factors associated with pregnancy and childbirth; (iii) the risk of death
during the reproductive period increases with each pregnancy, indicating the importance
of family planning and the reduction of fertility rates; and (iv) maternal mortality is
greatest among women of low socio-economic status living in areas with limited access
to health services. These findings are congruent with the study conducted by Gogna, et
al. (1998).

46. Disparities between urban and rural populations emerge when examining
perinatal care in Argentina. The percentage of births attended by trained health personnel
is 96% in the nation, while only 75% in rural areas. The maternal mortality ratio may be
as high as 65 per 100,000 live births in rural areas, compared to 48 per 100,000 live births
nationally (Correia, 1999). The World Health Organization reported that the poorest
provinces of Argentina contained only 20% of all live births in the nation. These areas
also contain 25% of all infant mortality and 38% of maternal mortality. This represents
excess mortality equaling 51% and 58% respectively (Bortman et al., 1999).

47. There is also a direct correlation between fertility rates and rates of maternal
mortality in Argentina (Ministerio de Salud y Acci6n, 1996). On a world-wide scale,
more than one-third of the global burden of disease of women aged 15-44, and over one-
fifth of that for women aged 45-59, is caused by conditions that afflict women
exclusively (maternal mortality and morbidity and cervical cancer) or predominantly
(anemia, sexually transmitted diseases, osteoarthritis, and breast cancer) (World Bank,
1993). Despite the need for family planning and maternal health services, women often
lack access to relevant information, trained providers and supplies, emergency transport,
and other essential services. Furthermore, cultural attitudes and practices may impede
women's use of services that are available. For example, decisions about whether to seek
health care are generally not the woman's alone but are often made by her husband or
mother-in-law (Thaddeus and Maine, 1990).

48. Pregnancy in early adolescence is of particular importance, as it has additional
harmful effects and sets in motion an intergenerational cycle of ill health and growth
failure (World Bank, 1994). Pregnancy among adolescent girls continues to be a problem
in Argentina, mainly in areas with high levels of poverty. Studies conducted in Argentina
by Pantelides and Cerrutti (1992) and Pantelides (1995) found higher national rates of
adolescent pregnancy among girls with less formal education. Other risk factors for early
pregnancy included: (i) having had a parent who had his/her first child before the age of
20; (ii) having a sibling who had become an adolescent mother; and (iii) having had a
parent, particularly the mother, absent from the home (Correia, 1999).
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49. Today, access to family planning services is irregular in Argentina. Available
statistics show that use of contraception is common only among 50% of the population.
Adolescents, individuals from the lowest socio-economic levels, and rural populations are
among those with the most limited access to family planning services. In the province of
Santiago del Estero, it is reported that family planning services are not available at rural
health posts. Although one of the most popular forms of contraception among Argentine
women, the birth control pill costs approximately 5 dollars per month, making it
inaccessible to the majority of rural, poor women and many urban, poor women.
Furthermore, a study conducted in Argentina by Pantelides et al. (1995) showed that
more than 40% of all adolescents surveyed used no form of birth control, with 25% of
adolescent females abstaining from the use of contraception due to a wish to become
pregnant.

50. Another important issue in the health care of women is sexually transmitted
diseases (STDs). In general, women know less about STDs and HI V/AIDS than do men,
learn about them later, and are less likely to hear about them from the mass media (Liskin
et al., 1992). Sexually transmitted diseases, including gonorrhea, syphilis, and
HIV/AIDS, affect both men and women. However, women are not only more susceptible
to these infections than men but are also more likely to be asymptomatic and experience
complications from untreated reproductive tract infections (World Bank, 1998, 1 999a).
In addition, cultural issues and gender relations affect the sexual health of the partners
(World Bank, 1994). A qualitative study on gender stereotypes, power relations, and
risks for STDs conducted among both men and women in a low-income neighborhood in
Greater Buenos Aires, Argentina, demonstrated the link that exists between health/illness,
sexuality, and gender (Gogna and Ramos 1998). The study found that beliefs regarding
STDs and the risk of infection were strongly tinted by deeply rooted ideas regarding
gender identities, gender relations, and sexual matters and that STDs have a very special
social and cultural meaning that greatly affects prevention and treatment behavior. For
some women, the eventual risk of being beaten or abandoned, or of losing a source of
emotional or financial support, far exceeds the perceived health risk of a STD. Studies
on the use of contraceptives and condoms have yielded similar findings.

51. A key factor defining opportunities for inclusion and equal access to services is
health coverage. According to data obtained through the 1991 National Census of
Population and Housing, 36% of the total population lacked health insurance coverage,
though this percentage was slightly higher (38) for women of reproductive age (Felder
and Oszlak, 1998). In 1995, the percentage of the population relying exclusively on the
public sector for health care was estimated to be even higher, affecting 46 percent of the
population (PAHO, 2000). Access to health insurance could be either through social
health programs (Obras Sociales) that are funded jointly through employer/employee
contributions or private health insurance plans. It has been reported that since 1991, the
percentage of Argentineans with health coverage has decreased, due to: (i) increased
rates of unemployment and underemployment, resulting in less access to social health
programs; and (ii) reduced standard of living among members of the middle class,
causing them to drop expensive private insurance plans (Felder et al., 1998). In 2000,
PAHO estimated that 51 percent of the total population of Argentina received health
coverage through social health programs (PAHO, 2000).
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52. The specific characteristics of family life and couple relations, as well as
women's educational level and their access to economic resources and legal protection,
determine women's ability to make decisions about their reproductive health care needs.
The principle of equality for all Argentines was an important part of the 1994
constitutional reform process. Amendments have been made to federal laws, including
those regulating marriage, domestic partnerships, sexual harassment, domestic violence,
divorce and child custody, property rights, labor rights, access to credit, access to
education, and the right to physical integrity, to eliminate provisions that discriminate
against women. However, some discriminatory laws remain that govern relations
between domestic partners, most notably in laws regulating marriage (Center for
Reproductive Law and Policy, 1997).

53. Thus, it would seem that on the "demand side" the challenge is to harmonize the
basic reproductive needs of men and women with the adverse realities of their
living/economic conditions and the impact of high-risk fertility behavior. The
characteristics of the "supply-side" are briefly discussed in the next chapter.
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CHAPTER III

POLICY, PROGRAMS AND SERVICES

A. Public Policy Environment for Reproductive Health

54. Reproductive health policy-making can be approached from different
perspectives. While the health perspective provides evidence of health impacts the rights
approach focuses the analysis on reproductive and sexual rights for men and women. A
gender approach permits analyzing these issues through the prism of gender relations and
the ability to negotiate reproductive issues among men and women. It is accepted that
health is a necessary but not sufficient element to improve people's lives. Health by
itself, when disassociated from social, political, and economic development and social
justice, cannot achieve human development and social inclusion because there is an
undeniable relationship between sustainable economic growth, social development, and
citizenchip rights (Gacitua-Mari6, et al 2000; Rodriguez and Akhter, 2000).
Reproductive health policies and legislation must be accompanied economic and social
empowerment to ensure that women will be able to have control over the processes that
influence reproductive behavior.

55. For a country that in so many socio-economic indicators show a fair degree of
social progress, Argentina is dominated by conservative attitudes when it comes to
population and reproductive health issues. Among Latin American countries, Argentina
has progressed much less in dealing with reproductive health issues. It was one of a
group of only six countries that joined in the Vatican's opposition to the ICPD
programme in Cairo. Dominant religious institutions encourage this position which helps
perpetuate inequities within the country given that only those who cannot pay suffer the
political and legal restrictions that exist towards contraceptives. One consequence of this
active "non-engagement" in reproductive health is the substantial lack of awareness
among men and women, and often health providers, of what reproductive health
encompasses (as opposed to maternal-related services), why preventive cancer or STDs
screening is important for both men and women, or how family planning method use can
decrease illegal abortion.

56. A review of population policies around the world demonstrates the wide
differences that exist among countries with regard to reproductive health. While there is
no explanation for these differences, they do testify to the fact that the laws and policies
governing the reproductive lives of men and women frequently reflect political
accommodations. There is no denying of the vital role that political entities can and have
played in the promotion of reproductive health legislation. For instance in Spain, the
socialist government was instrumental in bringing about major changes for responsible
parenthood, making contraceptives widely available. While there was opposition from the
conservative party, the election of women to this party weakened the impact of the
opposition as these elected female officials voted in favor of reproductive health. In
Colombia, strong women and reproductive health groups have for many years
complemented government actions which have included for over a decade the provision
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of family planning services. In Bolivia the 1992 declaration of sustainable development
stated reproductive health and family planning to be essential components of maternal
and infant health and an integral part of the overall health of individuals while in
Guatemala there is no restriction to the access and use of contraceptives.

57. In all these countries there are well organized NGOs that enhance the impact of
government actions and often can distribute contraceptives at a minimum cost. In Peru
even though there are many NGOs working in family planning the public sector plays a
pivotal role. Between 1991 and 1996, the prevalence of contraceptive use increased from
57% to 64%. During the period from January to August 1996 alone, the Ministry of
Health performed 149,213 insertions of IUDs, provided more than 1.6 million packets of
pills, and distributed more than 8 million condoms. The contraceptive methods provided
by the government include both modern and traditional. More than six hundred couples
received family planning services from the public sector in a period of 8 months (CRLP,
1997).

58. In virtually every nation, the government is a key player in reproductive health
and population by regulating and implementing policies and allocating resources.
Argentina has long had policies which promote family expansion and are retrictive in
terms of family planning. While many countries in Europe and Latin America have
engaged in serious attempts to address issues of reproductive health and family planning
in the context of the individual's right to choose, over time different administrations in
Argentina have made little progress in this area so far. In countries like Colombia, nearly
all women are knowledgeable about modern contraceptives, and in Peru, the government
provides modern and traditional contraceptives.

59. Nevertheless, Argentina is making slow but steady progress in establishing
national public policies, laws, and programs on reproductive health. In 1974, the
government issued Decree 659 prohibiting activities aimed toward birth control. In 1977,
the last military government issued Decree 3938, which included the National Population
Policies and Objectives, with a provision to eliminate all activities promoting birth
control. With the return of democracy these laws were changed. At the end of 1986,
Decree 2274 lifted laws banning the promotion of birth control in public health services
and other social service agencies (Center for Reproductive Law and Policy, 1997; Felder
and Oszlak, 1998). This decree thereby reinstated the individual's right to decide the
timing and number of his or her children. Also during the same year, the National
Commission for Family and Population Policies was created within the Ministry of
Health (Center for Reproductive Law and Policy, 1997).

60. Since 1986, Argentina has actively participated in international for a related to
reproductive health and has utilized international declarations and platforms on women
and reproductive rights to inform national decision making on this topic. Several of these
declarations have been especially pertinent, including: the Platform for Action of the
Fourth Women's World Conference held in Beijing in 1995; article 16 of the Convention
on the Elimination of All Forms of Discrimination Against Women; and paragraph 41 of
the Vienna Declaration and Program of Action, endorsed at the World Conference on
Human Rights in 1993. However, Argentina has issued reservations to some of the
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points made in these international conventions, notably the fact that the Beijing Platform
includes abortion, illegal in Argentina, as a method of fertility control. Argentina has
also taken issue with the link made in Beijing between technology and the reproductive
roles of women, stating that this implies acceptance of scientific developments that are
not regulated in their ethical aspects (Center for Reproductive Law and Policy, 1997).

61. Social and political concensus remains illusive. In response to public pressure
and lobbying from women's groups, the House of Representatives endorsed national
legislation in November 1995 concerning responsible procreation (procreaci6n
responsable). This law, entitled the Responsible Parenthood Law, included as one of its
primary objectives to ensure that, "all Argentines may freely decide and responsibly
exercise their reproductive choices." However, the Senate failed to support this
legislation, and in late 1997, under pressure from conservative factions, decided not to
review it (Center for Reproductive Law and Policy, 1997; Felder and Oszlak, 1998;
Gogna et al., 1998; Correia, 1999).

62. At present, there is no national legislation regulating the provision and
distribution of contraception, except for sterilization which is prohibited by law. Though
in 1986 the national government intended to make counseling services available and this
had been part of the original design of the first Maternal-Child Health and Nutrition
Project (PROMIN) approved by the World Bank in 1993, these activities have not been
implemented. In public health institutions and others supervised by the national
government, the provision of contraceptives as well as information about appropriate
methods continues to be restricted in practice. As there is no law expressly allowing the
distribution of contraceptives, hospitals must justify their acquisition of birth control pills
as medicines necessary for the regulation of the menstrual cycle, while IUDs are placed
under the heading of disposable items. Still many municipal and provincial hospitals and
health centers supply contraceptives and related services free of charge.

63. Abortion is illegal and considered a crime except in cases where the life of the
woman is at risk and in cases of rape or intercourse with a mentally disabled woman.
According to articles 85 to 88 of the penal code, a practitioner may receive a minimum of
1 to 4 years in prison for performing an abortion with the woman's consent. The woman
herself may also receive a sentence of 1 to 4 years in prison for deliberately aborting her
fetus or consenting to allow someone else to perform an abortion. In cases where a
person provides an abortion without the woman's consent, he or she is sentenced to 3 to
10 years' imprisonment. In both cases, if the woman dies, the prison terms increase to 6
and 15 years respectively (Center for Reproductive Law and Policy, 1997; Felder and
Oszlak, 1998). However, due to difficulties in obtaining appropriate information,
consultation, and medical attention with regard to contraceptives, many women,
especially of lower socio-economic status, continue to resort to clandestine abortions in
dealing with unwanted pregnancies (Felder, et aL, 1998). In Spain, where abortion was
decriminalized in 1985, data show that there have been a total of 370,000 legal abortions
since 1990. On the other hand, the estimated number of illegal abortions in Argentina
varies between 335,000 and 500,000 per year (Gogna et al, 1998).
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64. Federal law exists on HIV/AIDS asserting that it is within the national interest to
research the cause, diagnosis, and treatment of the disease. It specifies specific measures
to prevent its transmission, giving priority to popular education. This law states that the
disease should not be allowed to affect the dignity of the person; that anyone with the
disease should not be discriminated against or in anyway degraded; that persons have the
right to privacy; and that breaches in patient confidentiality should not occur, except as
mandated by law. With regard to STDs in general, there is a provision in the Penal Code
that makes it a crime punishable by 3 to 15 years in prison for anyone who knowingly
infects another person with a transmissible venereal disease (Center for Reproductive
Law and Policy, 1997). To fight STD/AIDS, many countries are adopting preventive
measures by promoting use of condoms. One of the common strategies used by Austria,
Columbia, Italy, Peru and Spain is to improve the quality of condoms and expand their
availability (Boland, 1992).

65. The National Program Against AIDS and Sexually Transmissible Diseases
(LUSIDA) is administered jointly by the National Ministries of Social Development and
Health and supported by the World Bank. This program's objectives include reducing
the incidence of HIV and STD infections, raising social consciousness about these
diseases, promoting behavioral change prevention strategies, and the provision of integral
health care for those living with HIV/AIDS (Subsecretarfa de la Mujer, 1999). In the
early stages of the program, efforts focused on prevention among high risk groups
exclusively and there was reluctance to embark on mass information campaigns. The
first such public campaign, however, took place in early 2001 with plans to repeat the
process.

66. Given Argentina's federal structure and the fact that most health services have
been decentralized, certain provinces have selectively taken up the issue of reproductive
health, within the boundaries established by prevailing national laws. (Annex 2
summarizes different policies, legislative tools such as laws and ordinances, and
programs enacted thus far in seven provinces and Argentina.) The first local program on
Responsible Parenthood was established in 1987 by the Municipality of Buenos Aires to
provide contraceptive assistance to the general public, with a focus on vulnerable
populations. Though this program has experienced difficulties, most notably in
maintaining adequate supplies of contraceptives and in overall financial sustainability
(Felder and Oszlak., 1998), it has served as the model for several provincial level
programs. In June 2000, the City of Buenos Aires passed legislation on reproductive
health. The Reproductive Health and Responsible Parenthood Law was enacted with the
following objectives: (i) to guarantee men and women access to information, health
services, and methods of birth control (other than abortion) in order to facilitate
responsible exercise of sexual and reproductive rights; (ii) to guarantee women access to
health services during pregnancy, delivery, and post-natal periods; and (iii) to decrease
infant and maternal mortality and morbidity (CNM, 2000). Other cities, including
C6rdoba and Rosario, have established municipal ordinances allowing for the creation of
local programs on responsible procreation and reproductive health (Center for
Reproductive Law and Policy, 1997; Felder and Oszlak, 1998).
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67. Given Argentina's federal structure and the fact that most health services have
been decentralized, certain provinces have selectively taken up the issue of reproductive
health,. within the boundaries established by prevailing national laws. (Annex 2
summarizes different policies, legislative tools such as laws and ordinances, and
programs enacted thus far in seven provinces and Argentina.) The first local program on
Responsible Parenthood was established in 1987 by the Municipality of Buenos Aires to
provide contraceptive assistance to the general public, with a focus on vulnerable
populations. Though this program has experienced difficulties, most notably in
maintaining adequate supplies of contraceptives and in overall financial sustainability
(Felder and Oszlak, 1998), it has served as the model for several provincial level
programs. In June 2000, the City of Buenos Aires passed legislation on reproductive
health. The Reproductive Health and Responsible Parenthood Law was enacted with the
following objectives: (i) to guarantee men and women access to information, health
services, and methods of birth control (other than abortion) in order to facilitate
responsible exercise of sexual and reproductive rights; (ii) to guarantee women access to
health services during pregnancy, delivery, and post-natal periods; and (iii) to decrease
infant and maternal mortality and morbidity (CNM, 2000). Other cities, including
C6rdoba and Rosario, have established municipal ordinances allowing for the creation of
local programs on responsible procreation and reproductive health (CRLP, 1997; Felder
and Oszlak, 1998).

68. The political and economic reforms undertaken have opened the doors for
reproductive health and a number of policies, legislative actions and programs have been
developed in different provinces. (See Annex 2.) Of the three provinces of the study,
only Misiones has developed a policy on reproductive health. In February 1998, the
Government of Misiones issued Provincial Decree 92, outlining the Provincial Program
for Integral Family Planning. Several of its main objectives include: (i) to promote social
and political change in raising a national consciousness on family planning; (ii) to
institute equal access to reproductive health services; (iii) to ensure access to information
and free decision-making on issues of birth control and STD/AIDS prevention; and (iv)
to develop a plan of action for understanding population characteristics of the most
vulnerable groups in order to design effective programs to meet their needs (CNM,
2000). In the next chapter it is shown that women in Misiones are more knowledgeable
regarding family planning.

69. Finally, it is important to emphasize that just recently a nation-wide plan for
reducing child and maternal mortality (Plan 2000) was approved by the Federal and all
provincial governments. This plan includes responsible parenthood programs and, thus
provides a framework for developing family planning actions within the government
services. This program builds on the experience of PROMIN, the Bank-financed First
and Second Maternal-Child Health and Nutrition Projects, which expand service delivery
in targeted poor urban locations, as described in the next section. At the outset this
program, too, was to include reproductive health and responsible parenthood. However,
this component was never implemented and did not become an integral part of the
program until the change of government in late 1999. The new authorities have now
given this dimension priority. In addition, they are intent on providing more attention to
preventative care of a more general nature.
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B. Programs and Availability of Services

70. In 1993, the Ministry of Health and Social Action put in place the National Plan
of Action in Favor of Mothers and Children. As part of this national plan, the Maternal
and Child Health and Nutrition Program (PROMIN) was established. This program,
supported by the World Bank, among others, assists the government of participating
municipalities in six provinces to promote efficiency and service quality improvements in
existing maternal, child health, nutrition and early childhood development programs. In
1997 a Second Maternal and Child Health and Nutrition Project (PROMIN II) was
initiated to extend the coverage of the PROMIN program with the same objective of
improving maternal and child health status to other provinces.

71. A pilot program has also been conducted in Santiago del Estero. Maternal health
goals of this program include: (i) reduce rates of maternal mortality to less than 40 per
100,000 by 2000 (a rate of 38 per 100,000 was reached by 1997); (ii) reduce the
prevalence of under-nutrition among women of child bearing age; (iii) reach adequate
levels of prenatal care visits among pregnant women; and (iv) ensure that maternal health
services are of good quality and respectful of women, pregnancy, and delivery.
Strategies utilized by this program include: (a) improve access, quality, and coverage of
health services for women of child bearing age; (b) promote prevention and early
detection of illnesses; and (c) strengthen primary health care in neighborhood health
centers, linking it within a network of services in the larger community.

72. The Program for Mothers, Infants, and Children in the province of Santiago del
Estero (1998) aims at improving reproductive health in general, including the reduction
of maternal mortality and morbidity. Specifically the projects seeks to increase health
coverage and quality of prenatal care, improve birthing services, guarantee post-natal
health services, and reduce the number of unwanted pregnancies among adolescents as
well as adult women. This program also has as an objective to work towards the
development of a provincial law of responsible parenthood (Province of Santiago del
Estero, 1998).

73. Other programs addressing reproductive health issues in Argentina administered
by the Federal Ministries of Health and Social Development include:

* The National Program on Women, Health, and Development including the Pilot
Program for the Prevention of Violence Against Women executed in the province of
Mendoza (1997) with the cooperation of both domestic and international NGOs.

* The National Program for Responsible Parenthood encourages an ideal age for
reproduction (between 20 and 35 years of age), birth spacing of no less than 2 years,
and the avoidance of unwanted pregnancies. Through this program, the national
government emphasizes the right of each couple to freely decide the number of
children to bear and the spacing between their births. Furthermore, through the
National Plan in Favor of the Mother and Child (1994), provincial programs on
Responsible Parenthood have been developed in 14 of the 24 national jurisdictions.
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* The National Plan on Integral Health of the Adolescent (1994), that has developed
Normative Guidelines on Integral Health of the Adolescent (1996), and conducted a
National Workshop on Adolescent Pregnancy Prevention (1997).

* Under the leadership of the National Directorate on Health, the Project of Joint
Actions for the Multifactorial Reduction of Non-transmissible Diseases (CARMEN)
was established. The goals of this project include reducing the multiple factors
involved in the incidence of non-transmissible diseases among the youth population
and adults in general, with special emphasis on women.

* The National Program for the Control of Cancer emphasizes early detection of uterus
and breast cancer. This program is implemented in cooperation with the Argentine
League for the Fight Against Cancer (LALCEC) along with subprograms of the
Executive Committee, the Latin American Program Against Cancer coordinated by
the European Commission, the Ibero American League Against Cancer, and the
European Leagues Against Cancer.

* The National Program on the Fight Against Human Retroviruses is dedicated to the
prevention of HIV/AIDS as well as sexually transmitted diseases. The program
focuses on HIV prevention in the perinatal period caused by blood, blood products,
and organ transplants, as well as by intravenous drug use.

74. The programs mentioned above are relatively new and so there is no formal
evaluation available to assess the extent to which these programs have being translated
into services, and whether these services are reaching the rural areas and the poor. Thus,
it is difficult to assess if and which reproductive health services are being supplied, the
quality of the services that are provided, or their impact.

HIealth services in the provinces studied

75. The health facilities available in the three provinces of this study are summarized
in Table 4 and described briefly below in order to provide a sense of the organization of
public health care delivery in these provinces. The source of these data is the Federal
Ministry of Health. It is widely recognized that the distribution of health professionals
and beds are insufficient and it is not equitably distributed in the different zones. This
deficit is even greater in the countryside than in the urban centers. There are few data
available on the quality of health care being provided but the differences in maternal and
infant mortality between these provinces and the national average all point to serious
deficiencies.

76. Health facilities reached all departments in Misiones. These health facilities have
different levels of complexity and they are organized with a hierarchical system of
referral. The province is divided in four zones which has facilities with different
capacities. However, 49% of the population does not have health insurance coverage and
there are municipalities like Loroto and San Pedro where 79% of the population does not
have coverage. In the province of Salta, the provincial health system is regionalized in
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45 operative areas and each area has a main central hospital. Health facilities include
hospitals, health centers, health posts and primary care posts.

Table 4: Health Facilities and Beds Available by Province

______~~ ~ 51 321 299 0 1 1 0 49 152127

77. In 190 the provnc of SataodlEtr_aiie ino6zeswta

s nz fo th c aa s an ( ut- zoBeds In- ce
implmenatient o aties relatedt hath enti and catis pi

praicsiones 37 no 180 o 1Fo 0 0 85 1c e are t
Cralanth ga aa L49 242 2569 2 r3 e37 1308
S_ Estero 5 2 96TI_17

Argentia 1231i 574084094_ 55 167 4375 1 2021 6852 .67198
Sourc o NDEC and Ministry of Health

77. In 1980, the province of Santiago del Estero was divided into 6 zones with a
seventh zone for the capital and La Banda (metropolitan zone). The coordination of the
level of care and the zone was done using the following criteria: each sanitary zone must
have a hospital (Hospital Zonal) in charge of evaluation, coordination and
implementation of all activities related to health prevention and care. This hospital
should be of higher level and capacity and be able to provide tertiary treatments ( in
practice this does not occur). Following in level of complexity are the district hospitals,
transit hospitals and sanitary posts. The zonal hospitals report to hospitals in the Capital
arity and/or La Banda, depending on their geographical area. Later, 29 APS areas were
created, which did not coincide with the sanitary zones. The APS areas under the
h (irector of APS and the Programa Mateino Infantil Juvenil (Infant mateucal prograth).

78. In practice, this organization of services has many problems. Patients often use
7he facilities according to the level of complexity and accessibility rather than sanitary
zone. Also, zonal hospitals have not coordinated in an effective way and have lost
authority, as a direct result, district hospitals have redundant capacity for greater
complexity care. The APSs also have problems because they do not have enough
doctors. Another problem is that users do not consider local hospitals, APSs and sanitary
posts as having competent professionals and efficient drugs. On the other hand, these
health facilities tend to refer rather than to provide care to the patients. In the 321
ambulatory care centers there is a program (acciin radiente) in which physicians from
district hospitals visit at least once a month the sanitary posts in their region. More than
half (55%) of the provincial population lack medical coverage, which is much higher than
the national average of 37%.

79. According to the level of care they provide, health services are grouped in four
levels based of the level of complexity of the services provided: (i) hospitals of maximum
complexity with a capacity to provide tertiary treatment; (ii) hospitals with ambulatory
care and in-patient care in the four basic clinics and some specialties; (iii) hospitals with
ambulatory care, out-patient care and emergency in-patient; and (iv) health centers only
with ambulatory care in the periurban zones of main cities and rural zones (Centro de
Salud, Puestos Sanitarios and Puestos Fijos).
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Civil Society and NGOs

80. There are various and strong women's groups and NGOs working on reproductive
health issues in Argentina. These groups have focused on the advancement of women's
reproductive rights. They also provide counseling services and organizational
development support and, in some cases, family planning services. Yet, they are
concentrated in urban areas and have no programs or direct actions in rural communities.
According to CENOC (Centro Nacional de Organizaciones de la Comunidad, 1998),
there were 4,130 registered organizations in Argentina as of December 1997. Of those,
barely 5 % are registered in the three provinces of this study. Among the NGOs
registered in Salta, Misiones and Santiago del Estero, very few identified themselves as
working in gender and health issues. This is a similar to what has been concluded in other
important areas and it is also consistent with the general observations from the rural
population in Santiago del Estero included in the Voices of the Poor.

81. In recent years, Argentina has seen an increased in the number of NGOs and civil
society organizations working in rural areas and in reproductive health. However, there is
a limited number that focus on both issues and fewer still that focus on gender and/or
women issues. The coverage remains slim; yet this is a promising phenomenon. Some
strong women groups are surfacing to fill the gap in reproductive health rights and gender
issues. Some NGOs are providing counseling and, in some instances, family planning
services while others are incorporating a gender perspective in their programs and in this
context deal with issues of domestic violence, sexual abuse, and occasionally family
planning as well. Unfortunately, most of these NGOs are still concentrated in urban areas
and have no direct actions in rural communities. This same situation has been observed in
other development areas such as with agricultural extension services and has been voiced
during focus groups discussion by the population of this study, especially in Santiago del
Estero.

82 Noteworthy exceptions of this pattern are the formation of small NGOs and
academic groups in the local universities of Salta, Misiones and Santiago del Estero.
Although these groups have not been involved thus far in the provision of services, their
work to organize rural women, conduct case studies, and undertake community
assessments are helping to create the coalitions and visibility for reproductive health
issues that are needed to educate the public and stake holders.

83. Also, in recent years the Secretariat of Agriculture (SAGPyA) has fostered the
creation of a network of women field extensionists and NGOs (Red de Tecnicas) to work
with poor rural women. The initial focus of this network of NGOs was on productive and
income generating opportunities. However, the rural poor women themselves expressed
interest in reproductive heath issues as these affect their ability to participate in social
programs, in general, and income generation activities in particular. As a result, the Red
de Tecnicas has begun to address some of these issues. Although there is not a systematic
approach yet, the Secretariat of Agriculture and the Consejo Nacional de la Mujer are
exploring areas of collaboration to develop a more comprehensive plan of action that
would address reproductive health, particularly through public education and training.
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CHAPTERIV

POVERTY, GENDER, AND REPRODUCTIVE HEALTH

A. Provincial Profiles3

84. The three provinces of this study are situated in the Northeast (NEA) and
Northwest (NOA) regions of Argentina. Table 5 shows the distribution of the gross
provincial product by sector for each of the provinces. The agricultural sector in all
provinces represents less than 15%, which reflects, in part, the fact that the sector is
dominated by mainly small farmers.. From the three provinces, Santiago del Estero has
the less developed economy and the one that relies more on services and where
manufacturing has less importance. Wholesale and retail activities have similar weights
in the three provinces and contribute equally than the agricultural sector. The three
provinces are among the poorest in the country, and present the highest incidence and
severity of poverty.

Table 5: Percentage Distribution of the Gross Provincial Product by Sector

1996 1996 1990
LA _ _ _____.

Agriculture, Fishing and Forestry 13 1 1 15
Mining 3 0 0_
Manufacturing 31 23 7
Electricity, Gas and Water 4 4 3
Construction 3 1 8 ____

Wholesale and Retail _ 14 10
Transrt, Communications and St orage3 8 ______71
Financial Services , 9 4 11
Personal, Co9nTT!j and Social Services 20 22 34.

Total _ 100 100 _ 10g
Source: Direcci6n General de Estadisticas and Consejo Federal de Inversiones

85. Population density and rurality reflect the sharp differences that exist between
regions in Argentina. The more dynamic regions tend to have higher populations.
Similarly, the farm structure varies and there are large differences exists between regions

This section summarizes findings of the secondary data analysis conducted in Argentina. The provincial profiles are based
on a report prepared by national investigators as part of this study. For in depth presentation of the findings, see: "La Salud
Reproductiva en Areas Rurales Pobres de las Provincias de Misiones, Salta y Santiago del Estero: Marco conceptual y
Antecedentes Empiricos" by Natividad Nassif, Silvana Passeri and Lidia Schiavoni with Hortencia Ciancia y Sandra
Gimenez, Argentina, October/November 2000.
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regarding farm structure, production systems, resources allocation, and the
competitiveness of the different types of agricultural producers. While the rich Pampeana
Region has more than 40% of Argentina's total rural population, that number only
represents 8% of the region's total population. In contrast, in the Northern provinces,
rural population represents between 25% and 30% of the total population in these
provinces which is roughly the same as the total for the Pampas.

86. According to recent population estimates by INDEC, these three provinces
account for only 8% of the total population of Argentina, while at the same time almost
14% of the total rural population and most of the small farmers reside in these areas. In
all three provinces, the percentage of rural population is above the national average. The
agricultural sector continues to be dominated by small farms, mostly poor. In fact NEA
and NOA regions have more than half of the total number of small farmers in the country
(estimated in 180,000). Farm structure is highly unequal. According to the Agricultural
Census in 1988, farmers below 50 ha (50%) owned less than 2% of the land, while large
fanns, over 5,000ha. (1.7%) owned almost 50% of the land. Differences are even more
striking for the three provinces in the study where in average farmers below 50 ha (60%)
posses less than 1% of the land.

Misiones

87. The estimated population for Misiones (INDEC 2000) is 950,000 with a
population density of 33.3 persons per km2. Of the total population, approximately 37%
is rural. The majority of households (65%) are comprised of nuclear families; 60% of
these having between 4 to 6 members. Women are heads of household in 18% of cases.
Of these women, only 10% have a partner. Of the male headed households, 42% of
household heads have never attended school or have an incomplete primary education.
Almost 11% of women in Misiones have never attended school. However, more women
then men attend secondary schools. Approximately half of the population (52%) in
Misiones is employed, evenly divided between men (52%) and women (51%). However,
men are more likely (32%) than women (6%) to be self-employed, while women are
more likely (30%) than men to be domestic workers.

88. About 32% of the population in 1991 lived in households with unsatisfied basic
needs (NBI). However, once disaggregated by area the data show that the index of NBI
among rural populations is higher, especially among those with larger numbers of
household members. More than 60% of homes do not meet basic sanitation
requirements. Only 38% have indoor plumbing and more than 60% lack toilet facilities.
Living conditions in rural areas are even more difficult than in urban areas, primarily
because in urban areas there is greater access to water and sanitation and public services
such as electricity and transportation.

89. In Misiones, the main crops are yerba mate, tobacco, sugar, and tea, and from the
mid-eighties the province has improved its diversification with other crops such as tung
and soy. Also important are cereals, fruits, vegetables, cattle raising (mainly bovine), and
timber (pine and araucaria). Most agro-industries are involved in the processing of
yerba mate, tea, sugar, and tobacco. Though development of the industrial sector has
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been limited due to the importance of agricultural activities in the region, the 1980s saw
an expansion of industrial enterprises, most notably stationers and sawmills. Currently,
services are becoming important in the local economy, especially related to tourism.

90. With regard to reproductive health issues, one of the most important contributing
factors relating to maternal mortality is poor nutritional status. Abortion is number one
(43%) among causes for hospitalization of women, followed by pregnancy-related causes
(15%). Infant mortality has decreased from 30 deaths per 1,000 live births in 1988 to 20
deaths per 1,000 live births in 2000, which is similar to the national average of 19. The
main contributors to infant mortality are perinatal causes (49%).

Salta

91. Recent population estimates for year 2000 indicate the population of Salta would
be about 1 million. Of this population 22% lives in rural areas or localities of less than
2,000 people. A significant number of households (56%) are comprised of nuclear
families; however Salta also has a large number of extended families (33%). Another
important characteristic is the growing number of single-parent households, 77% of
which are headed by women. In the province of Salta, 12% of heads of household have
not attended school. In 1996, 46% of all households were comprised of 5 or more
members. Similarly, disaggregated data show that the average number of household
members in rural areas was 5.3.

92. The illiteracy rate for individuals over the age of 10 is 7%, with 60% of these
being women. As expected, within Salta, in departments with a greater number of rural
households, and consequently low population density, there is a higher rate of illiteracy
and a higher number of children not attending school.

93. In the agricultural sector, the main crops include tobacco, sugar cane (caiia),
grapes, and vegetables. In the 1 970s, there was an attempt to modernize the agricultural
sector with the introduction of new crops, such as beans, soy, cotton, and jojoba.
Industrial activities have revolved around the natural resources of the region. Also, there
has been development of mid-sized industries such as stationers and wine cellars along
with producers of food and soft drinks. The services sector has been related principally
to commercial activities. Overall, the public sector has been the most important sector in
the province in terms of production. In the past several decades, Salta has experienced a
continuous transformation in the occupational distribution of the population. There has
been a decrease of workers in salaried jobs and an increase in the number of self-
employed (26%). Some key implications of this transformation in the agricultural sector
are the expansion of precarious job contracts and underemployment.

94. Salta has the highest number of households with unsatisfied basic needs (34%),
which is double that of the national average (17%). Proportionally rural households
experience higher levels of unsatisfied basic needs than do urban households. Of all rural
households, 61% have unsatisfied basic needs, compared to 26% of urban households. In
addition, 31% of all rural households lack proper sanitary conditions. Measured in terms
of NBI, another important characteristic of Salta is the intensity of poverty in rural areas.
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Of the rural households with at least one unsatisfied basic need, 90% also experience an
additional 2 or more, which indicates the vulnerability of poor rural households.

Santiago del Estero

95. INDEC population estimates suggest that by the year 2000 the population would
reach 750,000. Of this population 85% is urban. The illiteracy rate of the province was
about 10% in 1994, one of the highest of the country. However, there has been a
progressive increase in school attendance, particularly at the primary school level.

96. In Santiago del Estero, 37% of the population experiences unsatisfied basic needs.
Out of the total, 24% of the households are female headed. Of these, 34% have
unsatisfied basic needsand almost 50% of these households have two or more children.

97. Because of the varied climate conditions in the province (arid, tropical,
subtropical, and serrano), there are different production systems in the province. This
heterogeneity reflects in the diversity of crops, including more than twenty of importance,
with cotton as the most important (20% of national production). Secondly, in terms of
unit of production, small farmers or minifundistas are the majority and are responsible for
67 percent of the production. However, the underdevelopment of the industrial and
service sectors has resulted in an out-migration of workers to other provinces.
Consequently, Santiago del Estero depends on the national government for budgetary
resources as its own funds provide only 8% to 10% of the provincial budget.

98. Low levels of labor participation have characterized the occupational profile in
the 1990s. The public sector is the primary source of employment in the province. The
agricultural sector represents 30% of the provincial work force, half of the women
working on family farms (54%). The majority of workers in the province (68%) are
salaried, followed by self-employed (28%). Women play a larger role in the former as
78% work as salaried workers, primarily as domestic workers (30%).

99. Regarding health statistics, official 1996 data show that the infant mortality rate
was 17.1 deaths per 1,000 live births while the maternal mortality rate was reported as
10.3 deaths per 10,000. Because of vast underreporting by the province it is estimated
that both infant and maternal mortality rates are much higher than the one that is being
reported. The principal cause of maternal mortality has been abortion (50% of cases).
Almost all births occur in health facilities (92%). In 1991, health insurance coverage in
Santiago del Estero was 55%.

B Socio-Demographic Profile

100. This section presents the findings of the study based on primary quantitative and
qualitative data collected during the year 2000. The information is presented within four
broad categories, grouping interrelated issues of poverty, gender and reproductive health.

101. The study comprised a sample of three hundred households. Three hundred
women with children were interviewed. The total population of the study, including
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those interviewed, was 1,973 individuals; 1,030 (52%) women and 943 (49%) men.
When available, data were obtained from men who were in the house at the time of the
survey and agreed to be interviewed. The population age distribution is shown in Table 6
below. While there are no statistically significant differences between provinces
regarding population age distribution, Santiago del Estero presents a wider age range for
the entire population and more individuals aged 65 or older. The age distribution of the
sample differs from the national age distribution. In the sample there is a significantly
larger percentage of population under 14 years old (53% compared to 30% for the nation
as a whole). At the same time the percentage of population aged 20 to 59 is only 35%
compared to 44% to the nation wide figure, with no significant differences between men
and women. This confirms there is a strong out-migration of population economically
active, starting at age 15 to 19. At the same time, the age distribution of the sample
suggests that either out-migrants have some of their children before and leave them
behind or send them back to the rural area of origin to stay with their grandparents or
other family members after they have migrated.

Table 6: Distribution of the Sample Population by Age Group and Sex (percentages)

0-4 19.21 18.9 _ 19.5
i s5-9 19.6 19.9 19.3

10 -14 13.6 12.8I 14.3
15- 19 8.4 8.6 8.3
20 - 24 7.7 7.1 8.3
225-29 7.1 5.9 8.33
30 - 34 5.4 5.1 5.6-
35 - 39 5.2 6.2 _ 4.4
40- -44 4 °0 4.0 3.9
45- 49 2.9 .1 2.8
50-54 2.81 34 2.2
55-59 1.4t 1.81 1.1
60 - 64 o1.0 0.61
65 - 69 0.9! 1.3 0.51

r70- 74 1 _ 0.4 0.41
75 - 7 9 t2_ O 2 t 0.1
80-84 s.o 01 _ 0.11

1 85- 89 1 0.3 0.2 f 0.31
90E _94_ ._.- 0.1 - 0.11

102. The ages of the women in the sample range from 16 to 65 years, with a mean age
of 32 years. For men the range is from 21 to 67 and the mean is 38 years. About 85% of
the women are of reproductive age, 22% are age 24 or younger, and only 5% are above
50 years old they have between 1 and 11 children with an average of 3 to 4 children
each. On average, woman have completed 6 years of schooling (men about 7 years), and
report the ability to read a journal or magazine and write a letter (see Table 7). About
20% of women have gone beyond 6h grade (primary education), 4% have completed
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secondary education and only 3.5% have tertiary education. There is a significant
difference in the number of children per women by educational attainment. As expected,
women with a higher educational level have fewer children. On average, women with 3
or less years of education completed have 4.1 children, while those who have completed
secondary education have only 2.6 children. There is no significant difference in the
number of children among women that have completed between 4 and 11 years of
education.

Table 7: Demographic and Socioeconomic Profile of Rural Women Interviewed in
Misiones, Salta, and Santiago del Estero (N= 300)

Mean U Yri
...................... ............. .. ...."" ' ''""""""''"':

Ag32.8
Years of education 6.3
Number of children 3.8
Household size 6.6

Household Headship
Women 16.0
Partner 67.7
Both 2.7
Father of her 5.0
Other 8.6

Marital Status
Single 11.3
Married 48.3
With Partner 34.7
Widowed 1.0
Divorced _ 4.7

Religion
Catholic 76.2
Evangelist 17.1
Other _ 6.7

103. The majority of women interviewed are married or cohabiting (83%) compared
with single, divorced, or widowed women (see Table 7). Whether in a formal or non-
formal union, domestic partnership is important for women in the sample. In Misiones,
the distribution of women by marital status is significantly different from the other two
provinces in that in Misiones there are less single women (1%) compared to Salta (17%)
and Santiago del Estero (16%), and a larger number of women are formally married
(64%), while in Salta and Santiago del Estero those figures reach 34% and 44%,
respectively. Since all the interviewees have children (even those single), these
differences would indicate that in Misiones there-is a more traditional view of the family
which results in more formal unions. This hypothesis is supported by the qualitative
information obtained through the focus groups in Misiones which assigned greater value
to traditions and family values than those in the other provinces. This is also confirmed
by other researchi (Barone, 2000 and Fogel et al., 1993) which arrived to similar
conclusions, indicating that women in Misiones favor formal marriage early in their lives.
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It is also possible that there is mis-reporting of marital status in Misiones because there
may be a more severe social sanction of women who have children out of wedlock.

104. Of the women interviewed, 77% declare that their children are all from the same
father and 23% indicate having children with more than one man. From those parenting
with more than one man, 89% recognize two fathers and only 10% more than two fathers
for their children. There are, however, provincial differences. In Misiones 86% of the
women declared having children with only one man. In Salta, only 71% of the women
declared having children with only one man and 17% with three or more men. Of those
women who have had children with more than one man, only 8% of women receive
some type of alimony or support from their former partners.

105. Only 16% of women report being heads of household. This is consistent with
other information for the same provinces (see World Bank, 1997). Salta presents a
significantly higher percentage of women household heads (24%) compared with
Misiones or Santiago del Estero, where only 1 1% and 13% of the households are headed
by a woman. This is explained by the higher out-migration rates. Of the female-headed
households about 52% are single. On average, single-female headed households have
more children (4.7) than all other households (3.7); however, there are no statistically
significant differences in household size, which indicates that, in most cases, single-
female headed households have a higher dependency ratio as there are less economically
active adults per household. The dependency ratio for the households, or the number of
inactive members of the households (aged 14 or less and 65 and older) per the number of
working adults (age 14 to 64), was found to be 1.4 on average. In the case of female
headed households the ratio was of 1.7, compared to 1.6 for non-female headed
households.

106. In terms of religious affiliation, most of the sample (76%) indicated that they are
Catholic, followed by Evangelists (17%). However, it is noteworthy that in Misiones one
out of four women is Evangelist and 13% follow other religions. This could be attributed
to historic immigration pattern into this province, which wasmostly from Eastern-
European origin, as well as to the recent influx of small farmers from Brazil.

107. Due to the sampling strategy, only in Salta was indigenous population included in
the sample. Among the women in Salta, 54% identify themselves as being of indigenous
origin (Coya). However, no statistical differences were found between indigenous
women and non-indigenous women regarding average number of children or years of
schooling. However, indigenous women had significantly larger families than non-
indigenous.

108. A large number of the families own their house (72%) although the house may be
located in a property that is not theirs (about 35% of the cases) but rather belongs to
family relatives, the state or others. The dwellings are made of adobe and brick (64%),
with compacted dirt floors (70%) and cardboard, straw, wood or tin sheets ceilings
(85%). Regarding water and sanitation, the majority of households have latrines (77%)
and only 10% have a toilet inside the home. Only 14% of the dwellings have running
water and 34% get their water either from a dwell, pond or river. Almost half of the
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households (46%) are connected to the electric grid. However, there are significant
differences between provinces and even within provinces which are explained by the
level of isolation of the communities as well as the years of settlement of the family in
the same location. These levels of household services and the quality of housing are
significantly lower than what is observed in other studies of the urban poor.

109. Most of the dwellings (5 1%) have either one or two rooms and 80% no more than
three rooms. On average, all homes have 2.7 rooms, with no significant difference
between provinces. Crowding is severe, on average there are three persons per room, and
often, one single bedroom is shared by all household members with little or no privacy.
This issue was identified on the focus groups as a key factor in the socialization of
children that facilitates sexual initiation and early expulsion of youth from the house.
(Similar findings are found in Barone, 2000 and Fogel et al., 1993.)

110. The study used three different measurements of quality of life at the household
level. First, an index of unsatisfied basic needs (NBI) was developed based on questions
contained in the Population Census (INDEC, 1991) regarding the physical infrastructure
of the household, crowding, and access to services. The conventional NBI indicators
used for poverty mapping in Argentina (CEPA, 1994), such as children between 6-12
years of age not attending school, dependency ratio and head of households with less than
third grade education, were not used (these indicators were used separately in the study).
Second, an estimate of food expenditures per capita was used as a proxy of income
poverty of the households. Because of a deliberate sampling strategy to focus on the
poor, the results of the study regarding the measurement of quality of life at the
household level represent only rural poor households and are not representative of the
situation of all rural households in the studied provinces.

111. Table 8, below, presents the distribution of households by NBI quintile. More
than one half of the sample (51%) falls within the two quintiles with the worst NBI
scores. Of the three provinces, Misiones presents the largest number of households
(61%) with severe lack of basic needs. Misiones also shows the lowest percentage of
households (8%) in the two categories with better NBI scores compared with 26% in
Salta and 31% in Santiago del Estero.

Table 8: Distribution of Households by NBI Index Score and Province

14 12 1t 9 8 - 6 5 -
iMsiones 5.2 55.8 29.9 6.5 2.6

Salta 2.0 45.0 27.0 17.0 9.0
S. Estero 1.1 45.7 22.3 22.3 8.5
Total 2.6 48.3 26.2 15.9 7.0

NBI index 0= better off-14= worst off

112. The study used reported food expenditures as a proxy to income poverty4. Table
9 shows the distribution by quintiles of per-capita food expenditures. Average annual

4 Data on food expenditures were collected from the interviewee for the last four weeks for the entire households. The
information was "annualized". It should also be noted that consumption of food produced by the household was not given
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household food expenditure for the sample is US$ 1,454 or US$ 241 per capita. This
value is low compared with the results of other studies of households expenditures for
rural areas and extremely low in comparison to the national indigent food consumption of
the urban population. This amount is $69 per capita per month. It should be kept in mind
that the sample taken for this study is representative only of poor rural households
(households below the poverty line). Taking that into account, if the figures are
compared with (cash) food expenditures for the lowest quintile, the results of this study
are consistent with those of other studies (Amadasi and Neiman 1998, World Bank
1997).

Table 9: Percentage Distribution of Households by Per Capita Annual Food
Expenditures and Province (N=265)

_~~~~~~~~~~~~~~~~~~~~

Misiones 49.0 35.0 I 13.0 _ 2.0 1 0
Salta __ 42 1 _47.4 9.2 1.3
S. Estero 5 5 .1t 29.2 79 6.7 I.i

The range used correspond to the values for the three provinces

113. The results indicate that for most households (86%) per capita food expenditures
are within the lowest two quintiles. However, this information does not reflect total food
consumption of the household, which would need to include goods produced by the
household in the family farm. Existing data for Salta and Misiones (Amadasi and
Neiman, 1998) indicate that poor households tend to satisfy a larger proportion of their
food consumption by food produced on the farm. If the observed food expenditures for
the households of the sample are adjusted to reflect the estimated food produced by the
unit (based on Amadasi and Neiman 1998), the annual per capita food expenditure would
increase in average by 33% or up to US$ 320, approximately. Despite this increase,
many of the households in the sample still would fall below the estimated rural poverty
line (for Salta and Misiones).

114. The differences between Tables 8 and 9 regarding the distribution of households
confirm that the NBI index (based on material conditions of the household) is less
sensitive to temporal changes in the economic status of the family. Based on the NBI
index, it would appear that poor rural households would be worst-off in Misiones, BUT
the food expenditure data suggest that households in Santiago del Estero would be even
more vulnerable. This is consistent with the average income statistics for the provinces
as a whole which put Santiago del Estero as one of Argentina's poorest provinces.

115. Households with more than two children tend to be clustered (94%) in the two
quintiles with the lowest food expenditures (see Table 1O), and female headed households
with more than two children are concentrated in the lowest quintile of food expenditures
(70%). Similarly, households with a dependency ratio of two Or greater tend to have the

a monetary value. It is possible that some seasonal variations may occur in the food consumption pattern of the households
(based on preferences and income flows) which would not be captured in the data.
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lowest per capita food expenditure. These data concur with other findings indicating that
family size (number of children) is a critical factor that increases the probability of being
poor. Similarly, female headed households are more vulnerable and at greater risk of
being poor. Also, it is important to note that almost all households (95%) of indigenous
origin (Salta) are within the lowest two food expenditure quintiles.

Table 10: Percentage Distribution of Different Households Types by Per Capita
Annual Food Expenditures5

Quintife I Quinti- 11 Quinte [if Qtiintile IV Quintit V
....... . ... . ..

I_Total (N=265) 3 49.1 1 36.6 10.2 1 3.4 0.8 ¶
Households w12 + Children (N-141) 60.5 33.1 4.8 i __ 1.6 0
Households Depend. Ratio > 2 (N83 57.5 34.2_ .____ __. 

Female Headed Householdsft(=48) 1 53.7 34.1 7.3 i4.9- 0
Female w/2 + Children (N'28) 69.6 17.4 8.7 4.3 O
Single Female headed (N=2) 31.6 5.3 1 0

InieosHouseholds (N=54) 3~~7. 68 0 . ....___

* The range used correspond to the values for all households

C Poverty, Work, and Social Networks

Economic Activities

116. Women are involved substantially in two activities: household work (primary
activity for 71%), and subsistence farming, also related to the household, which is the
secondary activity for 54% of the women (see Table 11). Most women interviewed
indicated subsistence farming (62%), wage work (18%) and other micro-entrepreneurial
work (8%) either as their primary or secondary economic activity. This indicates that,
while household work is the main activity declared by the women, their productive role is
much broader. The province of Salta presents a different panorama from the other
provinces as far as employment opportunities.

117. Only 12% of the women report wage work as their primary activity; of these, the
majority are from Salta and Santiago del Estero, and all women declaring wage work as
their secondary activity (5%) are from Salta. It is important to highlight that most of the
women declaring wage work either as their primary or secondary activity were of non-
indigenous origin.

118. In the case of men, only one in four (26%) identified subsistence farming as their
primary occupation followed by salaried work in the public sector (24%) and in
agriculture (15%). The percentage of men with a salaried job in the public sector was
much higher (23%) in Salta than in the other provinces. The situation in Misiones and
Santiago del Estero is more precarious with men working primarily on subsistence
farming (34% in Misiones and 23% in Santiago del Estero) and in temporary salaried
jobs (25% in Misiones and 34% in Santiago del Estero). These data point to households

5 While there are some provincial differences in the distribution of households, these are not significant probably due to the
smaller sample size for each province.
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in Misiones being worse off by relying primarily on subsistence farming. This is
congruent with data on Tables 8 and 9, showing Misiones with the largest percentage of
households falling in the poorest quintiles.

Table 11: Primary and Secondary Activity of the Interviewees by Province
(percentages)

Primary Activity
Household work 77% 60% 75% 71%I
Subsistence farning 13% 1 1% 1% 8%
Microenterprise /handcrafts 1% 5% 4% 3%
Wage work 66% 19% 12% 12%
Precarious salariedwork 1% 2% 1% 2%
Others 2% _ 3% 7% 4%
Secondary activity2% ____I~i. ___ ___. _

Household work 24%0 50% 20% 1 28%
j Subsistence fainL _ - 69% 33%_ 30/_ 54%
Microenterprise /handcrafts 3% 4.2%10 5%
Wage work 0% 0% 30% 5%
Precarious salaried work 1 3% 12.5% 5% 5%

i Others _ 3% 0% 5%3

119. The degree to which women directly participate in wage-earning or income-
generating activities is indicative of the socioeconomic position of households. Among
better off households, women's participation in wage work is much less than that of
women in low income households because of the ability of the former to substitute capital
for their labor. Women from low income households, on the other hand, will willingly
seek wage work as well as intensify their involvement in agricultural activities and labor-
intensive home-based enterprises to gain access to cash (and non-cash) income. From the
51 women who declared to have wage work (either as primary or secondary activity),
80% of them are from households classified in the two lowest quintiles of per capita food
consumption.

Household Management and Assets

120. Distribution of household tasks is one of the main elements that contributes to the
definition of gender identity. The division of labor within the household reflects a
complex arrangement of responsibilities that results in the creation of different types of
"workers" who need each other to ensure that their needs would be met. The
organization of household work depends on the relationship between productive and
reproductive tasks that each household member carries. Beyond the biological sex
differences and cultural constructions of those differences, such division is based on the
type of link that each member establishes with the markets.
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121. As expected, with respect to the distribution of tasks within the household, the
majority of domestic labor is carried out by women (see Table 12). For instance,
activities geared toward social reproduction, such as cleaning the house, cooking, and
caring for children, are seen primarily as female responsibilities, whereas the male-
partner responsibilities in that dimension are less. Women report their partners'
responsibilities to include farming and tending of cattle, wage-work, selling of products.
According to the women interviewed there is a clear division between those activities that
are directly linked to the markets, primarily dominated by the male-partner and those
activities which are an input to the family/household which are basically done by the
women and the children.

Table 12: Distribution of Household Tasks (percentage) as Reported by Women

,kctihities Onhl Onlv Both ,Just .Just Fai ilv
.etch \onman Partner girls byvs

FT ingwater,wood _N=271) 29.2 11.8 14.8 8.5 . 85 27.3
Cleaning and washing (N=297) 56.2 17 .0 29.0 0.7 8.4
Cooking (N=291) 69.4 2 i_ 3.1 17.9 j 1 6.5
Child care (Ni289) -

66 .1 0.3 19.4 0.7 7.6
Attending garden (N=158) 36.7 j 8.2 19.6 5.7 3.2 26.6
Small animals (N=202) 42.1 5.4 13.9 4.5 5.0 29.2
Farming (N=156) 12.8 29.5 19.2 1.3 12.2 25.0
Cattle(N=126) 16.7 31.7 12.7 3.2 13.5 22.2
Wage work (N= 74) 10.9 58.0 - 5.2 2.9 17.8 5.2
Buying food (N= 278) 36.7 15.8 26.6 7.9 0.7 12.2
Selling products (N=117) 15.4 51.3 17.9 0.9 10.3 
Social Participation (N=122) 27.0 27.9 26.2 3.3 3.3 12.3

,_ _____ 1___ =-__ __

122. The results show that women have to fulfill multiple productive and reproductive
activities which involve the transformation of goods and services essential for daily life
and maintenance of the family. Whether women are household heads or not, they
organize their behavior and the relationship between productive and reproductive
activities to ensure the subsistence needs of their families. The relationship between
productive responsibilities and social reproduction influence how they manage their own
life, including their sexual and reproductive life. The data indicate the splitting of the
household labor into two components, the productive (linked to the market) and the
reproductive (as an input). The discussion in the focus groups suggests that, through this
process, women become ideologically circumscribed to the reproductive sphere and their
productive role is not valued or recognized. As a result, the public sphere emerges as a
space primarily for males (see further elaboration below).

123. Regarding ownership, control and management of assets, only a small percentage
of the women have some type of assets. Owning their home is the most frequent (29%),
followed by small animals and house appliances. Only a few have ownership over
productive assets (see Table 13). Significant differences appear when the data are
desegregated by the gender of the head of the household. In female-headed households,
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women tend to own more productive assets as well as property. However, almost no
change is observed in ownership of small animals, cattle or house appliances. This would
indicate that those are assets controlled by the women regardless of who is the household
head. Thus, who is head of the household largely determines ownership of productive
assets and the ensuing social position and link to the market that this conveys.

Table 13: Percentage of Women that Declare Ownership of Assets

H4ouse 29.4 47.91
Small animal (including chickens) 22.4 22.9
House appliances _2.3 29.2__
Cattle .0 18.8
Agricultural land _______________ ____ ___ 13.7_ 22.9
Vehicle __ _L 5.01 12.5
Real estate 4.__ 8.3
Agricultural machinery _ 3.0 1 10.4

124. Regarding money management, women have a large degree of control over
spending related to family food consumption (71%); however, they have limited control
over expenditures for clothing, both for herself (57%) and her children (54%). Control
over spending decreases sharply for other items (see Table 14). These figures
demonstrate that women in the sample have control over minor spending. However,
spending for major items, including for tools involved in agricultural production,
household appliances, and savings and investments is beyond their responsibility.

Table 14 Women's Management of Money

Food (N= 292) 71.2%
Cloth for herself (N= 286) 57.3%

ICloth for the children N=28i.54.2%
Combustible/fuel (N 287) _3_5___ _5.2%

Appliances for the house (N=290) ___ 17.6%
Tools for agricultural work (N=284) 10.9%
ImLrovements in the house (N= 288) __ _ %
Savings/investments (buy land, cattle, etc.) (N= 282) 11.7%
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Social Networking

125. Women's participation in social organizations is low and lower than that of men.
The majority of the women do not participate in mother's groups, parent's groups,
neighborhood organizations, farmers organizations, or political parties. Participation in
religious organizations seems high; however, as was indicated in the focus groups, this
refers more to attending service that to being involved in specific groups or activities
within the church structure. Although religious groups are important sources of
information and cultural norms and offer opportunities for socialization, participation in
these groups is not associated with participation in other type of social organizations (see
Table 15). These results are consistent with the findings of a recent World Bank (2001)
study on social capital in Argentina which indicates that less than 20% of the population
participates in any form of organization, with church participation the most frequent.
Regarding the factors influencing participation rates, the social capital study arrives at
findings similar to this study which indicates that participation is related to household
headship, income level, and educational attainment, among other things.

Table 15: Women's Participation in Social Organizations
,. ............. . .... ...... .. ..... .. ............. ..... . . ... .... .. .

Tk pe or Ori'g;anization oMeNitl
; E>~~~~~~~articipatirl-

Religious groUPS 40.5% |
Farmers Ous 10.0%

.Neighborhood associations 9.8%
Women (mother) groups 4.8%
Productive groups 4.7%
School parents associations 2.4%
Political parties ______ 2.0%

126. Women that participate in social organizations with the exception of church
groups tend to be more educated and younger. Women with more than 12 years of
education are more likely to participate in neighborhood organizations. Participation in
neighborhood organizations and political parties is higher among single women.
However, women who participate only on religious groups tend to be older and less
educated. Women with no children show little participation. Women in the focus groups
indicated that socialization and participation in social organizations for young (never
married) single women is more difficult because of social norms or because they have no
one to leave the children with. On the other hand, women also indicated that the number
of children represents a constraint to participation.

127. Although the women interviewed have interest in social participation, they lack
opportunities to engage in such activities. On the one hand, the data show that women in
the early years of motherhood (typically with two or three children) tend to participate
less than women with older children or women without children, as they typically lack
childcare options or are unable to bring their children with them. On the other hand,
community organizations do not facilitate the building of social networks that are
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pertinent to women. Unlike men, who may have more opportunities for recreation and
diverse social participation related to productive, sport, political, or other activities,
women are often limited to religious organizations. The results are significant for two
reasons. First, the data show that women's participation in social organizations depends
to a great extent on their control of the reproductive process. Second, the results indicate
that women's participation in social networks is important for increasing awareness of
economic opportunities and for income generation. It may be inferred that the
responsibility and time involved in raising children preclude women with children from
engaging in social participation activities, as women are compelled to develop their social
and productive lives around the household and the family.

D Gender Roles and Women's Self-Reported Identity

128. Gender identity is defined by multiple factors that contribute to the construction
of a world-view and a representation of the self in relation to others. Men and women
play different roles in society based on their gender roles and identity. However, to
reduce gender identity to a relation only between man and woman would ignore the fact
that cultural stereotypes correspond to a certain economic and social order that
consolidates a certain "specialization", a division of functions and attitudes which can be
mapped along two main dimensions: (i) the productive-reproductive, and (ii) the public-
private continuum that split activities and responsibilities of the household members.
This division shapes interpersonal relationships as well as the forms in which men and
women relate to the social, economic and political spheres.

129. The study's findings show that women have to fulfill multiple productive and
reproductive activities which involve the transformation of goods and services essential
to daily life. Whether women are household heads or not, they organize their behavior
and the relationship between productive and reproductive activities to ensure the
subsistence needs of their families. The relationship between productive responsibilities
and social reproduction influence how they manage their own life, including their sexual
and reproductive life.

130. In an attempt to comprehend how the women in the sample viewed their own
identity, this study asked multiple questions to elicit women's perception on issues
related to their productive/reproductive and public/private lives. The answers to these
questions were classified and a score assigned to each answer based on the place they
occupied on both axes. Then, the scores were summarized in an index for each women in
each dimension and plotted (Refer to Figure 2 of Chapter 1 of this report). Figure 3,
below, presents the results of this analysis.

131. As expected, most of the women's answers correspond to a sphere which could be
label "reproductive-private". Little variation was observed in the answers either across
provinces, economic status, educational level or age of women. However, this should be
interpreted cautiously, as the sample only represents poor rural women and, thus, there is
little variation in terms of their education or economic level, or participation in other
spheres of society, compared to rural, not poor or urban women. It must be kept in mind
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that gender and gender identity are experienced differently across cultural,
socioeconomic and geopolitical settings.

132. What constitutes the domestic and public spheres vary from culture to culture. In
the case of poor rural communities in Misiones, Salta and Santiago del Estero, the
activities related to the market or to social participation are considered to belong to the
public sphere and they correspond primarily to men. At the same time, the relations
within the household, while may be affected by the market, still are not defined by the
market, as long as they remain within the preview of women. The domestic nature of child
rearing and household work observed in these provinces has resulted in a strong sex
typing of this work. What shapes the relation between men and women in these
communities is the way in which procreation and socialization are organized in relation
to the organization of productive work.

Figure 3: Self-Ascribed Gender Identity

Gender Identity Clusters by
Productive/Reproductive and Public/Private

Dimensions

7-
. ~ ~~~ .

_ 3

0 -4------- 14 -- `6 i; o-

- Public/Private
l .~~~~~~~~~~~~~~~~~~. . .. . _.... ... ..._......... ..... ....... .. ..

133. Pregnancy is viewed as a fundamental event in the lives of women because it
opens the way towards motherhood and their identity as women. According to the survey
results, maternity is valued over sexuality as pleasure, because reproduction gives a
woman a place in society and is the social reference allowing her to construct her
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identity. Therefore, pregnancy is accepted as a positive event and is socially valued
despite the recognition that one of its consequences is that it increases the woman's
responsibilities and work within the home. At the same time, despite the great variety and
importance of women's domestic and productive activities in sustaining the household,
they tend to see those activities primarily as reproductive (i.e. related to the caring and
maintenance of the household; that is, to social reproduction). Further, even if a woman
has a salaried job, that activity is subsumed under the category of the social reproduction
of the household.

134. Women's social reproductive work principally consists of daily activities tied to
the domestic group (cleaning the house, washing and ironing clothing, cooking, and
caring for children), as well as subsistence activities (caring for a home garden and
raising small animals). At the same time, women participate in commercial/market
oriented activities (such as working on the family farm, selling of goods, and making
handcrafts). When women have wage-work they are responsible for the household,
carrying a double burden which is not usually recognized. To carry out her
responsibilities, the female partner is generally assisted by other members of the
household (sons, daughters, her mother). The only acceptable reasons for a woman to
excuse herself from her daily responsibilities are when she is about to give birth, having
generally worked until the onset of labor, or when suffering from serious health
problems.

135. The gender identity reported by women in this study has a direct impact on
reproductive health. First, girls are raised to be mothers. This implies that controlling the
biological reproductive process is important in as much as it ensures the fulfillment of the
expected role. As a result, women start their reproductive lives very early because that is
the main avenue for asserting their position in society. Third, the control of the
reproductive process and of women's sexuality becomes a concern within the private
sphere.

136. Women's reproductive functions are seen as a subset of the household and, thus,
subject to the dictates of men and society. As a result, the reproductive behavior of these
women implies; (i) more children and increased time devoted to caregiving and
subsistence activities, (ii) a lack of preventive health behavior which leads to larger
family sizes and increased health risks; and (iii) diminished capacity to control assets and
generate income. In summary, the social position of these women in their communities is
defined by the division of labor along gender lines (productive vs. reproductive), the
construction of symbols and images that explain, express and reinforce those divisions
(motherhood), and a set of social and economic norms and processes that make difficult
for a new generation of women to build a different gender identity.

E Reproductive Health

Women's Perception of their Own Health and the Quality of Health Services

137. A majority of the women (60%) perceive their health as being good or very good.
The remaining 40% consider their health either average,, bad, or extremely bad. The
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reasons given for these negative perceptions vary, but are, by and large, unspecific in
nature, which may be explained by a combination factors: anemia, malnutrition,
pregnancy, domestic work, farm work, and poor housing conditions. Health problems
considered women-specific are associated with pregnancy as well as family violence.
Anemia is one of the key contributors to maternal mortality nationally. A study
conducted in Tierra del Fuego in 1994, supported by others conducted in Greater Buenos
Aires in 1998, shows the incidence of anemia among pregnant women to be as high as
39% in the first trimester. This rate was shown to increase in later stages of pregnancy
(Sub-Secretaria de Programas de Salud, Argentina, 1998). This phenomenon may help
explain the lack of specificity in the responses of rural women interviewed for this study
as to the reasons for the perception of not having good health.

138. Women's health status was assessed by asking for the occurrence of illness during
the four weeks prior to the interview. Of those women who answered positively (36%),
only 77% had sought health care (see Table 16). Women tend to minimize their health
problems. They see their poor health status as the norm. Something that is part of being
a woman, as was indicated in the focus groups. Women's perception of their health in
general is associated to the fulfillment of their productive and reproductive tasks. If the
illness does not severely impede her from performing, in the short term, her
responsibilities she does not consider herself to be "sick"; rather it is just "not feeling
well". Of those women who reported being ill, about 50% continued carrying on with
their daily activities as usual, 20% indicated that were unable to do all their daily
activities for two or three days and only 25% of the ill women declared that they were
impaired for more than three days.

Table 16: Women who Became Ill and Received Treatment in the Last Month

JUIi til,lness (N=3J00

~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~. .. ... .. __._._ .. ..............., .Z.. No 63 .8%
Yes _.3 6.2% - \ i.iller Sicki ( N1- 3)

[Received Treatment No I
I .. _________________________ 23.0% i 77.0 %
Place of Care ______-_____ ______

Public hospital 48.1%
Healtht 24.5%
In-house 20.7%
Pi vc inic 3.8%
Traditional healer 1 .

__ Other 0. 

139. Only 23% of the women that reported to be ill during the last four weeks received
some type of treatment. Of those that sought care, one out of two went to the public
sector for services, while 21% were treated at home. Women's perceptions of the quality
of health services they received were described as good for 56%, and very good for 26%
of respondents. This may indicate low expectations among this population regarding
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quality of services because data from some secondary sources indicate that the perception
of quality of public services is negative among similar populations. Women indicated in
the focus groups that they often feel mistreated at public hospitals, particularly when the
reason for the consultation refers to reproductive health. This dichotomy between the
perception of the quality of services registered using the survey and the open ended
format of the focus groups is relevant because it highlights that women's perception of
their health and the services they get may not be adequately assessed (at least in rural
areas of Argentina) only by asking them to rank the quality of service in a point scale.
Rather, it may be more pertinent to give women the opportunity to express in their own
words how they feel about the services received.

140. Women reported that they tend to use regional hospitals instead of district
hospitals or local health posts closer to home. This is often due to the lack of
gynecologic services, as local health posts are usually staffed with generalists only.
Women have to travel long distances to reach appropriate medical attention, facing
obstacles such as lack of economic resources, lack of transportation, and limited hours of
operation, among others. Some women indicated that they had felt mistreated by staff in
regional hospitals. Others stated that, at times, staff in these hospitals did not treat them
well. Women in Salta also mentioned instances of perceived mistreatment from health
personnel, which they identified as being degrading. One woman indicated that "the
health personnel say anything and have things done their way, while we just have to
listen quietly". Similarly, male focus group participants in Salta complained about the
long distances to health facilities. Both women and men denied the importance of the
curandero and traditional medicine. However, with some probing, both men and women
discussed situations in which they consulted traditional practitioners/healers.

Health Insurance Coverage

141. Only 25% of the study population have health insurance coverage (see Table 17).
Two thirds of those with health insuravnce do not use it for reasons such as inability to
make the co-payment and lack of and/or inability to pay for transportation. These issues
curtail the access to health care of families with low economic status. Bureaucracy is
also identified as a problem that is often associated with wasting the time and limited
resources of the individual. The rate of health coverage among interviewees compares
poorly with the national average for urban centers in Argentina where 52% of pregnant
women were covered by private insurance or an Obra Social in 1997
(SIEMPRO/INDEC, 1997).

142. While not all women in the sample were pregnant at the time of the survey, this
difference is indicative of the disparity in coverage between the poor rural women in the
sample and the national average. Since most of the women interviewed (and their male
partners) were self-employed, they did not have a compulsory social health insurance
(Obra Social Obligatoria) and they did not have the voluntary health insurance either.
This is frequent in rural Argentina among small farmers and minifundistas (Amadasi and
Neiman, 1998), particularly among the poorest groups (such as in this case), which
cannot afford private health insurance and have to rely on free public health facilities.
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Table 17: Health Insurance Coverage of the Women
. ..................... ........ _'_ ._ _.'. _. 1 .................. ... ..

Type of health insurance Percenta-e
of wonmen

Do not have 75.3J
Corpulsory social insurance 23.7%
Voluntarj social insurance 0.7%
Both _ i 0.3%

143. According to national data for Argentina, early detection of pregnancy and
prenatal check-ups play an important role in the prevention of maternal mortality. Health
insurance coverage is related to the early detection of pregnancy. When health coverage
is private or is provided by an Obra Social, 87% of pregnancies are detected in the first.
However, when the only health service available is through a public hospital, the
situation changes dramatically with only 66% of pregnancies detected during the fist
trimester and 5% only detected at the end of the pregnancy (SubSecretaria de la Mujer,
1999). A similar relationship is seen regarding perinatal visits and delivery. Thus, the
lack of health insurance coverage, as found among the women interviewed, is likely to
result in negative health impacts.

144. When services are available, the main reason for not utilizing them is their limited
accessibility. For the rural population, traveling large distances to public hospitals is
difficult and costly, and represents an opportunity cost to the family. Perceived
discrimination also contributes to reducing the use of public health services, or at least
generates discomfort and dissatisfaction. In Misiones many prefer to use public hospitals
rather than sanitary posts, despite the fact that public hospitals are generally farther away
from their homes, because there they may receive free drugs. In this way, availability
and cost of medications play important roles in the decision of where to go for health
services, even more so for those without health insurance (see Table 18).

Table 18: Frequency of Use of the Social Health Insurance and Reasons for Not
Using

Frequency or lUse(N=74) Percentage
Always 29.7%
Sometimes 48.6%
No,lately 13.5%

. ..................................... Never 82ercent

Too bureaucratic _ _19.1%

I No need to use it 23.8%
I No answer 4.8

145. In the focus groups, both men and women agreed that their biggest problem is the
lack of medical coverage due to shortcomings in the health system. They stated that one
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doctor visited their locality only one day per week for two hours; health facilities have
inferior conditions; and there are few opportunities to make appointments, and few days
of consultation. One cited the example of no beds being available in the regional
hospital. Other participants talked about poor treatment at the hands of providers.

146. Problems with access seems to be primarily one of cost: (i) opportunity cost by
losing income generation time; (ii) cost of transportation; (iii) availability and actual
payment for services and drugs; and (iv) co-payment for the few who have health
insurance. The efforts by the poor to overcome these hindrances are too great given the
quality of and variety of services available.

147. Thus, the rural poor seem to often limit their utilization of health services to
instances of diagnosed illness (i.e. every day aches and pains are self-medicated and
treated either with pharmaceuticals or traditional medicines), prenatal care in the days
immediately before delivery, and for the birth itself. The population covered by the study
felt that the health coverage available is insufficient to meet their basic needs. The
overall perception, then, is a feeling of being unprotected, without equal access to health
services and good health. In summary, available services are inequitable, inefficient, and
lacking proper manpower, medications and equipment.

Reproductive Health Awareness

148. Reproductive health is a state of physical, mental, and social wellbeing in all
matters related to the reproductive system, its functions, and processes. A reproductive
health approach encompasses information and services aimed at increasing the awareness
of women and men regarding their reproductive and sexual life, controlling disease,
promoting safe motherhood and providing family planning services and fostering a better
quality of life.

149. For both men and women in this study, their notion of reproductive health is
extremely limited. No one could not provide a definition of reproductive health and said
they had not heard this term before. The concept, in their minds, was related to the
notion of health in general, revolving around the presence or absence of bodily illness
requiring a visit to the physician, excluding any action or idea of prevention. When
asked to attempt to verbally conceptualize the term reproductive health it was defined as
"something pertaining to a woman's health in her fertile years". Their idea of
reproductive health is organized around the knowledge of menstruation and its function
in procreation, and includes both the use of contraception and the importance of prenatal
check-ups in the event of becoming pregnant. Therefore, it is seen as the exclusive
responsibility of women as it is related to motherhood. There was no clear sense that
motherhood is linked with fatherhood. Rather it seems that men and women considered
"parenthood" primarily as a female "biological" event and social construction. Both
women and men associated problems with reproductive health as mainly sexually
transmitted diseases (STDs, although the details about these diseases are not generally
understood); problems during pregnancy, principally regarding abortion; and tumors
related to the use of modem contraceptive methods, which many believe can cause ill
health.
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150. Despite the fact that women did not possess a wide comprehension of the term, it
was clear that women did have practical knowledge on certain aspects of reproductive
health, particularly those regarding birth control and handling some health risks and
illnesses. In a few cases, the idea was linked with improving oneself in order to have a
good future. Nevertheless, both women and men demonstrate an interest in receiving
information about these topics. In the focus groups, women indicated acceptance of their
difficulties in exercising their sexuality and described attempts to resolve these issues, but
often encountered socioeconomic barriers in doing so.

151. To a large degree, most men and women consider that reproductive health and
family planning are things that they themselves cannot control. The nature of
reproduction is considered to be something "given", which is a belief that contributes to
poor family planning and the maintenance of a vicious circle of dependency and poverty.
In Salta, the women stated that, "if a child comes, it comes" and it happens "without
thinking about it." Women also stated that, "there is nothing you can do about it". At
the same time women placed high value on being capable of fulfilling their reproductive
role as that was the cornerstone of their identity and place in society.

Family Planning

152. To the participants in the focus groups (consisting of men only, women only and
mixed), the concept of family planning has two dimensions. One refers to the knowledge
and mechanisms to become pregnant and the other dimension relates to the possibility of
preventing pregnancies. Other than intercourse and the calendar method, only a few
women (14%) were aware of other possible alternative methods (with assisted
conception) to get pregnant. The practice of controlling the number of births was seen as
positive, particularly among women who valued family planning because it allows them
to avoid unwanted pregnancies and permits them to enjoy sexual relations freely.

Table 19: Knowledge of Family Planning Methods by Educational Level

Knwears og Schocrlin-h of the Women .... ... ... .. ...... .......................... ................ , S ............... . . . ..................
kn~wledge Up to 3 I4 to 6 7`tof 12 .... ....... igher Ed.A.ve.ra. I

Yes j 58.3% 73.3% 93.6% 100% 74.5%

153. With respect to current knowledge of family planning methods to prevent
pregnancies, three out of four women have knowledge about different methods. Among
women in Misiones, knowledge of family planning was higher (92%) than for women in
Salta (70%) and Santiago del Estero (60%), a difference that may be explained as a result
of an ongoing reproductive health promotion program in Misiones. Regarding different
groups of women, as could be expected, married or women with partners were more
knowledgeable (76%) than single women (66%). Regardless of marital status, the
number of women from the lowest quintile of expenditures in food consumption that
know contraception methods is lower (69%) compared to the women from the other
quintiles (87%). Similarly, knowledge of family planning methods is less frequent
among women with less education (see Table 19).
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154. There are two important elements that affect a couple's decision to use family
planning: (i) when they wish to start a family; and (ii) if they already have children,
whether they want to have more or not. In this study, one half of the women reported that
she and her partner are satisfied with the number of children that they have (52%).
Another 21% would like to have more children, and only 8% would have liked to have
less (13% reported to be unsure of how many children they desire). Two thirds of the
women interviewed indicated that having a pregnancy did not trigger any problem with
her husband/partner. With regards to the desired number of children prior to the first
pregnancy, one out of three women reported not having a preference (32%) while one out
of four would have liked 2 children (23%). Only 8% of the women would have liked
only one, whereas 9% would have liked more than four. In the case of men, in Salta,
40% are satisfied with the size of his family and 21% would like to have fewer children,
compared to 1% in Misiones and 4% in Santiago del Estero. In Misiones, 33% of men
desire more children.

155. Half of the women interviewed (53%) indicated the decision to use family
planning is made by the couple and one out of four said that it is the woman who decides
(see Table 20). In the focus groups, there was also consensus that women are generally
responsible for choosing family planning methods because of the implications pregnancy
has on their bodies and lives in general. Men, in general, felt they were not responsible
for this decision, while at the same time were not in agreement with their women taking
the decision to use some form of family planning other than "natural methods". Also,
they agreed that most of the times, in spite of the discourse regarding joint decision
making, it was the woman who was the one making the decision to use contraceptives.
This is evident in the low utilization of barrier methods such as the condom (10%) in
which men must take responsibility for the use.

Table 20: Who Takes the Decision of Using Family Planning Methods (N=162)

Women 24.7
Partner -l 9.9
Both ; 50.0
Doctor 9.9
_Both_ _ _5.5

156. Women with less than 6 years of education indicated more frequently (34%) that
there is no conscious decision to have children, compared to women with more than 6
years of education (26%). Among Coya women in Salta, regardless of their educational
level, there is a significantly larger proportion of women (63%) who responded that it
was a decision of the couple and only 18% indicated that children just come. In general,
the results about the reproductive health behavior of the Coya women should be
interpreted with caution, first because of the small size of the sub-set of Coya women in
the sample and, second due to the large degree assimilation of Coya communities with
"criollo" small farmers in Salta.
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interpreted with caution, first because of the small size of the sub-set of Coya women in
the sample and, second due to the large degree assimilation of Coya communities with
"criollo" small farmers in Salta.

157. Several elements influence the decision of whether or not to use family planning.
In the case of the pills, women reported that even if they had wanted to use them they
would not do it because of cost. In the case of intra-uterine devices (IUD) cost and
access to services were mentioned as restrictions. In the majority of cases, free supplies
were not available in the local hospital, and since these women do not generally have the
money to purchase supplies on a regular basis, these family planning methods become
inaccessible.

158. Family planning use is affected by privacy issues. Women stated that the place
where to get contraceptives is very important. If the location is not private, women feel
embarrassed and fear being the subject of rumors. This is seen as especially important in
small communities. Using pills or other modem methods would be seen by their partners
(and society in general) as an indicator of unfaithfulness. Men see the use of modem
contraceptive methods by women as mechanisms that would allow women to "cheat" on
them.

159. In this cultural context, family planning becomes a tool of control of women by
men who, as mentioned previously, do not feel any responsibility vis a vis "motherhood."
Effective promotion of family planning would entail an explicit challenge to accepted
cultural controls such as this.

160. Other considerations in the decision to use family planning regarded the health
implications. Some women perceived modem methods as abnormal because they alter
the body's natural functioning and a woman's physical appearance. In relation to this,
one of the participants stated that "it is not good to use modem methods (the pill) because
your menstruation is not like always, and that means that your body is not healthy."
Also, women make the comparison with their mothers who did not use modem methods
and lived for many years. It can be inferred that this is a population that is in need of role
models and social guides.

161. These beliefs are firmly routed in the women's traditional knowledge regarding
reproductive issues which have been passed through generations by mothers to daughters
(see also Barone, 2000 and Fogel, et al. 1993). However, family planning is a topic in
which the mothers themselves generally lack precise knowledge. While these beliefs
provide women with some basic tools to manage their reproductive life, at the same time
they limit the possibility of incorporating new practices. In general, women lacked basic
knowledge of their bodies and their reproductive systems and as a result were misusing
some of the natural family planning methods. Sources of information on reproductive
health and family planning are, many times, people who themselves lack precise
information on these topics. In Misiones, more men indicated a clinic or health center as
the source for contraceptive information than in other provinces. Still, the study found
that health personnel do not generally provide information on family planning methods or
attempt to create a consciousness on the importance of family planning. The women fear
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seeking family planning consultation from health personnel because they perceived a
power differential between them and the providers, and are afraid that a moral judgement
will be made against them by health personnel.

162. Regarding use of family planning, while 51% of the women declared to use some
type of contraceptive method, only 25% currently use modem family planning methods
(see Table 21). There is a significantly higher proportion of women in Misiones (63%)
that use family planning, compared with 52% in Salta and 38% in Santiago del Estero.
Use of family planning is higher among women who participate in social organizations
(55%), and younger women, those aged 31 to 36 years old. The family planning methods
most commonly used are natural, which includes periodic abstinence, temperature, the
rhythm method (50%), and the birth control pill (45%). Among the provinces, Salta has
the highest percentage of natural family planning use (19%) as compared to Misiones
(8%) and Santiago del Estero (7%).

Table 21: Use of Family Planning Methods

Do not use ___X_49.0 _37.0 48.0 _ 62.0
Use 51.0 63.0 52.0l 38.01
Type of Method Used X
"Natural"(abstinence, temperature, rhythm) 25.7 21.0 39.0 17.0
LModemmethods (pills,DIU,barrier) 25.3 i 420 130 21.0

163. It is important to underscore that 50% of the women who declared to use some
family planning method are using "natural" methods. First, as indicated before, this
reflects the resistance that women face from their partners to use modem methods. Also,
it shows that access to modem methods is limited. More important, the consequence of
women using "natural"methods is that they are exposed to the permanent, higher risk of
undesired pregnancies both because of failure rates and because they do not have control
over sexual relations.

164. Only 9% of the women declared that their partners use condoms, which confirms
that men are less involved in family planning method utilization. Knowledge of
condoms, however, was high, 92%, 63% and 55% in Misiones, Salta, and Santiago del
Estero respectively. The difference between Misiones and the other two provinces is
likely to be a result of the AIDS educational program that is being implemented in
Misiones. Women stated that men accept certain family planning methods over others
for different reasons. Women believe that men want women to use family planning, but
they must feel a certain level of comfort with the method. Men declared that it is
important to be relaxed and not worry about contraception when having sex. Because of
this attitude, men and women felt that contraception is mainly a female responsibility.

165. Table 22 shows the determinants of contraceptive use and the impact of
contraception on the probability of delivery in the last three years. The results indicate
that education has a role in the use of modern contraception and, thus, in the probability
of delivery. Women who have more than seven years of schooling have a higher
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probability of using modem contraception and a lesser probability of delivery. This
result is interesting because the average number of years of education in the sample is 6.3
years and other studies of rural areas suggest that a significant number of women do not
go beyond primary school (6th grade). The data indicate that the woman's educational
level is a key variable in the use of contraception and family size. Among men there is a
double discourse on the issue of using modem family planning methods. On the one
hand, there is a general acceptance that family planning is necessary for household
economic reasons. On the other, they see it as a responsibility of the women and should
be carried out using "natural" methods. Men differentiated between two main reasons for
using family planning: (i) to prevent pregnancies; and (ii) to terminate pregnancies.
Among the methods to prevent pregnancies, the men distinguish two sub-types: (i)
natural methods which they prefer to use with their spouses/partners; and (ii) condoms
which they associate with single men and/or their relationships with other women
(besides their wives or partners). Similarly, terminating a pregnancy is seen as a last
resort, mostly for single women (not their wives or daughters). While some men
expressed that they consider the use of a condom to be unnatural, some women saw it as
an expression of respect.

Table 22: Determinants of Family Planning Uses and Impact on Delivery in Last 3
Years

ProhahilitN of deliver'v in hlrbabilit- tf ofs1it.
.. . ..,,, , ,,,,,,,,,,,,,,,,,,,,,,,,,,lihe last 3 N vars niodurnri (mr To lm

Coefficient Std.error Coefficient Std.error
Misiones -1.03 0.49 1.09 0.38
Salta 0.60 0.49 -0.75 0.37
Number of babies above three 0.63 0.37 0.65 0.33
Number of children (from 6 to 14) -0.69 0.32 -0.12 0.24
Literate -1.25 0.68 0.03 0.43
Years of school of the woman:> 7 -1.48 0.59 0.89 0.44
Years of school of the spouse: 4 to 6 -0.13 0.49 -0.06 0.37
Years of school of the spouse:7 -0.30 0.45 0.00 0.35
Years of school of the spouse:> 7 -0.90 0.56 0.32 0.44
Between 31 and 35 years old -2.00 0.83 0.68 0.54
Between 36 and 40 years old -2.24 0.86 0.49 0.55
Between 41 and 45 years old -3.39 1.03 0.36 0.64
More than 45 -4.67 1.07 -0.11 0.60
Wage of the spouse 0.54 0.39 0.13 0.29
Catholic 0.22 0.39 0.68 0.31
Coya -0.89 0.65 1.03 0.55
Visits family every two weeks -0.58 0.30 0.31 0.23
Has a health insurance 0.85 0.39 0.33 0.28
Food consumption per capita -0.03 0.01 0.01 0.01
Closest distance from telephone -0.01 0.00 0.00 0.00
Constant 7.02 1.98 -3.91 1.42
# observations 243
Wald Chi2 113.16
Coefficients in bold are significant at the 5% level and coefficients underlined are significant at the 10% level.
Province of Santiago del estero is omitted.
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166. Regarding religious affiliation, the table shows that there is a high probability of
using contraception among those who are Catholic. However, the data do not indicate
that religious affiliation has an impact on the probability of delivery. Another important
personal characteristic that has an impact on the use of contraception is ethnicity. There
is a higher probability of using modem contraceptive methods and a lesser probability of
having a delivery among Coya women in the sample. This is particularly interesting
because the non-indigenous women living in Salta have a lower probability of using
contraceptive methods.

167. When food consumption per capita is higher (that is, when the household is
richer), the probability of having children decreases. This result is consistent with the
general conclusion that poor people have more children. However, economic status does
not affect the probability of using contraception. The data also indicate that there is a
higher probability of delivery over the last three years among those women that have
access to health insurance. However, as expected, health insurance has no impact on the
use of contraceptive methods.

168. It is important to highlight the differences observed between Misiones and Salta.
Table 22 shows that those living in Misiones have an increased probability of using
family planing and lower probability of having a delivery over the past three years. This
result is quite significant as Misiones is the only of the three provinces in which there has
been a reproductive health program in place, which could be contributing to these results.

Pregnancy and Perinatal Care

169. Pregnancy, whether wanted or not, occurs as early as 12 years old, exposing
women to psycho-physical risk, social insecurity and vulnerability. Women in the
sample tend to have early pregnancies. While the average age for the first pregnancy is
18 years old, Table 23 shows that women become pregnant for the first time between the
ages of 12 and 13. The most frequent age for the first pregnancy is 17 years old.5 While
there are no mayor differences between provinces in the average age at first pregnancy,
women in Santiago del Estero on average have their first pregnancy at a slighter older age
(19.4), compared to the other two provinces (18.4). About half of the women (54%) had
their first pregnancy before they were 18 years old and 20% had their second within 24
months, resulting in short birth intervals.

170. Adolescent pregnancies are not an exception but a common fact and, in a way, an
expected passage and way out of parental control, as marriage may come much later.
Most women (90%) leave their parents by age 17. Since early childhood, women are
socialized in their expected reproductive and nurturing roles, first taking care of their
siblings, later on of their own families. Women in the focus groups indicated that the
best age for having the first pregnancy is between 18 and 20 years old. However, they
recognize that such assertion is based on their current experience, after having had their
first pregnancy younger than what they now indicate is the best age. Women with

It is important to highlight that in the focus groups as well as in the in-depth interviews incest was mention in relation
to very early pregnancies.
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teenage daughters mentioned they have told their daughters to wait. However, social
pressure, economic reasons, and an acceptance of the role model provided by the elder
generation (of their mothers) are difficult to sunnount for most of the girls.

171. Most women indicated that their first pregnancy was not intentional. But, even
then it was expected and a decision taken by the women in the sense that becoming
pregnant was the way out of the parental family. Thus, most of the women established
their first union early in their lives (90% of the women leave their parents households by
age 17) and started their reproductive life soon after, much of the times without having a
good knowledge of their reproductive system or how to prevent a pregnancy, if desired.

Table 23: Percentage Distribution of First Pregnancy by Age group and Province

Province Age Group
1 12-15 16-18 1 19-21 22-25 [>25

Misiones 1 15.0 35.0 1- 23.0 11.0 6.0
Salta 20.0 36.0 36.0 6.0 [ 2.0
S. del Estero Ii _ 13.1 33.3 29.3 18.2 __ 6.1

I Total _ 16.1 38.1 29.3 10.3 6.2

172. The reproductive period for most of the women spans for about 20 years. The
oldest woman having a first pregnancy among the group studied was 37 years old. The
average age for the last pregnancy was 29 years old. About 40% of the women had
children after age 30 and 5% over age 40 (some up to age 46). The average total number
of pregnancies is 4.86 per interviewee, with Salta having the lowest mean at 4.73 and
Misiones the highest at 5.12, ranging from 1 to 14 pregnancies per women. There is a
significant negative correlation between educational attainment of women and age of last
pregnancy. The results of multiple regression analysis, controlling by the age of first
pregnancy as well as education and age of the partner and socioeconomic status of the
household (measured as annual per capita food expenditure), suggest that the educational
level is the single factor that contributes more to lower the age of last pregnancy. On the
other hand, an important factor for late pregnancies was the establishment of new
relationships. Most women felt that after establishing a relationship with a new partner,
they had to "give" him a child.

173. These provincial differences are rather important. When the average number of
pregnancies is computed for women below 25 years old, there are no differences
between provinces (2.4 pregnancies per women). However, for women 25 years and
older, the average number of pregnancies for women in Misiones is significantly higher
(6) than for the other two provinces (5). This difference could be explained by the
program implemented in Misiones which could have decreased the average number of
pregnancies in women under 25 years old.

174. It is important to highlight that the range goes from a minimum of I to a
maximum of 14 pregnancies per women. In each of the three provinces, a percentage of
women have had over a dozen pregnancies during their reproductive lives, which means
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that for about a third of their reproductive years they have been pregnant. It is quite
likely that, thanks to breastfeeding, these women have prevented a higher number of
pregnancies. Also, they have most likely devoted at least an average of two years for
child rearing for each offspring, again possibly working to limit the number of children.
The early start and the high number of pregnancies found among women interviewed
affect their productive lives, limiting their ability to pursue training and to engage in
gainful productive activities outside of the household.

175. The majority (98%) of births in Argentina occur in health facilities (Ministerio de
Salud, 1998). Santiago del Estero has the lowest percentage of institutional deliveries
(85%) nation-wide (SubSecretaria de la Mujer, 2000). Nine out of ten women
interviewed had an institutional delivery in their last pregnancy. Table 24 shows an
important improvement in the access to professional care by women during the last 15
years as their most recent delivery is compared to their first. The percentage of deliveries
occurring in the home without professional care or with a midwife has dropped almost in
half. In the focus groups, women expressed their dissatisfaction with the quality of the
attention they received during delivery. They complained more that the health personnel
treat them disrespectfully than about the quality of the professional services.

Table 24: Place of Delivery of First and Last Pregnancy (percentages)

House without midwif I. 6.7
Hos wihmdie1. 4.3
Public hospital 67.4 i 75.0-
Private Clinic 11.6 14.0

176. Prenatal care during pregnancy is key to ensure a healthy pregnancy and to
diminish the risk of delivery. More than 90% of the women indicated that they received
at least one prenatal check-up in public hospitals or health post (covered through obras
sociales), during their last pregnancy. However, these results need to be interpreted
cautiously. Most women in the focus groups explained that usually the prenatal control
took place during the last trimester of the pregnancy and particularly within two weeks
before giving birth, when delivery symptoms began to appear or when they had some
health problem or difficulty in carrying out their daily tasks. In three out of four cases the
control was done by a physician. Yet, the exam only involved checking the woman's
weight and other basic measurements to estimate fetal development. In some cases the
examination included a blood pressure check up, but no blood tests or lab exams.

177. Logistic regression (Walt statistics significant at less than 0.1 and 92 percent
correct identification) showed that there is a significant higher probability of having a
prenatal control among women from Misiones (47%) and Salta (46%) as compared to
those from Santiago del Estero. This result could be explained by the existence of an
active reproductive health program as well as distance between the households and the
health facility. A higher ratio of wage earners in Salta could also add to the explanatory
piece of the results.
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178. Male partners do not take part in the prenatal control or the delivery. Women
tend to go with other females (kin or friends). The males are absent. While women see
this behavior as "normal", they would like their male partners to have a more active
involvement as that would give them more security. In the opinion of women, the
reasons for this are lack of interest on the part of men as well as the need for men to keep
working.

179. In sharp contrast to the prenatal control figures, one half of women interviewed
did not receive postnatal care after delivery, while one quarter of women received one
check-up (27%). The remaining 23% of women attended more than one postnatal care
visit. As in the case of prenatal care, it is noteworthy that women in Santiago del Estero
had significantly less postnatal care than women in Misiones and Salta. Misiones shows
the highest frequency of postnatal care, with approximately one third of women having
more than one check-up (see Table 25).

Table 25: Percentage of Women Receiving Postnatal Care in the Last Pregnancy by
Province

Postnatal (are \lisiones Salta S. del Ti otalt
Estero

Did not have 46.0 1 .43.4 61.0 50.1
1 visit 22.0 _ 37.4 22.0 27.1
More than I visit L 0 _ 19.2 17.0 22.8
Total 1 __ 1 100 100

180. Prenatal and postnatal care are seen as something needed only if there is a
problem. Both women and men see medical attention due to maternity as the loss of a
day of work, plus the expenses associated with the visit to the care center (co-payment),
and additional expenses such as transportation and meals. Pregnancy does not typically
alter the domestic routine. Women work until the day of delivery. When the woman is
away from the home for delivery, men often take charge of some of the household duties
with the help of their daughters (if any) or other female relatives.

181. Breast-feeding is the norm among the women interviewed (98%). Most women
breastfeed their children either for 3 to 6 months or 12 to 24 months (see Table 26). This
distribution reflects two different behaviors defined primarily by the likelihood of having
wage work. The probability of breastfeeding for more than six months is significantly
lower (40%) among women who declared wage work either as their primary or secondary
activity, regardless of their educational level. On the other hand, women who do not
declare to have wage work tend to breastfeed their children for much longer, even more
than 24 months until the baby is entirely weaned or the woman cannot continue
breastfeeding. As women age, the length of breastfeeding decreases, but its pattern does
not change substantially. Regarding the feeding plan, most women breastfeed on-
demand as the child is with them while their perform their daily tasks. For most women,
breastfeeding operates as a family planning method. Nevertheless, the long breastfeeding
period in which women engage represents a severe toll on their time as well as on their
bodies. Women indicated that breastfeeding results in their seeing the first changes in
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their bodies after pregnancy, which in some extreme cases could end up, according to
them, in losing teeth.

Table 26: Percentage Distribution of Women According to Length of Breastfeeding
for Last Two Children

< 3months 9.6 13.0
3 to6months 33.8 33.0
6 to 12 months 9.7 10.0
12 to 24 months 34.2 31.0
>24 months 12.7 13.0

Abortion

182. Abortion is a sensitive issue in Argentina due to its legal and moral implications.
The law penalizes both health personnel and women with incarceration of up to 4 years
for performing an induced abortion. The law stipulates some exceptions, such as life
threatening situations endangering the life of the mother and in cases involving rape of a
mentally disabled woman. In spite of the legal sanctions against induced abortion there is
evidence that women, particularly those from lower socioeconomic echelons, resort to
clandestine abortion in dealing with unwanted pregnancies (Felder and Oszlak, 1998;
Ramos and Romero, 1998). Different estimates (Ramos and Romero, 1998) suggest that
between 335,000 and 500,000 abortions are performed yearly in Argentina, or about one
every 16 to 24 women in reproductive age. According to recent research on the subject
of abortion (Ramos and Romero, 1998), illegal abortion services are diversified and
segmented by economic status. Poor women have only access to clandestine abortions
performed in poor conditions by various means. Abortion (or their complications) are
responsible at least for about 32% of maternal deaths and is the second cause of maternal
mortality.

183. One out of four (24%) women interviewed has had either a natural or induced
abortion at least once. The women attributed the occurrence of abortion to multiple
causes that range from clinically defined conditions such as ectopic pregnancy (10%) and
complicated delivery (8%) to poorly defined (3%) and unknown (11%) causes. Only
2.7% of women openly admitted that they did not want the pregnancy. However, other
causes of abortion such as excess of physical activity (7%), use of contraceptives (4%),
trauma (27%), and uterine bleeding (14%) may have an inferred association with induced
abortion7 (see Table 27). This points to the possibility that up to 60% of the causes for
losing a pregnancy among interviewees may have been the result of an induced abortion.
That is, from the 73 women that have had an abortion about 48 (16% of the sample)
could have been induced abortions, which is quite high, considering that estimates for

7 Ramos and Romero (1998) mention these as the main causes women use to conceal an induced abortion.
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Argentina indicate that no more than 10% of the women in reproductive age would go
through an induced abortion.

Table 27: Causes of abortion

Declared ais e o.f ahortion Persenla>e
(N=73)

Trauma 2701ram _____ _____ __2.

Uterine blee 13.5
Do not know 10.8
Excess of physical activity 6.8
No answer 4.0
Do not want the baby__ 2.7
IPoorly defined cause 2.7
Ectopic pregnancy 9.5 5
Non gyneco-obstetric disease 9.5
Complicated delivery 8.1
Use of contraceptives 4.1
Lack of medical care 1].3I

184. For legal as well as cultural reasons, induced abortions are often hidden and
described as natural occurrences. In the focus groups, both men and women express
disapproval of abortive practices. Nevertheless, women do accept that it is a frequent
practice and that it is understandable, particularly in cases where the woman is alone,
very young, or has many children. Both men and women agreed that abortion should be
prevented by the use of family planning methods. However, if unavoidable, it is the
responsibility of the women to decide to have an abortion. When interviewees were
asked to consider themselves making a decision about whether or not to have an induced
abortion, four out of five expressed being against abortion. Only 7% asserted that they
would have an abortion, while 10% said that they would perhaps consider abortion.
Males in general were more open to speak about abortion, primarily because they do not
take responsibility for making the decisions. Men expressed beliefs that abortion is a
decision and responsibility solely of women.

185. Despite these findings, female focus group participants agreed that abortion
occurs frequently in their communities and, as indicated before, about 16% of the women
interviewed are likely to have had an induced abortion in their lives. Despite that both
abortion and women electing to have abortions are viewed negatively, there also exists an
unspoken social sanction against young, single women having children. One woman
characterized this by saying, "They (referring to the community) point their fingers at
you." Thus women fear double social standards. It is not seemingly to use contraception,
or have abortions or have children while young and single. Yet, there are instances in
which women believe abortion is justified. These include cases of sexual abuse and
when the pregnancy is the product of incest or relations with a married man, the women
are unmarried or, more frequently, in families with many children.
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Preventive Behavior

186. With regard to knowledge and prevention of diseases, preventive care is not in the
minds of the men and women included in the study. A conscious attitude or intention
towards preventive behaviors does not exist among this population. Table 28 shows that
seven out of ten women (68%) declared not having had a preventive health consultation
in the last two years. Again, women in Misiones are more likely to have preventive
checkups, with 37% of the women having had a preventive check-up either every six
months or once a year. This higher rate of preventative check-ups among women in
Misiones is statistically significant. This higher level of awareness and behavior in
Misiones may be related to a specific health promotion campaign conducted in this
province. In contrast, only 15% of the women in Salta and Santiago del Estero have had
preventive controls at least once a year.

Table 28: Frequency (percentage) of Preventive Health Checkups by Province
(N=300)

Every 6months j 24_' 4 8 12
Once a year 13 8 9 10
Every two years 5 2 I 2.6 i
Never 52 79 73 68
Others ____6. _ 7 __ 9 7.41

187. National statistics show that the second cause of death in Argentina is malignant
tumors. The majority of deaths due to cervical cancer occur in women aged 35 - 60. For
the period 1989 - 1992 uterine cervical cancer was the number one cause of death in the
province of Salta and the second in Misiones (SubSecretaria de la Mujer, 1999). Despite
the above, only one third of the women interviewed are aware of cervical cancer, and less
than half the women knew about breast cancer.

Table 29: Knowledge and Preventive Behavior About Cervical and Breast Cancer
by Province

Kowledge 3) L OP___ Percenta ge
Cervix 53.0 35.0 16.0 34.7
Breast 62.0 28.0 34.0 41.3

___._._._________.___ ____ ._ __ ... Preventativeheck-up
Cervix (N1,04) _453 _ 54.3 _43.8__ 48.1
Breast (N=124) __ _ _ .07.6 _118.5

188. Knowledge about both cancers was higher among women residing in Misiones
(see Table 29). Although knowledge about the disease impacts the likelihood of
undertaking preventive actions, there are other variables that influence this preventive
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behavior. In fact, only 48% of the women that were aware of cervical cancer and 19% of
the women that knew about breast cancer did have regular preventive check-ups. In the
case of breast cancer, age of the women had a significant impact on the probability of
having periodic check-ups, while number of children influenced the chance of having
check-ups.

189. In general, reported knowledge about STDs is very low among men and women
across the three provinces. In spite of that, the level of awareness about AIDS is high
compared to the awareness of STDs in all three provinces (see Table 30) and supports the
assertion that information dissemination, public awareness campaigns and health
promotion activities run by the provincial health authorities have been successful. The
data showing a higher level of knowledge of AIDS and other STDs in Misiones
(compared to the other two provinces) may be seen as a direct result of health promotion
activities in that province. This would suggest the appropriateness of future health
promotion campaigns to disseminate information on topics such as reproduction, family
planning, and prevention of chronic and communicable diseases. However, among those
who received information, there still exists a gap between awareness and practice. For
example, in focus groups it was clear that women recognized the danger of AIDS and
STDs, particularly if their husbands or partners engage in promiscuous sexual activities
and/or pay prostitutes for sex. However, none of these women asks her partners to use
condoms. This is congruent with the findings that only 16% of males said they talk to
their children about STD/AIDS, while 77% of women said they do. Males' unawareness
of the need for prevention of HIV/AIDS points to the need for targeting promotion efforts
to men of all ages.

Table 30: Knowledge about AIDS and STDs by province (N= 300)

IXercentigC of lleople Nlisions Salta S. del Total
that }know' E Lstcro
AIDS _ 89% 64% 77 ........................ 7%
STDs 26 22 120

190. Multiple reasons explain the lack of preventive health behavior. First, women do
not see the importance of having periodic check-ups if they do not have a health problem
impairing them. Even, if they are aware of the potential harm of the disease and the need
to have preventive controls, the opportunity cost in terms of their daily tasks is too high.
Second, there are cultural factors that restrain women from having these check-ups.
Women feel ashamed of having their genitals examined and their husbands/partners do
not like it either. Third, even if the women decide to have a check-up, it is difficult and
costly for them to get to the hospital, as already discussed.

Sexuality, SexualAbuse, and Domestic Violence-

191. Women view themselves primarily in the context of motherhood and social
reproduction. Sexual relations are not seen to be a dimension of self-fulfillment, even
though a large number of women (73%) indicated that it is important to enjoy sexual
relations. For women the concept of sexuality is limited to procreation and menstruation.
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Puberty marks the beginning of sexual activity and fertility, and acts as a rite of passage
from girlhood to womanhood/motherhood. Men, on the other hand, are considered to be
highly sexual. Women stated that sexuality is important for both men and women,
though more so for men due to their highly sexual nature. Sexual education, then, was
seen to be especially important for young men. Women's perception is that men
experience unlimited sexual desire, which women must satisfy whenever the man
demands it of them. Women, in general, conceptualize sexual relations not as a choice,
but as a consequence of couplehood in which rejection of sexual advances by the man is
not possible.

192. As discussed above, most women indicated that their main source of information
on reproductive health is their mother. However, the topic of sexuality is not addressed
within the family unit, even between mothers and daughters or with male members of the
family. Data from the focus groups showed that sexual information is passed between
brothers and sisters, neighbors, friends, and partners. Information on sexual health has
also been disseminated through mass media. In some cases in Santiago del Estero,
women indicated that discussions on sexual health are conducted in secondary schools
with males and females students together. In Salta, community health agents conducted
discussions on sexual health with groups of women. Discussions on sexuality have also
been organized by the church.

193. The prevalence of forced sexual relations among the women interviewed is
reported to be about 21%, though this percentage may be higher as these situations are
highly under-reported. Of women who reported at least one episode of forced sexual
relations, 80% had told her partner "no." In cases where women had verbally declined to
have sex, only one of five male partners expressed understanding of the situation. Forty-
five percent of men proceeded with having sex against the woman's will and 31% of men
reacted with violence. Women indicated in the focus groups that they are often forced to
have sexual relations with their husbands. These forced relations are perceived by
women to be violations and bring about feelings of strong anger and depression. One
woman characterized it as follows, "They (men) believe they have rights (to sex). The
man doesn't ask the woman how she feels."

194. In addition to the 31% of women who declared to have been subjected to violence
due to their refusal to have sex, another 15% of the women acknowledged the occurrence
of domestic violence in their households. More than half of these women (59%)
indicated that alcohol is one of the most important factors in domestic violence and
abuse. Twenty-two percent also identified men's feelings of anger or jealously as reasons
for the occurrence of domestic violence, which may also be associated with alcohol abuse
in some instances. When asked whether women should accept abuse from men, an
overwhelming 92% of all interviewees responded no. Yet, women indicated that
frustrations due to lack of economic resources, and/or jealously if the man perceives the
woman is seeing another man justified the violent reaction. Some of the women
indicated that some types of physical aggression were indication of care and love from
part of the man.
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195. Perceptions related to the ability or inability to control and respond to such
violence are linked to inequalities between men and women. These cultural constructions
subordinate women to men because women are economically dependent on their
husbands. These constructs are so strong that in the mixed focus groups in all three
provinces, women tended to remain silent on the topic of domestic violence. While men
and women agreed that domestic violence existed, men tended to minimize the problem
of domestic violence and sexual abuse. They argued that it was something 'from the
past". However, the women emphasized that they have to obey to the wishes of their
husbands/partners. Shame, fear and lack of economic support were some of the factors
that women mentioned prevented them from going to the doctor for treatment or from
reporting incidents of violence to the police. Further, when reporting to the police, the
women indicated that, in most cases, there was no sanction or even worst, the men
reacted violently, aggravating the situation.

F. Impact of Reproductive Health on Women's Income Generating Potential

196. This report has shown multiple impacts of reproductive health issues on women's
quality of life. A central dimension in defining women's quality of life is access and
control of income. Women's position in the household and society is affected by the
capacity women have to generate and dispose of income. To this end, rural women have
to either engage in paid work (agricultural or non-agricultural) or have some type of on-
farm or in-house income generating activity. In both cases, women need to be able to
allocate time and energy from reproductive tasks to income-earning tasks to transform
their work into income.

197. A key factor affecting the income generating capacity of women is the number of
children they have to take care of, as the reproductive activities associated with child
rearing diminish the time and energy the women may have for developing new skills and
embarking in income generating activities. Family planning allows families to decide
whether and when to have children. Equally important, it allows women to have control
over their reproductive process and, as we have seen before in relation to gender identity,
it facilitates women's movements in both the productive/reproductive and public/private
dimensions.

198. Table 31 compares some reproductive health indicators between the population
analyzed and rural poor areas of other Latin American countries. The data suggest that
rural households in the sample are doing better in most cases than rural households in the
first income quintiles of other countries for several indicators (including prenatal care,
place of delivery, knowledge of AIDS). However, this does not hold true for family
planning since the value in Argentina is only marginally above the mean value for the
other countries. This suggests a relative lack of family planning methods used in
Argentina.
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Table 31: Position of the Sample Compared to the First Two Quintiles of Nine
Countries of Latin America, Rural Areas Only

-QI , Ql 1Q2 IQ1I2 IQ] Q2 TQI IQ2 IQI IQ2 QI 1Q2 IQI IQ2 IQI IQ2 QI IQ2
Prenatal care
Doctor/nurse 63.4 4 44.3 58.5 65.3 80.2 38.0 54.1 33.4 39.2 95.9 98.3 69.5 79.5 61.6 81.2 36.4 60.5 159.2 86.0

Doctor 41.7 [t27 18.5 23.1 27.4 38.0 25.2 43.0 23.7 28.5 94.3 97.9 13.3 20.0 57.3 78.0 8.6 18.9 50.7 83.5

Nurse 21.7 2. 25.8 35.4 37.9 42.2 12.9 11.1 9.6 10.6 1.6 0.3 56.2 59.5 4.3 3.1 27.8 41.7 8.4 2.5

Two or + 66.0 65 4 3 60.1 76.0 30.7 47.7 75.6 82.0 92.9 97.0 77.6 81.8 57.4 80.7 32.8 57.8 55.8 85.0

Place of delivery
Public 35.7 19 13.7 9 29.8 49.1 13.0 27.9 8.4 13.5 82.5 79.8 19.8 23.0 140.8 170.2 6.8 21.2 169.9 81.5

Private 3.5 4 0.0 0.4 0.2 0.3 1.5 6.2 0.1 0.6 4.4 16.5 4.7 6.3 2.0 4.1 0.4 2.0 11.7 10.9

Home 59.6 1E7M 97.5 95.1 68.5 48.6 85.0 64.6 90.8 85.2 12.2 2.9 74.5 68.8 56.4 24.4 91.3 75.4 26.2 6.1

Fly. Planning 32.9 X 5.0 7.0 39.6 52.8 6.2 14.4 5.1 9.5 50.4 63.1 20.3 24.9 42.4 61.4 23.0 31.3 61.8 74.6

HIV 56.0 7 Na na 56.4 66.5 40.0 49.5 30.9 32.9 81.5 90.2 Na Na 60.0 82.6 128.9 143.1 154.5 67.3

199. The results from the current study are congruent with results obtained from
studies conducted in other rural areas of Argentina, which have shown a strong
association between the number of children, family size, and level of poverty (World
Bank, 1997). Study data indicate that larger households have highest levels of unsatisfied
basic needs (as measured by the NBI index) or lowest per capita food consumption.

200. The comparison of basic reproductive health indicators from the sample and
nation-wide data for poor urban women suggests that there are significant differences
between urban and rural women regarding reproductive health behavior which cannot
only be attributed or explained by their economic status (see Table 32). The poor rural
women from the sample have worst indicators than urban poor women.

Table 32: Comparison of Basic Reproductive Health Indicators for Poor Rural and
Urban Women

Average age of first pregnancy _ 18.2 19.5
Pregnancies in women age 18 and under .) 54.2%i 43.1%/

Use of modern family planning methods (%) 25.3% 47.8%
Average Family size 6.6 5.5 

Number of children 3.8 3.1 1
Single female headed households (%) } 16.0% 19.4%
Health insurance coverage i 24.7% 42%i
Pre-natal care (% of women having at least one control) _ 92% I 96.5% |
* Data from different sources: Siempro (1997) Social Development Survey; INDEC (1994), Childhood and Motherhood Study. Data
for urban settings refers to the lowest two quintiles of the population
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201. The poorest households need to pull multiple income flows together to secure
their livelihood. Thus, women from poor households are more likely to have wage work.
However, at the same time, the poorest households are larger and women have to take
care of more children, which decreases their ability to seek full time employment, as they
are forced to combine productive and reproductive tasks overwhelming their physical and
mental capacity to cope.

202. As shown in Table 33, contraception reduces the probability of a delivery by 11
percentage points. As indicated before, the probability of using modem contraception by
the women in the sample is affected by multiple factors, including educational
attainment, age, number of children, and other sociocultural variables such as religious
affiliation, ethnic identity (Coya), participation in organizations and social networking.

Table 33: Probability of Delivery Conditional to the Use of Modern Contraception,
with Sensitivity Tests8

Final Sensitivity tests
Delivery in Delivery in the last Delivery last Delivery in Women

i the last 3 years, without year the last two below 46
three years demographics ____________ years

;Probability of delivery if: 59.69% 62.50% 36.82% 50.88% 61.98%
Icontraeption _ ______ _

Probability of delivery if, 71.04% 70.57% 47.58% 65.47% 73.35%
no contraception l
Difference inprobability; 11.35% 8.07% + 10.77% 14.59% 11.37%

203. The second step in establishing the impact of reproductive health on poverty
consists in estimating the loss in earnings due to a delivery in the last three years by
estimating the impact on hours worked as an estimate of the income generating potential
of the women.

204. The results (see Table 34) indicate that women do not stop working because of a
delivery but rather that they work less hours (the coefficient is negative but significant
only at a 12.5% level) This confirms the initial hypothesis that poor women with large
households are compelled to work on more insecure labor arrangements as they cannot
have full time employment. This increases the vulnerability of women and their
households as these women are more prone to take on seasonal and part-time jobs that
pay less, have no job security and no benefits. On the other hand, women with less
children (and not as poor) could work for more hours.

8 See Volume 11 Annex 2 for deails on the models specificiations.

The results of sensitivity tests are robust.
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Table 34: Impact of Delivery on the Probability of Working and the Number of
Hours Worked*

Coefficient 'Std.error iCoefficient iStd.error

Misiones 0.04 0.31 18.92 14.76
Salta 0.36 0.34 33.12 14.91
Delivery within the last three years -0.11 0.27 -18.58 12.07
Number of babies above three 0.05 0.27 2.28 10.88
Number of adults -0.31 0.26 -20.51 11.43
Number of adults squared 0.03 0.03 2.55 1.24
No spouse 1.47 0.71 38.76 30.67
Married -0.53 0.63 -21.82 27.29
Cohabiting -0.36 0.62 -12.87 26.24
Years of school 0.07 0.04 6.52 2.14
Years of school of the spouse 0.13 0.05 2.40 2.21
Age 0.22 0.11 8.35 4.72
Birth migration (>100 Km) 0.49 0.28 21.76 12.58
Coya -0.93 0.43 -33.00 18.28
Thinks she has a good health 0.42 0.22 16.56 9.96
Constant -5.01 2.04 -237.37 94.23
# observations 262 259
Pseudo R squared 0.22 0.11

*Includes only paid work as principal activity
Coefficients in bold are significant at the 5% level and coefficients underlined are significant at
the 10% level. Province Santiago is omitted.

205. More educated women also tend to work more hours per week. Similarly, healthy
women (i.e. those who perceive their health as good) work more hours. Another factor
influencing the probability of wage work is migration (this is, when the woman is living
at more than 100 kilometers from her birth place), which is also associated with a higher
probability of working and working more hours. As expected, not having a partner or
spouse increases the probability of having wage work. There is a negative correlation
between being Coya and work. People belonging to the Coya group, for instance, have a
smaller probability to receive a salary and work less (formal) hours, compared to the
women who do not identify themselves with a particular ethnic group.

206. The results suggest that women's reproductive work (non-wage work) becomes a
factor for undertaking wage work (or for producing commodities or exchange values) as
a replacement occurs of reproductive for productive work. In turn, women's participation
in the labor market has a significant impact on the amount of money they dispose. On
average, women that have either as primary or secondary activity wage work manage
about 35% (US$ 133 compared to US$ 97) more money than those who do not have
salaried work. However, managing more money does not automatically translate into an
increase in women's status. Rather, the economic mobility of women is linked to the
income generation capacity of their partners. At the same time, women's identity does
not change as they hold wage work because it is still attached to the fulfillment of their
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cultural roles as nurturers. The data also show that in poor rural communities, the
interaction between women's productive and reproductive work converge. Income
generated by women is used for the social reproduction of the household as well as to
produce and/or aggregate value to goods and to contribute to higher labor market
participation of the family unit,.

207. The issue of age is extremely important. Not only women from different age
groups have different reproductive behaviors, but more significantly because young
women encounter many difficulties in entering the work force in rural areas, especially
the poorest, less educated, less skilled youth. More than half (53%) of the women that
have had wage work were aged 31 to 50 years old, while only 8% were between 15 to 20
years old. One factor which influences women's entrance into the labor market is the
high rate of adolescent pregnancies among women of lower income. In most cases,
young women leave school early and are forced to migrate as part of the survival strategy
of the household; however, employment in the rural areas is precarious. This situation is
worrisome since it has been demonstrated that overcoming poverty is conditioned in great
measure by the possibility of gaining a second household income. Playing a fundamental
role in this process is the work done by women. Furthermore, as shown by the data,
schooling amongst women is higher than that of men, this does not necessarily imply
having more marketable skills then men; yet the fact that these women cannot get jobs
reflects a loss for society in addition to perpetuating the cycle of poverty from one
generation to the next.

10 Women's labor tend to fill the gap between the subsistence cost and the actual wage available for the household
unit.
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CHAPTER V

CONCLUSIONS AND POLICY RECOMMENDATIONS

208. The impact of reproductive health issues on women's quality of life in Argentina,
particularly in rural areas, are not well documented or understood. This report highlights
the interactions between different dimensions of women's lives which are affected by
reproductive health issues and high-risk fertility behavior and how those interactions
impact the quality of life of rural poor women. Notwithstanding its limitations, the
results of this study have elucidated five main areas of women's life: (i) gender; (ii)
reproduction; (iii) economic-production; (iv) redistribution; and (v) representation
(identity); and how those domains operate at the household and societal levels. Table 35
summarizes these interactions and outcomes.

Table 35: Impacts of Reproductive Health Issues on Poor Rural Women's Quality
on Life

Subordination to matemnity and *Sexuality and social norms and
~~~ ~~men regulations transferred to the

0 ! Violen household
l Decision making process (family * Restriction to access to quality

planning) health and family planning
* Distribution of household tasks services

ik ;I g ggW(time constraints)
~~~ ~ 0Health status decreased

c Income generating potential * Segmentation of labor markets
.. , X ; 10 dm §|0. L diminished (difficulties for * Discrimination (women not seen

entering the labor market and as the primary income source)
2 2 g;; accessing income generating l Hiring practices (informality,

programs) lack of security)
Access and control of assets * Targeting of social programs

~~ ~~~ ~~~ ~curtailed (reinforcing sexual division of
Cushion role (spending) labor)
Motherhood as the pillar * Public discourse does not value
Socialization through other dimensions beyond
motherhood motherhood

* Lack of incentives/opportunities
for social participation

209. Rural poor women in the studied provinces viewed and assessed their well-being
based on their responsibilities as caretakers of the family, that is, ensuring the family well
being and livelihood: getting food, education and proper health care for their children.
Within the household, poor rural women live in a permnanent tension between assuring
their livelihoods and being mothers (in the sense of having both reproductive and
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productive roles). Conflicts involving expectations and family obligations shape how
rural poor women organize their lives. Family and social institutions contribute to a
situation in which women usually have little or no bargaining power for having more
control over their reproductive and productive roles or their sexuality. This is
compounded by women's low socioeconomic status which is affected by the amount of
hours spent in housework activities, which increases with the addition of every child.

210. At the societal level, the prevailing attitudes regarding reproductive health issues
in Argentina have been accepted as legitimate by most of society, particularly in the rural
areas. These beliefs have defined which are the accepted (sexual and reproductive)
behaviors and the roles that each of the household members is responsible for
maintaining. While male sexuality is socially permitted, female sexuality is divided into
a negative side related to eroticism which women are not allowed to express, and an overt
(positive) side springing from its reproductive potential. Comprehensive reproductive
health services and other social programs would need to address (in their design and/or
implementation) issues, such as this, that have a direct impact on the health of both men
and women. This is doubly important given not only the lack of knowledge about
reproductive health, but also the prevalent high-risk behaviors of men and women.

211. The principal findings of this study can be summarized as follows:

* There is a lack of appropriate, accurate and reliable data for decision-making
especially disaggregated at sub-national levels and between urban and rural
populations. Statistics on reproductive health indicators are scant and dispersed.
There are significant information gaps because the information is out-dated, based
primarily on hospital mortality statistics, and the system is managed at the provincial
level with no standards across provinces.

* Family size impacts on women's income generating behavior and quality of life
as women must fulfill their social roles as caretakers and income earners to
ensure the family wellbeing and livelihood. This tension between the demands of
the productive and reproductive roles decreases women's productivity and
psychosocial wellbeing. These cultural norms of conduct shape how rural poor
women organize their lives and participate in society. Family and social institutions
contribute to a situation in which women usually have little or no bargaining power
and balancing their reproductive and productive roles is not in their control. Wage
earning opportunities are low and income generation activities are very limited,
further inhibiting the development of human capacity.

* There is no clear population/reproductive health policy in the country. Current
efforts on responsible parenthood are moving in the right direction but slowly.
Without political will at the national and provincial levels to promote and implement
comprehensive reproductive health programs, the welfare and productivity of rural
poor populations, particularly women, will remain precarious.

* Awareness of reproductive health by both men and women and access to services
is minimal, and use of family planning methods is low. The adolescent and
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youth pregnancy rate and the abortion rate are high and there is again scant data
on the impact of the existing polices on these high-risk fertility behaviors. Perinatal
care is poor and there is no evidence that post-abortion care and guidance is available
or that alcoholism or domestic violence are addressed by the health system.

* There is no evidence of preventive behaviors. Men and women seek health
services, by and large, when a condition causes them impairment to carry on regular
duties or because of a pregnancy related issue. When services are available, lack of
health insurance, lack of transportation and lack of expendable income are key factors
in the underutilization of health services and contraceptives.

212. Improving rural women's reproductive health and quality of life requires an
integral approach. Education of both men and women as well as access to quality
reproductive health services is just one component of this strategy. Equally important are
the issues of access to assets and income generation opportunities. At the same time, the
strengthening of rural women's participation in social organizations and the positioning
of reproductive health issues in the public domain are essential. The results of this study
support the direction in the World Bank's Country Assistance Strategy for Argentina to
address and focus on the social and health conditions prevailing in the groups that are of
greatest concern from a poverty alleviation and equity perspective. This section proposes
several preliminary recommendations in six key areas.

A. Information Systems and Surveillance

213. One of the reasons that motivated this study was the lack of information on
reproductive health issues in Argentina, particularly for rural areas. National statistics on
some reproductive health indicators are scant and dispersed. The current system has
three important problems. First, the system lacks relevant, up-to-date information.
Second, the system is based on hospital mortality statistics. Third, the system is managed
at the provincial level and there are no standards across provinces.

214. An important step forward to rectifying this situation is the Bank-Financed Public
Health Surveillance and Disease Control Project (Loan 4516-AR). First and foremost,
there is a need to develop and/or improve the socio-demographic-health information and
surveillance system at the national and povincial levels beyond the medical/biological
dimension, so that it will provide accurate, reliable and uniformed population-based and
facility-based data on health/reproductive health, population/fertility and nutrition
services, behaviors and outcomes. Such a system would include indicators on
reproductive health (the epidemiology of and trends in high-risk fertility behavior, the
performance and quality of reproductive health services, and the health, population and
nutrition outcomes relevant to reproductive health); productive activities; income
generating opportunities for women; availabilty Qf social networks for men and women;
availability of support groups for women; and others. Important elements of the system
are standarized data registries and data reporting tools. Training would be needed for
those involved in data collection, transfer, processing, analysis, and reporting.
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B. Social Participation, Equity, and Empowerment

215. A priority must be to facilitate the participation of women in poverty alleviation
projects and foster the establishment of community groups to support the economic
advancement of women (income generation, job skills and market skills) and to address
cultural issues that define gender roles.

216. Female participation in social organizations is extremely important to facilitate
the cultural change required to advance reproductive and sexual rights. The survey
indicates that poor rural women, in general, have little participation in social
organizations (other than religious). There are multiple factors that explain this lack of
participation, from the burden of child raising to the lack of outreach strategies aimed at
increasing women's civic engagement.

217. Social organizations in rural areas tend to be either male dominated or gender
segregated. In the former, women's interests are not being addressed and in the latter, the
focus is on tasks or issues that do not necessarily advance either "strategic or practical
gender needs". Significant progress has been made to strengthen female participation in
rural areas. However, there is much ahead to do in order to develop social networks more
appropriate to the needs of women through processes that involve all persons in positions
of leadership en rural communities. This is especially important because institutions
currently favor the inclusion of men while excluding women. In this regard it is important
to emphasize that more that promoting exclusively women-only groups, it is essential the
creation of coalitions and alliances to avoid the "ghettorization" of women's efforts. This
is particularly relevant to address reproductive health issues which involve changes in a
variety of social, political, educational and economic settings, leading to more inclusive
and equitable practices.

218. To define family planning as the only strategy for improving the quality of life of
rural, poor women without proposing real changes in life conditions would place women
in a situation without the proper tools at their disposal. The possibility of constructing
alternative or complementary identities to motherhood should go hand by hand with more
equitable socio-economic changes that would promote equity and empowerment. It is
essential to resolve the more immediate or concrete reproductive problems emerging
from the gender-based division of labor that rural poor women experience. However, at
the same time it is key to address the more long-term structural conditions that contribute
to poverty and women's subordination. In this regard the proposed Family Capacity
Development Project (PROFAM, loan negotiated but not yet approved) could provide
important lessons on how to address gender issues, particularly those related to
reproductive health (such as paternal responsibility and domestic violence), and to
develop support programs aimed at reducing the vulnerability of poor families.

219. With regard to social participation and rights, special attention should be given to:

* assessing the current work that the Red de Tecnicas has done with poor rural
women under the auspices of the SAGPyA and the potential offered by
productive programs such as the Bank-financed Small-Farmers Project
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(PROINDER) (Loan 4212-AR). It would be important to analyze the
methodologies and strategies used to develop technical assistance programs
and the extent to which one would be able to include reproductive health
issues. Support to this type of initiatives would produce important and
valuable lessons that could be expanded.

* Developing indicators and participatory monitoring systems to track at the
local level the impact that different social programs might have on women's
quality of life and reproductive rights. This could be part of the statistical and
data collection efforts supported by SIEMPRO under the Social Protecion IV
project (Loan 4398-AR).

* Involving men in reproductive health actions as well as in income generation
activities for women. Programs addressed to men could include a strong
component of information, education and counseling aimed at enabling
adolescent and adult males to achieve four major objectives: (i) share the
responsibility for family planning use; (ii) share more on domestic work and
child rearing; (iii) accept major responsibility for sexually transmitted
diseases; and (iv) assist and facilitate the ability of their partners to engage in
income generation and management. In this regard the Small-Farmers Project
(PROINDER) could be an effective channel to provide training on gender
equity issues in rural areas.

* Fostering advocacy within communities, regionally and nationally. Advocacy
remains one of the most important and effective tools to achieve change.
Comrnunity groups that represent shared interests can do a better job at
linking gender issues with reproductive health issues and poverty/economic
hardships than government efforts alone.

* Promoting the development of networks of rural women interested on gender,
income generation, and reproductive health issues. This could include
targeting more NGOs and civil society organization's work on gender and
reproductive rights to poor rural areas. Although the rural population
represents a small constituency, this is where there is more need for advancing
reproductive rights and gender strategic interests. This could be part of the
agenda for programs such as FOPAR under the Social Protection IV project
(Loan 4398-AR) or similar community based efforts. It would also be clearly
part of the central focus of the proposed program to support Family Capacity
Development (PROFAM).

C. Policy Environment

220. The vital role of the government can not be overstated. There is a need for strong
government commitment and agreement on priority interventions related to reproductive
health and to integrate gender concerns into development policies and programs. To
achieve the above, it may be required to strengthen the policy-making framework by
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sharpening the analytical and planning capacity at all levels, create an enabling
environment for policy dialogue, and build the evidence to support the government's
"active engagement" in the promotion and implementation of comprehensive
reproductive health information and services. Furthermore the health insurance options
for the rural poor must be improved, with special attention to those who are self-
employed, as being promoted under several Provincial Reform loans and the recently
approved loan to support pilot programs to offer health insurance to the uninsured (not
yet signed).

221. At this time, there is a growing interest among organizations of civil society in
addressing of reproductive health in the national debate and incorporating it into the
governmental agendas. This moment then should be taken advantage of in order to
further develop legislation, policies and programs promoting reproductive health.
Experiences in other countries have demonstrated that a combination of political will and
civil society demands is more likely to achieve desired results.

D. Reproductive Health Information and Promotion

222. A constant in the majority of problems affecting the population under study is the
lack of reproductive health education, which keep them in the dark as to services they
could demand. It is clear that an important area of potential government intervention is in
education and health promotion efforts, especially in rural areas. But, it would be also
extremely important to involve private sector and civil society organizations with
experience in addressing these issues and used to work with rural populations.

223. This report has shown the importance that basic education has on the reproductive
behavior or poor rural women. Completion of the 6t grade has a significat impact on the
use of family planning, family size, as well as other important behaviors that improve the
family quality of live and decrease infant mortality. Moreover, other studies have
demonstrated the key relevance of education for future income generation. Thus,
education is doubly important for rural women. In this context, a key recommendation
would be the development of an adult education programs for poor rural women age 15
to 35 that have not completed their primary education. This program would provide the
opportunity for these women to complete their primary education. Besides improving
reproductive health indicators, completing primary education would allow these women
to have better chances of finding employment or developing income generating activities.
At present, there is little to offer in this area, and no strategy for adult education or life
long learning in Argentina. This is an important gap, whether for the population as a
whole, youths who have dropped out of school or poor rural women who have limited
access to quality education and who may have started child rearing at a young age.

224. A second recommendation is to foster the implemention of targeted educational
and outreach activities to raise awareness of the vital importance of reproductive health
and preventive behaviors at the national and provincial levels. In the specific area of
HIV/AIDS and STDs, a start has been made to inform the general public, under the
Bank-financed AIDS Prevention Project (LUSIDA) (Loan 4168-AR) but much more
should be done to expand that program and to address the broader needs in the country
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for reproductive health prevention, particularly in rural areas. Such campaigns are likely
to be needed for urban populations as well and would need to be reinforced by
community based educational activites; targeting the specific needs of rural populations.
The promotion of reproductive health in schools, vocational centers and sites of work are
key actions to raise awareness and promote reproductive health.

225. Those activities that view this population in their social, economic and political
context and are culturally sensitive can effectively initiate and facilitate the process of
social change. Until now much of health and family planning education efforts have
been directed to women alone and cognitive in nature. The focus from now on must be
broadened to include the partners in the decision-making process and the enabling of
women to better bargain for their reproductive health needs. The involvement of men
and youth as much as women is esential for social progress when adressing issues such as
gender roles, high risk behaviors, family size or domestic violence.

E. Reproductive Health Services

226. Because the services that are now available are primarily pregnancy related, there
is a need to revisit the current health/maternity services package so that it can meet the
needs of rural poor populations for comprehensive reproductive health services. Such an
emphasis is equally relevant for the urban poor, even though their access to services may
presently be higher as there has been slow progress on incorporating this need in current
programs, notably the Bank-financed Second Maternal-Child Health and Nutrition
Project (PROMIN) (Loan 4164-AR). On the supply side, there is a need to address what
services are offered and how they compare to those which are needed, the quality of these
services, how clients are counsel, the extent to which the services are friendly to youth,
women and men, and issues of access and costs. It would also be necessary to bridge the
gap in services, as the majority of health institutions in rural areas do not include
reproductive health services. Primary health care, as offered in both community health
posts and hospitals, needs to be strengthened so that these facilities are able to respond to
the population's reproductive health care needs. In addition to improving the scope and
quality of the services provided, health facilities in rural areas are not properly staffed, do
not have the materials and supplies required to provide adequate services or lack the
know-how. Thus providers skills may need to be developed and/or updated. Such
activities could form part of a future program of support for integrated health which
would emphasize prevention and could more clearly be included in ongoing efforts to
improve the health insurance system and to extend health insurance to the uninsured,
which are being supported by various on-going Bank-financed operations.

227. Regarding the specific type of services most needed, the study suggests the
priorities to be: (i) early and complete prenatal control, including nutritional status; (ii)
postpartum control, including port-abortion care; (iii) routine breast and cervical cancer
check-ups; and (iv) family planning for women, men and youth. In addition, promoting
health preventive behaviors (including those to address unwanted pregnacies) as well as
the prevention and treatment of alcohol abuse and domestic violence is highly
recommended.
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228. With regard to the quality of services, it is essential that the institutional capacity
and health workers training be oriented towards increasing the use of services and the
satisfaction of clients. Health professionals need training to become comfortable
themselves on reproductive health issues and provide quality services to the rural
population by recognizing cultural differences and treating the client with respect,
personalizing the counseling provided, and being responsive to questions raised by the
pacients.

229. Particular attention should be given to adolescents and young women and men.
As this report indicates, this segment of the population is at higher risk and in greater
need of reproductive health services. Teenage pregnancy increases the risk of immediate
and future health problems. It also results in a lower socioeconomic status of women,
and disempowerment is an important factor in reproducing rural poverty and women's
vulnerability, as it often means leaving school. Adolescent and young women and men
not only need to have access to reproductive health services but also to counseling and
support.

230. One of the main constraints rural women face for accessing existing services is
the lack of economic resources to reach the service provider and to acquire the necessary
supplies. The organization of reproductive health and family planning programs tailored
to the needs of rural poor need to take into consideration these issues. Issues such as sex
of the health provider and attitude toward poor, rural women are key for ensuring proper
access. Decentralized and mobile services staffed by specially trained women health
specialists could be an option to facilitate access.

231. Increasing the utilization of services means: (i) making available the appropriate
provider (e.g. physician, midwifes) and medications; (ii) having providers on the
premises on a regular basis, and/or increase their presence; (iii) give prompt
appointments; (iv) improve education and counseling of clients and how they are treated;
(v) utilize extension health workers for outreach; and (vi) facilitate transportation to
health facilities. (These can be used as indicators to assess health system performance.)

232. Particular attention should be given to the issue of illegal abortions. Despite the
estimated large number of illegal abortions, the problem has largely been ignored even
though illegal, non-reliable abortions are one (if not the single) most important cause of
maternal mortality. In this regard, it is essential to provide services that, on the one hand,
would prevent the occurrence of abortion by preventing unwanted pregnancies and, on
the other hand, would ensure that women who undergo illegal abortion would have
access to secure and prompt medical treatment.

F. Cross-Cutting Reproductive Health Approach

233. There is a need for a comprehensive cross-cutting reproductive health approach
through government programs at the national and provincial levels. Emphasis should be
given to: developing human capital, accessing assets and markets, establishing
reproductive health services, and improve the social inclusion of women. Possible
program goals would include: (i) increasing the educational attainment and training of
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women to expand their control over their reproductive process and to foster their income
generation capacity; (ii) expanding the scope of social programs to include reproductive
health issues in a broader framework that links individuals reproductive and productive
roles; (iii) strengthening female participation in social organizations to facilitate the
cultural change required to advance reproductive rights; (iv) further develop legislation,
policies and programs promoting comprehensive reproductive health information and
services in schools, communities, work sites, and health facilities; (v) address alcohol
abuse, illegal abortions, and domestic violence; and (vi) develop social programs such as
nurseries and day care centers that will facilitate women's insertion in the labor force.

234. Finally, reproductive health cannot be divorced from broader socioeconomic and
political issues that shape and are shaped by reproductive behavior. Over the past decade
the health/population community has learned much about what constitutes effective
reproductive heath programs. Also, about the role that gender and women status play in
the development of human capacity so that women and their families can live healthy and
productive lives. Some of the lessons highlight the importance of high-level political
commitment in the part of the government, reliable data for decision-making and policy
dialogue, building provider's skills, and strengthening analytical capacity for policy-
making and implementation. This study shows that family size does affect women's
economic opportunities and that cultural determinants of gender roles, combined with
only a partially responsive health system, can perpetuate the cycle of ill health and
poverty. The sustained commitment of the World Bank and the Government of Argentina
to the alleviation of poverty means that reproductive health needs to move to the forefront
of the national policy agenda. This is an area in which the National Council of Women
could play an important role.
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