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ICPD@ 20: Fast Facts
Twenty years ago, 179 governments gathered in the Egyptian capital Cairo for the 
landmark International Conference on Population and Development (ICPD), to 
agree on a blueprint for tackling some of the world’s most pressing problems at the 
time, including poverty, population growth and gaping inequalities.
The conference ended with the adoption of the ICPD Programme of Action, a 
remarkable document that reflected an unprecedented consensus among nations 
that human rights – including and especially the rights of women and girls, 
and access to sexual and reproductive health and rights – were prerequisite to 
sustainable development.
 While literacy rates, life expectancy levels and human rights protection 
mechanisms have all improved since 1994, and roughly one billion people have 
moved out of extreme poverty, other promises have not been fulfilled:

•	 More than 30 percent of the world’s population still lives in extreme 
poverty.

•	 By 2012, roughly  8.4 percent of the world’s adult population commanded 
83.3 percent of global wealth, while almost 70 percent of adults possessed 
only three percent of the wealth.

•	  One in three women worldwide have experienced physical or sexual abuse, 
mostly at the hands of an intimate partner.

•	 An estimated 125 million women and girls worldwide live with the 
consequences of female genital mutilation and cutting.

•	 If current trends continue, by 2020 some 142 million girls will be married 
before their eighteenth birthday. Over 15 million girls aged 15 to 19 years 
give birth each year.

•	 At 460 and 160 deaths per 100,000 unsafe abortions, the death rates from 
abortion in Africa and Asia respectively are still shockingly high.

•	  Every day, 800 women die from complications during pregnancy and 
childbirth.

•	 Of the estimated 197 million unemployed people in 2012, nearly 40 
percent were young people, between 15 and 24 years of age.

•	 At the end of 2012, there were at least 15.4 million refugees, 28.8 million 
internally displaced persons, and an estimated 863 million persons living 
in slums.

•	 Worldwide, by the end of 2012, 28.8 million people had been internally 
displaced due to armed conflict, generalised violence or human rights 
violations.

•	  For the first time in three million years, the concentration of CO2 and 
other greenhouse gases in the atmosphere has surpassed the level of 400 
parts per million. But only 2.5 billion people, a little more than a third 
of the world’s population, have consumption profiles that contribute to 
emissions.

Source: Framework of actions for the follow-up to the Programme of Action of 
the International Conference on Population and Development beyond 2014

www.ipsnews.net              www.unfpa.org
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On Sri Lanka’s Tea Estates, Maternal Health Leaves a Lot to Be Desired
By Kanya D’Almeida

COLOMBO

A mud path winds its up way uphill, 
offering views on either side of row 

after row of dense bushes and eventually giving 
way to a cluster of humble homes, surrounded 
by ragged, playful children.

Their mothers either look far too young, 
barely adults themselves, or old beyond their 
years, weathered by decades of backbreaking 
labour on the enormous tea estates of Sri 
Lanka.

Rani* is a 65-year-old mother of six, 
working eight-hour shifts on an estate in Sri 
Lanka’s Central Province. Her white hair, a 
hunched back and fallen teeth make her appear 
about 15 years older than she is, a result of 
many decades spent toiling under the hot sun.

She tells IPS that after her fifth child, 
overwhelmed with the number of mouths 
she had to feed, she visited the local 
hospital to have her tubes tied, but gave 
birth to a son five years later.

Though she is exhausted at the end 
of the day, and plagued by the aches and 
pains that signal the coming of old age, 
she is determined to keep her job, so her 
children can go to school.

“I work in the estates so that they 
won’t have to,” she says with a hopeful 
smile.

Her story is poignant, but not 
unique among workers in Sri Lanka’s 
vast tea sector, comprised of some 450 
plantations spread across the country.

Women account for over 60 percent 
of the workforce of abut 250,000 
people, all of them descendants of 
indentured servants brought from India 
by the British over a century ago to pluck the 
lucrative leaves.

But while Sri Lankan tea itself is of the 
highest quality, raking in some 1.4 billion 
dollars in export earnings in 2012 according 
to the Ministry of Plantation Industries, the 
health of the labourers, especially the women, 
leaves a lot to be desired.

Priyanka Jayawardena, research officer 
for the Colombo-based Institute of Policy 
Studies of Sri Lanka, tells IPS that “deep-
rooted socio-economic factors” have led to 
health indicators among women and children 
on plantations that are consistently lower than 
the national average.

Malnutrition, for instance, affects 
20 percent of children and 16 percent of 
reproductive-age mothers on estates, double 
the malnutrition rate of their counterparts in 
rural and urban areas.

Some 30 percent of children under the 
age of five are underweight, while one in three 
newborn babies experience low birth weight, 
she adds.

A higher prevalence of poverty on estates 
partly accounts for these discrepancies in 
health, with 61 percent of households on estates 
falling into the lowest socio-economic group 
(20 percent of wealth quintile), compared to 
eight percent and 20 percent respectively for 
urban and rural households.

Other experts say that cultural differences 
also play a role, since estate populations, and 
especially tea workers, have been relatively 
isolated from broader society.

“Many women are uneducated, and tend 
to be careless about their own health, and the 
health of their children,” a field worker with 
the Centre for Social Concern (CSC), an 

NGO based in the Nuwara Eliya district in 
central Sri Lanka, tells IPS.

“They have a very taxing job and so spend 
less time thinking about food and nutrition,” 
she states.

In fact, as Jayawardena points out, only 15 
percent of under-five children on estates have a 
daily intake of animal protein, compared to 40-
50 percent among rural and urban populations.

The same is true for daily consumption of 
yellow vegetables and fruits, as well as infant 
cereals – in both cases the average intake among 
children on estates is 40 percent, compared to 
60 percent in rural and urban areas.

Breastfeeding patterns are also inadequate, 
with just 63 percent of estate workers engaging 
in exclusive breastfeeding for the first four 
months of a child’s life, compared to 77 
percent in urban areas and 86 percent in rural 
areas, according to research conducted by the 
Institute of Policy Studies.

The situation is made worse by the demands 
of the industry. Since many women are daily 
wage labourers, earning approximately 687 
rupees (just over five dollars) each day, few can 
afford to take the required maternity leave.

But even when alternatives are provided 
by the estate management, experts say, a lack 
of awareness and education leaves children 
without proper attention and care.

Jayawardena tells IPS that almost half of 
all girls on estates drop out of school after the 
primary level, compared to a national dropout 
rate of 15 percent. Literacy levels are low, and 
so even awareness campaigns often fail to 
reach the targeted audience.

“Women on the estates do not believe they 
have many options in life beyond working on 
the plantations,” the CSC field officer says.

“Most are extremely poor, and from 
childhood they are exposed to 
very little – there are hardly any 
playgrounds, libraries, gathering 
places or social activities on 
the estates. So they tend to get 
married early and become mothers 
at a very young age.”

Though the national average 
for teenage pregnancies stands 
at roughly 6.4 percent, it shoots 
up to ten percent among estate 
workers, resulting in a cycle in 
which malnourished mothers give 
birth to unhealthy babies, who 
will also likely become mothers at 
a young age.

“If women are the primary 
breadwinners among the estate 
population, generating the bulk of 

household revenue in a sector that is feeding the 
national economy, then maternal health should 
be a priority,” Mythri Jegathesan, assistant 
professor in the department of anthropology at 
Santa Clara University in California, tells IPS.

According to Chaaminda Jayasinghe, 
senior project manager of the plantation 
programme for CARE International Sri 
Lanka, the situation is changing positively.

The emergence of the Community 
Development Forum (CDF) introduced by 
CARE in selected tea estates is providing 
space and a successful model for inclusive 
development for estate communities.

This has already resulted in better living 
conditions and health outcomes among estate 
communities while mainstreaming plantation 
communities into the larger society.

*Not her real name.

A pregnant woman waits in line for a medical check-up. Health indicators 
for women on Sri Lanka’s tea estates are lower than the national average.

Amantha Perera/IPS



4



5

DAKAR

Diouma Tine is a 50-year-old vegetable 
seller and a mother of six boys. In her 

native Senegal, she tells IPS, motherhood isn’t 
a choice. “If you’re married, then you must 
have children. If you don’t, then you don’t get 
to stay in your husband’s house, and no one 
will respect you.”

Despite this prevailing cultural outlook, 
becoming a mother here is neither easy, 
nor safe, with only 65 percent of Senegalese 
women giving birth in the presence of a skilled 
attendant.

According to available 
data, 54 percent of Senegal’s 
13.7 million people live in 
rural areas. Of these, some 
3.3 million are women of 
reproductive age, an estimated 
85 percent of who live about 
45 minutes from a health 
facility.

The country has a 
worryingly high maternal 
mortality rate (MMR). The 
last government survey taken 
in 2005 found that 41 women 
died per 1,000 live births, 
giving the country a ranking 
of 144 out of 181.

Between 2005 and 2010, 
the MMR in Senegal fell from 
401 to 392 deaths per 100,000 
live births, representing some 
progress but hinting at the 
scale of unmet need around 
the country.

One of the Millennium Development 
Goals (MDGs) is to achieve universal access 
to reproductive healthcare by 2015, but it is 
increasingly clear to health workers and policy 
makers that Senegal will not reach this target.

This year’s State of the World’s Midwifery 
Report produced by the United Nations 
Population Fund (UNFPA) projected that 
Senegal’s population was set to increase by 59 
percent to 21.9 million by 2030.

“To achieve universal access to sexual, 
reproductive, maternal and newborn care, 
midwifery services must respond to one 
million pregnancies per annum by 2030, 53 
percent of these in rural settings,” the report 
stated, adding that the health system must be 
configured to cover some 66 million antenatal 
visits, 11.7 million births, and 46.7 million 
post-partum and postnatal visit from 2012 to 
2030.

This past May, on the International Day of 
the Midwife, former Prime Minister Aminata 

Touré called attention to a gap of 1,336 
midwives in the country, setting in motion a 
government-sponsored recruitment drive to 
rapidly increase the number of trained birth 
attendants.

The midwife shortage is felt most severely 
in rural areas: the Matam region in eastern 
Senegal, for instance, has only 14 midwives 
for a population of nearly 590,000, while 
Tambacounda, to the south of Matam, has 
only 38 for a population of about 670,000.

Senegal has both ‘sage-femmes’ (fully 
trained midwives), and ‘matrones’, direct-
entry midwives who deliver the vast majority 

of babies in Senegal but lack proper education, 
and often learn their trade on site, sometimes 
spending less than six months in a clinical 
training setting before being taking up posts 
in rural areas.

“There is kind of a crisis in education,” 
Kaya Skye, executive director of the African 
Birth Collective, tells IPS.

“Matrones learn how to take blood 
pressure, but they don’t understand what that 
means. [With matrones] there is an urgency to 
get the baby out as soon as possible [and] an 
overuse of drugs, which is […] another cause 
of mortality,” she explained.

In fact, Touré stated during a speech on 
May 12 that 60 percent of maternal deaths 
in the country could have been avoided with 
“sufficient personnel, a suitable medical 
platform, [and] democratic access to women’s 
health services, notably the disadvantaged in 
remote areas.”

The National Agency of Statistics and 
Demography’s 2011 health indicators report 

found that over 90 percent of urban births are 
assisted by a trained assistant, but that number 
falls to just half for rural births.

Skye’s African Birth Collective works 
to fill these gaps, and recently built the 
Kassoumai Birth Centre in the Kabar village 
of the southern Casamance region to meet the 
needs of mothers and midwives.

According to Skye, “Traditional midwives 
said they wanted their own place to practice; 
that they didn’t feel welcome in government 
clinics. There was nothing in Kabar for women 
– they were giving birth in the showers behind 
their houses.”

Although the 
government does provide 
training for midwives, 
building this centre was 
“about creating infrastructure 
that is outside of government 
protocols and facilitating 
that dialogue where the 
traditional midwives can say 
‘We do it this way’,” Skye 
says.

A long colonial history 
and post-colonial education 
in Senegal has meant that the 
Western obstetric model has 
been dominant.

Grassroots ef for ts , 
including the work of ENDA 
Santé, the health division of 
an international NGO called 
Environmental Development 
Action in the Third World, 

are helping to foster a better balance between 
Westernised birthing techniques and 
traditional methods.

The African Birth Collective and ENDA 
Santé have translated the educational manual 
‘A Book for Midwives’ into French, giving 
birth attendants in Francophone West Africa 
access to crucial information, such as the 
case for non-supine positions, and inverted 
resuscitation methods.

For women like Tine, the pride that comes 
from being a mother will always outweigh the 
dangers and complications of pregnancy and 
childbirth.

But if the government of Senegal scales 
up its efforts to improve health services, it can 
remove the fear factor altogether, and make a 
strong contribution towards global efforts to 
ensure the health and safety of every mother.

Mission Midwife: The Case for Trained Birth Attendants in Senegal
By Doreen Akiyo Yomoah

65 percent of Senegalese women give birth in the presence of a skilled attendant.
Miriam Gathigah/IPS
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BULAWAYO, Zimbabwe

Pregnant at 15, Samantha Yakubu* is in 
a fix. The 16-year-old boy she claims 

was responsible for her pregnancy has refused 
to accept her version of events, insisting that 
he was “not the only one who slept with her”.

Now Yakubu has dropped out of school 
and, like many sexually active youth in 
Zimbabwe, faces an uncertain future.

The issue of contraceptive use remains 
controversial and divisive in this country of 
13.72 million people.

Parents and educators are agreed on one 
thing: that levels of sexual activity among 
high-school students are on the rise. What 
they do not agree on, however, is how to deal 
with the corresponding inrcrease in teenage 
pregnancies.

While Zimbabwe has made huge gains in 
some areas of reproductive health, including 
stemming new HIV infections, according to 
the Health Ministry, various United Nations 
agencies have raised concerns about the 
growing number of adolescent pregnancies, 
which experts say point to a low use of 
prophylactics and a dearth of other family 
planning methods.

According to the U.N. Population Fund 
(UNFPA), contraceptive use in Zimbabwe 
stands at 59 percent, one of the highest in 
sub-Saharan Africa. Still, this is lower than 
the 68 percent mark that the government 
pledged to achieve by 2020 at the 2012 London 
Summit on Family Planning.

A proposal last year by a senior government 
official to introduce contraceptives into 

schools, allowing condoms to be distributed 
free of charge, was met with disbelief and 
anger among parents, who insisted this was 
tantamount to promoting promiscuity among 
learners.

There is still no agreement between 
parents and educators about the stage at which 
students can be introduced to sex education.

“Lack of adequate, medically accurate 
information on puberty leaves young people 
dependent on uninformed peer sources and 
unguided Internet searches for information,” 
says Stewart Muchapera, a communications 
analyst with UNFPA in Zimbabwe.

“The fertility rate among teenage girls 
aged 15-19 in 2010/11 was 115 per 1,000 
girls, a significant increase from 99 per 1,000 
girls in 2005/6,” Muchapera tells IPS, adding 
that geographic location also determines the 
likelihood of early pregnancy, with girls living 
in rural areas twice as likely to be affected than 
their urban counterparts.

In fact, the rate of adolescent pregnancies 
is just 70 per 1,000 girls in urban areas, 
compared to 144 per 1,000 girls in rural areas, 
he adds.

The Zimbabwe Demographic and Health 
Survey (ZDHS) reports that nine out of 10 
sexually active girls aged 15 to 19 are in some 
form of a marriage, and that for two out of 
three girls who first had sex before age the of 
15, sex was forced against their will.

The risk of maternal death is twice as high 
for girls aged 15 to 19 than for women in their 
twenties, experts say, and five times higher for 
girls aged 10 to 14 years.

Currently, Zimbabwe has a maternal 
mortality ratio of 790 deaths per 100,000 live 
births and an under-five mortality rate of 93 
deaths per 1,000 live births.

Janet Siziba, a peer educator with the 
Matabeleland Aids Council, says there is a 
stigma attached to early pregnancy, with many 
forced to drop out of school or endure financial 
hardships after the birth of a child, particularly 
after the disappearance of an adolescent father.

“You can escape both pregnancy and 
HIV by increased condom use and, perhaps 
more importantly, by using other female 
contraceptives [such as the female condom and 
oral contraceptives],” Siziba tells IPS.

But with young people getting mixed 
messages on contraceptives, the trend is 
unlikely to change anytime soon. In fact, the 
country’s registrar-general Tobaiwa Mudede 
has actually warned women against using 
contraceptives, on the grounds that they cause 
cancer and are a ploy by developed countries to 
stem population growth in Africa.

Family planning advocates including the 
Zimbabwe National Family Planning Council 
(ZNFPC) called his comments retrogressive 
especially at a time when the country’s health 
system is struggling to stem maternal mortality 
and also provide adequate antenatal care.

Through its National Adolescent Sexual 
and Reproductive Health Strategy (ASRH), 
the Ministry of Health now allows adolescents 
to access contraceptives at public institutions 
such as clinics and hospitals, but peer educators 
are concerned that youth are not too eager to 
collect contraceptives in full view of the public.

The result is an increase in pregnancies 
among adolescents in the 15-19 age group 
from 21 percent between 2005 and 2006 to 24 
percent between 2010 and 2011.

Experts say that conservative attitudes 
towards contraceptive use could slow down 
global efforts under the multi-sector Family 
Planning 2020 (FP2020) initiative, which 
seeks to increase access to contraception for 
women and girls between 15 and 49 years of 
age in developing countries.

According to the Bill and Melinda Gates 
Foundation–supported FP2020 project, 
260 million people from developing countries 
had access to contraceptives in 2012, and the 
initiative aims to add 120 million more by the 
year 2020.

*Names have been changed

Zimbabwe’s Family Planning Dilemma
By Ignatius Banda

There has been an increase in pregnancies among Zimbabwean adolescents aged 15-19 years, from 21 
percent between 2005 and 2006 to 24 percent between 2010 and 2011.

Jeffrey Moyo/IPS
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BASTAR, India

Twent y-f ive-year-old Khemwant i 
Pradhan is a ‘Mitanin’ – a trained and 

accredited community health worker – based 
in the Nagarbeda village in the Bastar region 
of the central Indian state of Chhattisgarh.

Since 2007, Pradhan has been informing 
local women about government health schemes 
and urging them to deliver their babies at a 
hospital instead of in their own homes.

Ironically, when Pradhan gave birth to her 
first child in 2012, she herself was unable to 
visit a hospital because government security 
forces chose that very day to conduct a raid on 
her village, which is believed to be a hub of 
armed communist insurgents.

In the panic and chaos that ensued, the 
village all but shut down, leaving Pradhan 
to manage on her own.

“Security men were carrying out a 
door-to-door search for Maoist rebels. 
They arrested many young men from our 
village. My husband and my brother-in-law 
were scared and both fled to the nearby 
forest.

“When my labour pains began, there 
was nobody around. I boiled some water 
and delivered my own baby,” she said.

Thanks to her training as a Mitanin, 
which simply means ‘friend’ in the local 
language, Pradhan had a smooth and safe 
delivery.

But not everyone is so lucky. Increasing 
levels of violence across India due to ethnic 
tensions and armed insurgencies are taking 
their toll on women and cutting off access 
to crucial reproductive health services.

This past June, for instance, 22-year-old 
Anita Reang, a Bru tribal refugee woman 
in the conflict-ridden Mamit district of 
the northeastern state of Mizoram, began 
haemorrhaging while giving birth at home.

The young girl eventually bled to death, 
Anita’s mother Malati told IPS, adding that 
they couldn’t leave the house because they were 
surrounded by Mizo neighbours, who were 
hostile to the Bru family.

According to Doctors Without Borders 
(MSF), a global charity that provides 
healthcare in conflict situations and disaster 
zones across the world, gender-based violence, 
sexually transmitted infections including HIV, 
and maternal and neonatal mortality and 
morbidity all increase during times of conflict.

This could have huge repercussions in 
India, home to over 31 million women in the 
reproductive age group according to the United 
Nations Population Fund (UNFPA).

The country is a long way from achieving 
the Millennium Development Goal (MDG) 
target of 103 deaths per 100,000 live births by 
2015, and is still nursing a maternal mortality 
rate of 230 deaths per 100,000 births.

There is a dearth of comprehensive 
nationwide data on the impact of conflict on 
maternal health but experts are agreed that it 
exacerbates the issue of access to clinics and 
facilities.

MSF’s country medical coordinator, 
Simon Jones, told IPS that in India the “most 
common causes of neonatal death are […] 
prematurity and low birth weight, neonatal 
infections and birth asphyxia and trauma.”

The government runs nationwide maternal 
and child health schemes such as Janani 
Suraksha Yojana and Janani Shishu Suraksha 

Karykram that provide free medicine, free 
healthcare, nutritional supplements and also 
monetary incentives to women who give birth 
at government facilities.

But according to Waliullah Ahmed 
Laskar, an advocate in the Guwahati High 
Court in the northeastern state of Assam, who 
also leads a rights protection group called the 
Barak Human Rights Protection Committee, 
women wishing to access government 
programmes must travel to an official health 
centre – an arduous task for those who reside 
in conflict-prone regions.

In central and eastern India alone, this 
amounts to some 22 million women.

There is also a trust deficit between women 
in a conflict area and the health workers, 
Laskar told IPS. “Women are [often] scared 
of health workers, who they think hold a bias 
against them and might ill-treat them.”

For Jomila Bibi, a 31-year-old Muslim 
refugee woman from Assam’s Kokrajhar 
district, such fears were not unfounded; the 

young woman’s newborn daughter died last 
October after doctors belonging to a rival 
ethnic group allegedly declined to attend to 
her.

Bibi was on the run following ethnic 
clashes between Bengali Muslims and members 
of the Bodo tribal community in Assam that 
have left nearly half a million people displaced 
across the region.

Daniel Mate, a youth activist in the town 
of Tengnoupal, which lies on India’s conflicted 
border with Myanmar, recounted several 
cases of women refusing to seek professional 
help, despite having severe post-delivery 
complications, due to compromised security 
around them.

“When there is more than one armed 
group [as in the case of the armed insurgency 

in Tengnoupal and surrounding areas 
in northeast India’s Manipur state], it is 
difficult to know who is a friend and who 
is an enemy,” he told IPS.

“I have seen women trying to use 
home remedies like poultices to cure 
sepsis just because they don’t want to run 
into either an army man or a rebel,” added 
Mate, who campaigns for crowd-funded 
medical supplies for the remotest villages 
in the region, which are plagued by the 
presence of over a dozen militant groups.

The solution, according to MSF’s 
Jones, is an overall improvement in 
comprehensive maternal care including 
services like Caesarean sections and blood 
transfusions.

Equally important is the sensitisation 
of health workers and security personnel, 

who could persuade more women to seek 
healthcare, even in troubled times.

Other experts suggest regular mobile 
healthcare services and on-the-spot midwifery 
training to women in remote and sensitive 
regions.

According to Kaushalendra Kukku, a 
doctor in the Kanker government hospital in 
Bastar, “When violence erupts, all systems 
collapse. The best way to minimise the risk of 
maternal death in such a situation is to take the 
services to a woman, instead of expecting her 
to come to [the services].”

Pradhan, who has now resumed her duties 
as a community health worker, agrees. “I was 
able to deliver safely because I was trained. If 
other women receive the same training, they 
can also help themselves.”

Conf lict Keeps Mothers From Healthcare Services
By Stella Paul

Increasing levels of violence across India due to ethnic tensions 
and armed insurgencies are taking their toll on women and 

cutting off access to  crucial reproductive health services.
Stella Paul/IPS
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APIA, Samoa 

The small South Pacific island state 
of Samoa, located northeast of Fiji, 

attracts tourists with its beaches, natural beauty 
and relaxed pace of life, but similar to other 
small nations with constrained economies, it is 
experiencing an exodus of young people, who 
are unable to find jobs.

Samoa has a net migration rate of -13.4, 
while in neighbouring Tonga it is -15.4 and in 
the western Pacific island state of Micronesia 
it is -15.7, in contrast to the average in small 
island developing states (SIDS) of -1.4.

In Apia, Samoa’s capital, Siera Tifa 
Palemene, a fit, active woman in her late 
sixties, is one of many mothers to have watched 
her children migrate to larger economies in the 
region.

Palemene presides over an extensive 
family, with five sons and five daughters. Four 
of her married sons, now in their thirties, live 
in Australia and New Zealand, where they 
work in construction and building trades, such 
as welding.

“The salaries are too low here in Samoa 
and my children have large families,” Palemene 
told IPS, emphasising that one of her sons has 
seven children. “My sons want their children 
to get a better life because over here there are 
not that many opportunities.”

Contraceptive prevalence in Samoa is an 
estimated 29 percent and the total fertility 
rate is 4.2, one of the highest in the region. 

However, while the country has a high natural 
population increase rate of two percent, 
emigration reduces population growth to 0.8 
percent. Emigrants residing predominantly in 
Australia, New Zealand and the United States 
number an estimated 120,400, which nearly 
matches Samoa’s population of 190,372.

Twenty years after the International 
Conference on Population and Development 
(ICPD) held in Cairo in 1994, many small 
island states are still striving for sustainable 
economic development, equality and 
employment growth to match bulging youth 
populations.

Despite stable governance, Samoa’s 
economy, dependent on agriculture, tourism 
and international development assistance, 
suffers from geographic isolation from main 
markets. It was also impacted by the 2008 
global financial crisis, an earthquake and 
tsunami in 2009 and Cyclone Evan in 2012, 
which damaged infrastructure and crops.

Livelihoods for most people centre 
on fishing, subsistence and smallholder 
agriculture, as well as small commercial and 
informal trading, with an estimated 27 percent 
of households striving to meet basic needs.

International migration, therefore, is an 
important avenue to economic fulfilment for 
young educated people with increased lifestyle 
aspirations and there are benefits for family 
members living in Samoa, such as remittances.

“My sons send money to help out the 
family; this helps pay all the household 
bills, such as electricity, and to send the 
grandchildren here to school,” Palemene said. 
According to the World Bank, remittances to 
Samoa in 2012 were an estimated 142 million 
dollars, or about 23 percent of gross domestic 
product (GDP).

As Palemene’s offspring face more 
expenses with their own families, remittances 
are becoming infrequent. 

“I know they have their families to support 
and that life overseas is very expensive with so 
much to pay for, but when I need it, I call them 
and they give me money,” she said.

Still, Palemene, who receives a state 
pension of 135 tala (about 57 dollars) per 
month, works as a housekeeper at a guesthouse 
in Apia for extra income.

She supports the decision of her sons to 
emigrate and is keen for them to “have their 
own good future,” but added, “The only thing 
is that I worry that something might happen to 
them when they are so far away.”

Elderly relatives who remain in Samoa 
also face vulnerabilities when the social safety 
net traditionally provided by the younger 
generation in extended families is diminished.

“A lot of our people are migrating overseas 
to earn a living, leaving behind their parents, so 
there are elderly people now who have no-one 
living with them,” Tala Mauala, secretary-
general of the Samoa Red Cross Society, 
observed. So, in times of natural disaster, for 
example, they need extra forms of community 
or state assistance.

There are other losses for high emigration 
countries such as the outward flow of educated 
professionals, known as the ‘brain drain’, due 
to the lure of higher salaries in the developed 
world, making it more difficult to progress 
much needed infrastructure and public service 
development. In Samoa the emigration rate of 
those with a tertiary education is 76.4 percent.

According to UNESCO, remittances are 
also primarily spent on consumption, rather 
than contributing to productivity, and the 
state’s trade deficit has grown as families in 
Samoa with additional disposable cash demand 
more imported goods.

Palemene sees her children when they pay 
her airfare to visit them or when they attend 
family events, such as weddings, in Samoa, but 
she doubts they will return to live permanently 
in the beautiful Polynesian country.

‘Youth Exodus’ Reveals Lack of Opportunities
By Catherine Wilson

Samoan mother Siera Tifa Palemene receives financial support from her sons who emigrated to  
Australia and New Zealand for employment opportunities.

Catherine Wilson/IPS
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BUENOS AIRES 

In most Lat in Amer ican count r ies 
schools now provide sex education, but 

with a focus that is generally restricted to the 
prevention of sexually transmitted diseases 
– an approach that has not brought about 
significant modifications in the behaviour of 
adolescents, especially among the poor.

The international community made the 
commitment to offer comprehensive sexuality 
education (CSE) during the 1994 International 
Conference on Population and Development 
in Cairo.

“Although some advances have been made 
in the inclusion of sexual and reproductive 
education in school curriculums in Latin 
America and the Caribbean, we have found 
that not all countries or their different 
jurisdictions have managed to fully incorporate 
these concepts in classroom activities,” Elba 
Núñez, the coordinator of the Latin 
American and Caribbean Committee 
for the Defence of Women’s Rights 
(CLADEM), told IPS.

The 2010 CLADEM study 
‘Systematisation of sexuality education in 
Latin America’ reports that Argentina, 
Brazil, Colombia, Mexico and Uruguay 
are the countries that have come the 
closest to the concept of comprehensive 
sex education, and they are also the 
countries that have passed legislation in 
that respect.

Others, like Chile, Costa Rica, El 
Salvador, Guatemala and Peru, continue 
to focus on abstinence and birth control 
methods, while emphasising spiritual 
aspects of sexuality, the importance of 
the family, and the need to delay the start of 
sexual activity.

But programmes in the region still 
generally have problems “with respect to 
the enjoyment and exercise of this right,” 
especially among ethnic minorities and rural 
populations, said Núñez from Paraguay.

Countries such as Argentina, Brazil 
and Mexico have also run into difficulties 
in implementing sex education programmes 
outside the main cities.

These shortcomings are part of the reason 
that Latin America is the region with the 
second highest teen pregnancy rate - 38 percent 
of girls and women get pregnant before the age 
of 20 – after sub-Saharan Africa, as well as a 
steep school dropout rate.

In Argentina, a law on comprehensive 
sex education, which created a National 
Programme of Comprehensive Sex Education, 
was approved in 2006.

Ana Lía Kornblit, a researcher at the 
Gino Germani Research Institute, described 
the programme as “an important achievement 
because it makes it possible to exercise a right 
that didn’t previously exist.”

But in some provinces the teaching 
material, “which is high quality, is not used 
on the argument that [schools] do not agree 
with some of the content and they plan to 
design material in line with local cultural and 
religious values,” she said.

“Children can see everything on TV or 
the Internet, but in school it isn’t talked about 
for fear of encouraging them to have sex,” 
Mabel Bianco, president of the Foundation for 
the Education and Study of Women (FEIM), 
told IPS.

“But in the media everything is eroticised, 
which incites them to engage in sexual 
behaviour. And the worst thing is they don’t 

have the tools to resist the pressure from their 
peers and from society to become sexually 
active,” she said. “CSE would enable them to 
say no to sexual relations that they don’t want 
to have.”

Lourdes Ramírez, 18, just finished 
her secondary studies at a public school in 
Mendiolaza in the central Argentine province 
of Córdoba. She told IPS that in her school, 
many parents of students in the first years of 
high school “kick up a fuss” when sex education 
classes are given “because they say their kids 
are young and those classes will make them 
start having sex sooner.”

“It’s absurd that you see everything on TV, 
programmes with girls in tiny thongs, but then 
in school they can’t teach how to use a condom 
or that people should only have sex when they 
really want to,” Ramírez said.

In her school, the Education Ministry 
textbooks and materials arrived, but they were 
not distributed to the students “and were only 
kept in the library, for people to come and look 
at.”

Carmen Dueñas, a high school biology 
teacher in Berazategui, 23 km southeast of 
Buenos Aires, said it was surprising that even 
when available birth control methods are 
explained to the students, “many girls want to 
get pregnant anyway.”

“They think that when they get pregnant 
they will have someone to love, that they’ll 
have a role to play in life if they have a family 
of their own,” said the teacher, who forms part 
of a municipal-national CSE project.

“There are conflicts and violence in 
a significant proportion of families, and 
teenagers don’t feel they have support; families 
are torn apart, and there is domestic abuse, 
violence, alcohol and drug use,” said Marité 
Gowland, a specialist in preschool education 
in Florencio Varela, 38 km from the Argentine 
capital.

“All of this leads to adolescents falling 
into the same cycle, and it is difficult 
for them to put into practice what they 
learn in school,” she said. “Many schools 
provide the possibility for kids to talk 
about their problems, but the school 
alone can’t solve them.”

A project in Berazategui is aimed at 
breaking the mould. Students are shown 
a film where a girl gets pregnant when 
she is sexually abused by her stepfather, 
but manages to stay in school after 
talking to her teacher.

“We chose this scenario because 
sometimes we have clues that there are 
cases like this in our schools,” Dueñas 
said.

Through games, the project teaches 
students how to use condoms. In addition, 
students can place anonymous questions in 
a box. “There are girls who comment that 
although they haven’t even gotten their first 
period, they have sex, because they have older 
boyfriends. Then the group discusses the case,” 
Dueñas said, to illustrate how the project 
works. 

Another member of CLADEM, Zobeyda 
Cepeda from the Dominican Republic, said 
that what prevails in most of the region is a 
“biological approach, or a religious focus, 
looking at sexuality only as part of marriage.”

Until the focus shifts to a rights-based 
approach, experts say, Latin America will not 
meet its international obligations to ensure 
that “every pregnancy is wanted […] and every 
young person’s potential is fulfilled.”

Comprehensive Sex Education: A Pending Task in Latin America
By Fabiana Frayssinet

A teenage mother with her baby in Santiago, Chile. Latin America 
is the region with the second highest teen pregnancy rate in the 

world, after sub-Saharan Africa
Daniela Estrada/IPS
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United Nations
The ICPD Programme of Action (PoA) 

included chapters that defined concrete actions 
covering some 44 dimensions of population and 
development, including the need to provide 
for women and girls during times of conflict, 
the urgency of investments in young people’s 
capabilities, and the importance of women’s 
political participation and representation.

The diversity of issues addressed by the 
PoA provided the opportunity for states to 
develop and implement a “comprehensive and 
integrated agenda”. In reality, governments 
and development agencies have been selective 
in their actions, and many have taken a 
sectoral approach to implementation, which 
has resulted in fragmented successes rather 
than holistic gains.

Few are better placed to reflect on progress 
made over the last two decades than UNFPA’s 
executive director, Dr. Babatunde Osotimehin.

Excerpts from the interview follow.
Q: In 1994 you were advocating for 

reproductive health and rights at the first 
ICPD in Cairo. Twenty years later, you are 
leading UNFPA as its executive director. 
What has that journey looked like for you?

A: The last four years have opened me up 
to the challenges that the organisation and 
the mandate itself have faced. Twenty years 
ago, we were able to secure commitments 
from governments on various aspects of 
poverty reduction, but more importantly the 
empowerment of women and girls and young 
people, including their reproductive rights - 
but the battle is not over.

Today, we are on the cusp of a new 
development agenda and we, as custodians 
of this agenda, need to locate it within the 
conversation of sustainable development – a 
people-centred agenda based on human rights 
is the only feasible way of achieving sustainable 
development.

Q: What were some of the biggest 
challenges that the ICPD Programme of 
Action faced in its early years?

A: I think that Cairo was very cognizant 
of the status of women in society. It was also 
cognizant of the status of girls – particularly of 
young adults, and of the issues of sexuality and 
the power struggle between men and women 
over who decides on the sexuality of women.

The battle is not strictly about a woman’s 
ability to control her fertility, but it goes beyond 
the issue of fertility and decision-making. 
Women still earn less than men for doing 
the same job. There is no proportional 
representation in politics of women, and in the 
most severe cases, little girls don’t go to school 
as much as boys.

That is a continuous struggle, and our job 
is to ensure that gender equality in the very 
strict sense is accomplished, so we achieve 
what I always refer to as a “gender neutral” 
society.

Q: The Demographic Dividend is going 
to be an important focus in the post-2015 
development agenda. How will UNFPA 
work to assess and meet the needs of young 
people?

A: We are already doing it!
Of course, we are going to strengthen 

and scale up our work. We don’t pretend that 
UNFPA can provide all the inputs needed 
to reap the dividend. But raising the bar and 
promoting youth visibility and participation at 
the political level is something that we will be 
doing with member states and partners.

For example, how do we ensure that we 
can partner with UNESCO, to continue to 
do the good work they are doing in terms of 
education – particularly with girls’ education? 
And how can we partner with ILO [the 
International Labour Organisation] to ensure 
that we have job creation, skills and all of the 
things that enable young people to come into 
the job market to get the opportunities they 
are looking for?

How do we ensure that within member 
states themselves, we’re creating spaces that 
enable young people to feel that they are part 
of the system?

It is impossible to get the kind of rapid 
development we’re looking at if member states 
do not accept the principles of comprehensive 
sexuality education, and do not accept that 
young people should also be exposed to 
information and services about contraception.

Q: How will you respond to women and 
girls in conf lict areas, especially pregnant 
women or those who have faced violence and 
abuse?

A: That’s something we do superbly. We 
are also conscious of the fact that the world 
may see more crises. Today, we are looking at 
Gaza, we are looking at Syria, we are looking 
at Iraq, we are looking at the Central African 
Republic, we are looking at South Sudan, we 

are looking at old conflict areas in the world, 
which are still there. We cannot forget the 
IDPs [Internally Displaced Persons] who have 
existed for so long in northern Kenya, in the 
Zaatari camps in Jordan, these are areas where 
we work actively.

We offer three types of response: services 
for girls and women to prevent GBV gender-
based violence; services for the survivors 
of GBV, so that they can receive care for 
the physical assault; and services for their 
emotional and psychological support so that 
they are reintegrated back into the society.

We provide education, antenatal care, 
delivery services and postnatal care for women 
in camps and mothers around the world.

Our flagship programme, before we 
expanded to all of this, was recognising that 
women in conflict areas have dignity needs. 
Very few people think of women and their 
regular needs in war and conflict, so we provide 
them dignity kits, to enable them to preserve 
their health and dignity.

Something UNFPA has been trying to do 
more is increase attention to and prevent GBV 
and talk about it in such a way that we can 
show that it’s actually more prevalent than it is 
assumed, not only in conflict, but in domestic 
circumstances as well.

Q&A: “The Battle Continues”
IPS correspondent Joan Erakit interviews DR. BABATUNDE OSOTIMEHIN, 
executive director of UNFPA.

Dr. Babatunde Osotimehin, executive director of 
UNFPA, the United Nations Population Fund.

 UNFPA
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PORT-OF-SPAIN, Trinidad

Ruth Osman is attractive and well-
groomed in tailored slacks and a 

patterned blouse, topped by a soft jacket worn 
open. Her demeanour and polished accent belie 
the stereotypical view that most Caribbean 
nationals have of Guyanese migrants.

As a Guyanese migrant living in Trinidad, 
the 35-year-old is one of thousands of 
Guyanese to have taken the plunge over the 
past decade, since the free movement clause of 
the CARICOM Single Market and Economy 
(CSME) regime granted skilled persons the 
right to move and work freely throughout the 
region.

According to a recent 
report, Trinidad and Tobago 
hosts 35.4 percent of 
migrants in the region. The 
United Nations’ ‘Trends in 
International Migrant Stock: 
The 2013 Revision’ states 
that Latin America and the 
Caribbean host a total migrant 
stock of 8.5 million people.

Women make up 51.6 
percent of migrants in the 
Caribbean, according to the 
Organisation for Economic 
Cooperation and Development 
(OECD)’s 2013 figures.

For many Guyanese, 
the decision to move on the 
strength of promises made 
by Caribbean Community 
(CARICOM) governments 
to facilitate free movement of skilled labour 
within the region has met with mixed degrees 
of success and, in some cases, outright 
harassment and even threats of deportation 
from the Caribbean countries to which they 
have migrated.

A 2013 report by the ACP Observatory 
on Migration states, “Guyanese migrants 
in Trinidad and Tobago faced unfavorable 
opinions in the social psyche and this 
could translate into tacit and other forms of 
discrimination.”

The report, prepared by the regional 
consulting firm Kairi Consultants, goes on to 
state that migrants from Guyana were “assumed 
to be menial labourers or undocumented 
workers.”

Guyana is one of the poorest countries in 
the CARICOM region, with a gross domestic 
product (GDP) per capita of 6,053 dollars in 
2011. This stands in contrast to Trinidad and 
Tobago’s per-capita GDP of 29,000 dollars, 
according to the 2010-2011 U.N. Human 
Development Report (HDR).

But Osman’s background is not one of 
destitution. She applied for a CARICOM 
skills certificate in 2005, having completed 
a postgraduate diploma in Arts and Cultural 
Enterprise Management (ACEM) at the St. 
Augustine campus of the University of the 
West Indies (UWI) in Trinidad.

“I considered myself an artist, which is 
why I came to study here [for the ACEM] 
and I thought it a great stepping stone in 
my realising that dream of being a singer, 
songwriter, performer […]. Trinidad seems to 
be, in relation to where I came from, a more 
fertile ground for [what] I wanted to do,” she 
said.

Osman has her own band and performs 
as a jazz singer at nightspots in Trinidad 
and Tobago. During the day, she works as 
a speechwriter for Trinidad and Tobago’s 
Minister of Public Utilities.

Still, she misses the support network that 
her parents’ substantial contacts would have 
provided her in Guyana, and she acknowledges 
that her standard of living is also probably 
lower than it would have been if she were back 
home. But, she said, the move was necessary.

Osman’s story is in line with the findings 
of a 2010 CARICOM Secretariat report to 
“assess the impact of free movement of persons 
and other forms of migration on member 
states”, which found: “Although, historically it 
is persons at the lower end of the socioeconomic 
scale in Caribbean society that have been the 
main movers, the CSME has to date facilitated 
the movement of those at the upper end, the 
educated elite in the region.”

Limited educational opportunities also 
explain the wave of migration out of Guyana, 

a finding borne out by the experience of 
Miranda La Rose, a senior reporter with one 
of Trinidad and Tobago’s leading newspapers, 
‘Newsday’, who holds a Bachelor’s degree in 
political science.

“I came here with the intention of working 
to help fund [my daughter’s] studies,” La Rose 
told IPS. “I was working for a fairly good 
salary in Guyana. My objective [in moving 
to Trinidad] was to improve my children’s 
education.”

She said the move to Trinidad was painless, 
since she was granted her CARICOM skills 
certificate within three weeks of applying, and 
she has amassed a circle of friends in Trinidad 

that compensates for the family 
she left behind in Guyana.

But not all stories of 
migration are happy ones. 
Some, like Alisa Collymore, 
represent the pains experienced 
by those with limited skills and 
qualifications.

Collymore, who now works 
as a nursing assistant with a 
family in Trinidad, applied for 
a CARICOM skills certificate 
under the entertainer category, 
because she had experience in 
songwriting and performing in 
Guyana.

However, she holds no 
tertiary qualifications in the 
field and only completed her 
secondary school education 
after she became an adult.

The Trinidadian authorities declined to 
grant her the CARICOM skills certificate 
and she has to apply for a renewal of her work 
permit every six months.

She said, “The treatment you get [is not 
what you] expected […] and the hand of 
brotherhood is not really extended. You feel 
like you are an outsider.”

Nevertheless, she said, the move has 
brought economic benefits. As a single, 
divorced, mother of three, she had struggled 
financially in Guyana. Since moving to 
Trinidad, her financial situation has improved, 
she said.

Though some studies have found negative 
impacts of the free skills movement on source 
countries, many are finding in the CARICOM 
scheme a chance to start a new – and often 
better – life.

The Changing Face of Caribbean Migration
By Jewel Fraser

Ruth Osman, a 35-year-old Guyanese migrant living in Trinidad and Tobago, is one of 
thousands of woman to have taken advantage of CARICOM’s  

migration scheme for skilled workers.
Courtesy of Ruth Osman
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CHIRANG, India

On a bright March morning, a 17-year 
old tribal girl woke as usual, and 

went to catch fish in the village river in the 
Chirang district of India’s northeastern Assam 
state.

Later that evening, villagers found her 
lifeless body on the riverbank. According to 
Taburam Pegu, the police officer investigating 
the case, her assailants had raped her before 
slitting her throat.

The girl was a member of the Bodo tribe, 
which has been at loggerheads with Muslims 
and Santhals – another indigenous group in 
the region. The tragic story reveals a terrible 
reality across India, where thousands of girls 
and women are sexually abused, tortured and 
murdered in a tide of gender-
based violence (GBV) that 
shows no sign of slowing.

Conflict and a lack of 
accountability, particularly 
across India’s northern, eastern 
and central states where armed 
insurgencies and tribal clashes 
are a part of daily life for over 
40 million women, fuel the fire 
of sexual violence.

According to a report 
released earlier this year 
by the United Nations 
Secretary-General assessing 
progress on the programme 
of action adopted at the 1994 
International Conference on 
Population and Development 
(ICPD) in Cairo, violence 
against women is universal, with one in 
every three women (35 percent) experiencing 
physical or sexual abuse in her lifetime.

Of all the issues related to the ICPD 
action plan, ending gender-based violence was 
addressed as a key concern by 88 percent of all 
governments surveyed. In total, 97 percent of 
countries worldwide have programmes, policies 
or strategies to address gender equality, human 
rights, and the empowerment of women.

Still, multiple forms of violence against 
women continue to be an hourly occurrence all 
around the world.

A recent multi-country study on men and 
violence in the Asia-Pacific region, conducted 
by the United Nations, reported that nearly 50 
percent of 10,000 men surveyed admitted to 
sexually or physically abusing a female partner.

In India, a country that has established 
a legal framework to address and end sexual 
violence, 92 women are raped every day, 
according to the latest records published by the 
government’s National Crime Records Bureau 
(NCRB).

This is higher than the average daily 
number of rapes reported in the Democratic 
Republic of the Congo, which currently stands 
at 36.

Sexual violence is particularly on the rise 
in conflict areas, experts say, largely due to 
a lack of accountability – the very thing the 
United Nations describes as “key to preventing 
and responding to gender-based violence.”

According to Suhas Chakma, director 
of the Asian Centre for Human Rights in 

New Delhi, “There are human rights abuses 
committed by security forces and human rights 
violations by the militants. And then there is 
also violence against women committed by 
civilians. No matter who is committing the 
crime […] there has to be accountability – a 
component completely missing” from the 
current legal framework.

An example of this is Perry*, a 35-year-old 
woman from the South Garo Hills district of 
India’s northeastern Meghalaya state – home 
to 14 million women and three armed groups 
– who was killed by militants in June this year.

Members of the Garo National Liberation 
Army (GNLA), an insurgent group, allegedly 
tried to rape Perry and, when she resisted, 
they shot her in the head, blowing it open. 
The GNLA refused to be held accountable, 
claiming that the woman was an informant 
and so “deserved to die”.

Another reason for the high levels of GBV 
in India is the dismal conviction rate – a mere 

26 percent – in cases involving sexual assault 
and violence.

In 3,860 of the 5,337 rape cases reported 
in the past 10 years, the culprits were either 
acquitted or discharged by the courts for lack 
of ‘proper’ evidence, according to the NCRB.

“We have a culture of impunity,” Anjuman 
Ara Begum, a Guwahati-based lawyer and 
former programme officer at the Asian Human 
Rights Commission, told IPS, adding, “Our 
legal system itself negates the possibility or 
certainty of punishment in cases of violence 
against women.”

With a declining conviction rate, armed 
groups have been playing the role of the 
judiciary to deliver instant justice. In October 
2011, a kangaroo court of the armed Maoists 

in the Palamu district of India’s 
eastern Jharkhand state cut off 
the hands of a man accused of 
rape.

In August 2013, the 
Kangleipak Communist Party 
(KCP) – an insurgent group 
operating in the northeastern 
state of Manipur – launched an 
“anti-rape task force”.

Sanakhomba Meitei, 
the secretary of KCP, told 
IPS over the phone that his 
group would deliver fast-track 
justice for rape victims. “Our 
intervention [will] instill fear 
in the [minds of the] rapists,” 
said Meitei, adding, “We will 
deliver stringent punishment.”

This is a worrying trend, but inevitable, 
given the failure of the legal system to deliver 
justice in these troubled, according to A L 
Sharada, director of Population First – a 
partner of the United Nations Population 
Fund (UNFPA) in India.

“What we need is a robust legal system, 
and mob justice hurts that possibility. In 
fact, such non-judicial justice systems are 
also very patriarchal in nature and ultimately 
against women. What we really need are quick 
convictions [in] every case of gender violence 
that has been filed,” Sharada stated.

According to the NCRB over 50,000 
women were abducted across the country in 
2013 alone, while over 8,000 were killed in 
dowry-related crimes.. More than 100,000 
women faced cruelty at the hands of their 
husbands or other male relatives, but only 16 
percent of those accused were convicted.

*Not her real name

Lack of Accountability Fuels Gender-Based Violence in India
By Stella Paul

Women in the north Indian village of Katra Shadatganj in the state of Uttar Pradesh, 
where two young girls were recently raped and hanged.

Stella Paul/IPS


