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Chapter

Poverty, Reproductive Health and
Public Health Policies in Chile

Estela Arcos Griffiths

Abstract

In Chile the social inequality is the result of the accumulation and concentration
of income, wealth and property coming from the prevailing neoliberal model in
the chilean economy. Under this model, persistent gaps in basic living standards,
precarious assets, disparities in health, and inequalities in well-being, employ-
ment, treatment and safety of people have been configured. Using the case study
methodology, evidence of the phenomenon is presented, making an analysis of the
expression of poverty and other social determinants in the results of the reproduc-
tive health of socially vulnerable women. Scientific literature on the situation of
exclusion and invisibility of subgroups of women who have experienced domestic
violence, unplanned pregnancy, early motherhood, migration and ethnic status
is analyzed. In turn, the results of effective transfers of health and social benefits
to women in social adversity are mentioned in the management of health policy
and the social protection system. Finally, a reflection is presented on the need for
innovation in the processes of human capital formation in health and social science,
and as a response, strategies are proposed to address it to from the complexity of the
phenomenon of vulnerability and inequality in reproductive health analyzed.

Keywords: poverty, reproductive health, public health, vulnerability,
reproductive rights

1. Introduction

Equity is not synonymous with equality, because equality means to give value to
the inequalities, from the idea of justice, therefore, this premise demands a social
epidemiological approach to value inequities and inequalities as health problems
determinants [1]. Health equity implies, ideally, that everyone should have the
opportunity to attain their full health potential and no one should be excluded
to reach such potential [1]. This equity is then defined as equality of access to the
health care comparing the same needs; equality in the use of resources for the same
needs; equality of quality of care and equality of health results [2, 3]. Disparities
and inequalities in health are an objective expression of the socioeconomic disad-
vantage accumulated by the individuals throughout their lifetime, which should be
prevented with timely intervention strategies, where the intensity and duration of
which would vary according to the degree of vulnerability [4]. The scientific litera-
ture has given a fund of evidence about the influence that the social determinants
have on the individual and familiar health, as the substratum of diverse illnesses
that manifest regardless the universal access that people may have to health systems
[5, 6]. The social inequality is the result of the accumulation and concentration of
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incomes, wealth and property coming from the prevailing neoliberal model in the
Chilean economy [7-10]. Under this model have raised public, economic, political
and social policies [9], which have set a new generation of inequalities expressed in
persistent gaps in the basic living standards, the precariousness of assets, negatively
affected emotional ties and solidarity, health disparities and inequalities regarding
well-being, jobs, treatment and security of people in their communities [8, 11-15].
Currently, Chile is recognized as the Latin American country with the high-
est human development index (HDI), according data of 2020 (0.851), the lowest
poverty rate and one of the highest levels of per capita income in the region [11, 15].
The country is in the world’s 62nd place in the Gender Development Index (GDI)
and 39nd place in Gender Index scores about 2019 across 129 countries, at the same
time, has one of the highest inequality rates in Latin America, being the country
with the most inequality of the Organization for Economic Cooperation and
Development [16, 17]. When we consider the inequality as a result of the inequality
of incomes, education and health, the country fall 11 places in the world’s ranking,
falling to the 54th place (Chile’s HDI falls from 0.851 to 0.709) [15]. Considering
this context, the chilean society shows and keeps deep inequalities, inequities and
differences that generate a sense of growing frustration, mistrust and social unrest
in the population [14, 18-19].

2. Methodology

To address the situation of poverty, inequality, reproductive health, a case study
is carried out to understand the how and why of the causes and consequences of
the phenomena that occurred in Chile, unit of analysis, regarding the subject under
study. The case study corresponds to an empirical investigation based on a set of
heterogeneous evidences in its origin and that converge in the explanation of a set
of contemporary phenomena that arise in real life regarding poverty, inequality,
reproductive health and public policies. Objective methods of searching for evi-
dence are used through repositories of university databases and Chilean and inter-
national public organizations. The foregoing is complemented with information
from studies carried out by the author with a team of researchers who approached
the research on the subject in question in particular groups and territories and that
account for the knowledge generated in the field work.

Finally, three strategies are presented for the development of competencies and
skills in transdisciplinary and integrated management practices in primary health
care for midwifery students and academics and student from other health and social
science careers-professions.

3. Poverty, inequality and disparity in reproductive health: evidences
about the Chilean case

The concept of health inequalities has been defined as “the differences that in
health are not only unnecessary and avoidable, but also are considered unfair”
[20-23] and, inequity is considered as any reducible difference or inequality,
related to heterogeneous life conditions tied up with incomes differences, even
when the poorest have equality of access to health services [21, 24, 25]. The per-
spective of social, cultural and political determinants of health has allowed to
understand the mechanism underlying as substratum in the “causes of the causes”
and in the routes or production processes of the inequities [22, 26]. That is how it
is detected the interaction between health and the social circumstances within the
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area where people live, where poverty has been described as the most potentially
toxic risk factor for the population health, effect which shows from early ages,
reproduce during adult life and transfer to following generations [10, 23, 24, 27].
Scientific evidences have demonstrated that there is a relation between the income
gap between rich and poor and the mortality rate and physical and mental health
problems [10, 28], which affects the possibilities and opportunities for people
development. There is an unequal distribution of the mortality rate in Chile,
because the child mortality in children born to mothers with no education have
significantly lower survival rates than those born to mothers with secondary or
higher education [29]. Is one of the reasons that justifies that medicine alone can-
not solve people’s health problems, since 56% of the variations of health conditions
are explained by social and ecological factors [23, 30].

The condition of women is a political, economic, and social issue and the
inequalities registered must be explained by social, economic, and cultural
phenomenon [31]. The inequality consists of a systematic exclusion from power,
resources, and opportunities [17, 31]. The attempt to identify the factors that
explain women social and economic vulnerability should start examining first the
impact of developing models, and some of their components, on the gender social
inequalities [31].

In the 1960s, the standard of living of the richest and the poorest people was
compared and it turned out that the poor lived thirty times worse than the rich. At
the end of the 1990s, the poor already lived eighty-two times worse than the rich.
The differences between the rich and the poor are constantly increasing. They
appear already on a family level, but they are also reflected on the fate of children
and, especially, women. The efforts to visualize the inequalities between men and
women are more recent [17]. The study of differentiated impacts that economic
policies on men and women have had, and currently have, has demonstrated that
regardless of women’s social group, they have created a continue discrimination of
women compared to their male colleagues [17]. The income distribution is based on
an imposed cultural contract, which highly values motherhood and naturalizes the
unpaid domestic work of women.

Global incomes separated by sex show that, although the gap is growing [19], the
earning capacity remains minor for women, while their contribution to the repro-
duction continues in the dark statistics [32]. There is a welfare and mercantilist
concept of the economic models that create a strong “feminization of poverty” and
exclusion of the incorrectly called “ethnic minorities” Women represent an increas-
ing percentage of those people considered to be poor. In a world that is heading
towards the globalization, women’s poverty creates enclaves of people in need in the
midst of wealth and originates growing pressure on the developed world, whether
generating expensive humanitarian crisis or trigger—for the first time in history—-a
surge of women migrating without their husbands and children to look for a job
in richest countries, which has a significant impact in the family and society. The
available evidence suggests that the proportion of poor is higher among the family
groups with a female head of the household, especially when the woman has small
children. In Latin America, single female-headed families are largest in the category
of low incomes (homeless) [33].

Regarding reproductive health, women’ greater social vulnerability and eco-
nomic precariousness during pregnancy is associated to higher stress levels and
anxiety and, as a consequence, higher incidence of prematurity, low birth weight,
early weaning, poor child care quality, higher rates of disadvantage, child develop-
mental delay, poor child care quality, attention deficit and hyperactivity, language
problems, poor social competences and lifelong behavior problems, which is the
first link in the transmission and reproduction of inequalities of health, welfare
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and human capital [34-36]. In addition, it has been pointed out that coronary heart
disease, type 2 diabetes, vascular accidents, hypertension, and higher rates of adult
mortality are related to the history of fetal malnutrition and low birth weight [35].
Moreover, the reproductive, neonatal, mental, and family health deteriorate when
women have precarious employments and pregnancies without social security,
informal and insecure houses, low schooling, psychosocial risk, absence of partner
at home and high dependency rate [35].

In Chile, through surveys performed in vulnerable women’ groups, it was
possible to obtain an in-depth knowledge of the experience of motherhood in
extreme vulnerability conditions [37]. The women’s stories showed a motherhood
perceived as a negative event, unexpected, assumed with resignation and anguish
which, for some authors, generate internal disorganization, break of bonds and
depression [37]. Feelings such as discomfort, despair and loneliness emerged, both
for being an unforeseen pregnancy and for being unexpected and that is consistent
with the precariousness of the social support to teach women on how to take care
in a context of social vulnerability [37, 38]. Women describe a life condition where
the social construction of hopelessness, invisibility and social exclusion have been
naturalized, a condition which affects the practice of motherhood, childcare and
sexual and reproductive rights [37, 39]. The situation of invisibility is not an isolated
fact, because it occurs in a condition of poverty with a gender perspective. Women
perceive a distance between them and health personnel, which they feel as lack of
understanding of their condition of vulnerability and poverty, due to the asymmetri-
cal power relations and stigmatization of guilty for their pregnancy [39]. The more
difficult it is for a woman to carry out motherhood and children care, the further she
is from a project that justify the exercise of her reproductive rights [40, 41].

In the context of reproductive health and poverty, some relevant facts for
women are domestic violence (DV), unplanned pregnancy, immigrant status,
Mapuche ethnicity and teenage motherhood.

3.1 Violence against women

Is a global public health problem [42] and its prevalence is higher in developing
countries [43]. Pregnancy is an especially vulnerable period in terms of violence,
affecting women’s reproductive capacity [44], since pregnant women have an
increased risk than no pregnant women [45]. Prevalence studies about DV have
reported figures varying from 0,9% to 41,6,0%, being more severe or moderate
post birth [42, 46]. One out of every five pregnant teenage women and one out of
every six pregnant adult women have reported violent experiences during preg-
nancy. Violence during pregnancy becomes four times probable if the pregnancy
was unexpected or unplanned [47].

The impact of domestic violence on the results of reproductive and neonatal
health may be explained by the existence of indirect mechanisms that induce
risks like psychological and social stress, which would be like underlying factors
of adverse obstetric and neonatal results. It has been reported that biomedical
risks, for women with experience of domestic violence, are related to pregnancy
hypertensive states (PHS), intra-hepatic cholestasis of pregnancy (ICP), and in case
of current violence with urinary tract infection, intrauterine growth restriction,
preterm delivery and ICP [48]. Other associated risks are poor weight gain, vaginal,
cervical or kidney infections, abdominal trauma, bleeding, exacerbation of chronic
diseases, complications during labor, delay in the prenatal care, depression, suicide
attempt and, even death [42, 43, 46]. At the same time, violence determines distur-
bances in the interaction between mother and son, which increases the possibility
of negligence, abuse and neglect during the first year of life. The Biomedical risks
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for neonatal health related to domestic violence are low rate of gestational age, and
higher variability of anthropometric indicators such as weight and length at birth.
It was observed 2.8 higher risk of small for gestational age newborns in relation to
those of women without recognizing experiences of violence [48].

3.2 Unplanned pregnancy

Regarding unplanned pregnancy, it is observed that in high-income countries
half of the pregnancies are unplanned, which increases sanitary costs for women
care, originates personal and family crisis for women and commits timely health
care [49, 50]. In the period 2015-2019, there were 121.0 million of unwanted
pregnancies per year, which represent a rate of 64 unwanted pregnancies for every
1000 women between 15 to 49 years old. Out of the total, a 61.0% of the unwanted
pregnancies resulted in abortion, that is to say, a global rate of 39 abortions per
1000 women. The rates of unwanted pregnancies are higher in countries where
abortion isillegal [51]. It is pointed out that 63 million of these unwanted pregnan-
cies are, at least, consequence that 22 million women around the world have an
unsatisfied need of family planning [49, 52]. In the United States 50% of pregnan-
cies are unplanned, a 50% result in abortion and increases women’s depression and
47.0% of the live births come from an unplanned pregnancy [50, 53].

In Chile, in the five-year period of 2010, the unplanned pregnancy represented
a 51,0% out the total of the pregnant entered to the public health system, prenatal
care, higher in the extreme age groups, reaching an 85.6% in pregnant under
15 years old and a 66% in older than 45 years old [54]. In the United States, there
are disparities in the rates of unwanted pregnancies between poor and non-poor
women, being the rate 5 times higher in the first group [25]. In addition, Also, preg-
nancy disparities have been observed regarding unplanned pregnancies in the poor
women subgroups of 18 to 24 years old or who cohabit with a partner, since they
have twice or three times the national rate [55, 56]. It is possible that the unplanned
pregnancy is related to social naturalization of motherhood, in addition to the access
difficulties and the lack of information about the fertility regulation means [56, 57].

Timely access to health centers in order to search early for pregnancies is very
important for women who did not plan a pregnancy, since they find out 2 weeks
later than women with wanted pregnancies. Fetal organs are formed at the 8th
week, so a 2-week delay further than the normal 6 weeks’ recognition period could
prevent a form taking fast responses regarding reproductive health, especially in
women with unwanted pregnancies. The possible effect of unhealthy behaviors,
such as smoking and drinking, could be continuously unnoticed during the embry-
onic period, when most of the malformations occur [57]. It has been reported that
women from minority ethnic groups have noticed very late, compared to white
non-Hispanic women, since they have less information about family planning and
less access to health care [57, 58]. The evidence show that unplanned pregnancy
is related to disparities in women health and perinatal health in relation to the
late prenatal care: low birth weight, child abuse and negligence, child behavior
problems, exposure risk to illicit drugs or tobacco, not preventing alterations due
to not taking folic acid timely, high prevalence of depression, depression during
pregnancy and postpartum [52, 59, 60].

3.3 Inmigrant pregnant women
Illegal immigrant pregnant women constitute a socially vulnerable group, since

they have legal limitations to access to prenatal and obstetric care to protect their
health and their children’s health [52, 61]. Scientific evidence demonstrate that
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immigrant women’ reproductive health is exposed to a high rate of unplanned
pregnancies, pregnancy rejection and late prenatal care. It is possible that the access
difficulties and the lack of information about the fertility regulation means predis-
pose women to unplanned pregnancy in this group [56, 57]. The possible effect of
unhealthy behaviors, such as smoking and drinking, could be unnoticed during the
embryonic period, when most of the malformations occur [58]. Inadequate prenatal
health care to migrant women has as consequence 4 times more risk to give birth
children with low birth weight and seven times more risk of prematurity [61].

3.4 Maternity in adolescent women

Regarding early motherhood, it has been informed that when reproductive
timing has been examined in teenager women who start their sexual life early, the
results show that teenagers with subsequent children with short/long gestational
intervals belong to social groups differentiated by structural and cultural determi-
nations. In poor women, early motherhood is considered as a non- normative crisis
that determines reproductive inequity and, in some cases, excess of unwanted fertil-
ity [62, 63]. Within this framework, the concern about what happens with teenage
pregnancy is not only based on studies on pregnancy rate trends and biomedical
morbidity, but also on the consequences of sexual and reproductive behavior pattern
and its path on education, work, and family life after delivery [63, 64]. In develop-
ing countries, longitudinal follow-up studies of teenage mothers have observed
that the mother-son binomial is a strong candidate to lead-up to poverty from one
generation to the next one, especially when the father is absent, because in addition
to producing economic deprivation it has a negative effect on the child’s socialization
process [63, 65]. The disadvantage situation of the adolescent mother tends to be
repeat harder on her daughter, who shows school problems and become pregnant
earlier than her mother the reproductive and sexual behavior perpetuated [66].

3.5 Motherhood in ethnic groups

Finally, some reflections on poverty and reproductive health of women from
Mapuche ethnicity. In Chile, poverty and marginalization are eminently rural and
affect, mostly, to the regions with a highest proportion of rural and indigenous
population [67]. In a study carried out in a rural area of southern Chile, a social
reality of accumulated disadvantages and a situation of vulnerability was observed
in Mapuche’s women whose determinants of the inequity and discrimination were
gender (woman), ethnicity (indigenous), class (poverty) and territory (rural) [68].
Many of the health risks of indigenous women were directly related to their reproduc-
tive health, since they had a high fertility rate, early motherhood, short birth interval
and poor access to family planning services [68]. Another study analyzed the relative
risk (RR) concepts of perinatal mortality and the findings revealed a direct relation
between maternal poverty of Mapuche’s women and perinatal mortality [69].

4. Public health policy management

There is concrete evidence that gender stereotypes are maintained and natural-
ized in health policies and programs [70]. Women’ health programs have paid more
attention to aspects related to reproductive health rather than to reproductive rights
[71]. Everyday life elements present in people’ life style has been rescued and put in
aleading role by promotion and prevention programs, however, they are partially
included in the institutional practice.
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Regarding the health care providers and the female users of the public health
network, the trend is to regulate the habits, modify beliefs and cancel the explana-
tions reports by women. That is, it is excluded people’s social dimension and cultural
meanings [71]. Consultant women tend to inform their cases relating their symptom’s
to diverse aspects of their daily lives, as well as with their own opinions and beliefs
about what is happening to them. For their part, health professionals emphasize
objectivity and the separation between the subject who knows and the objects that are
known, they tend to direct the conversation in strictly clinical terms, without allow-
ing women to express themselves as they wish. Professionals decide what issues are
appropriate and what not to manage the context of the interview. This hierarchical
relationship is exacerbated in case of lower-class women and represents the funda-
mental asymmetry that explains many of the disagreements between providers and
female users. This form of social interaction categorizes the human reproduction as a
biological event, which establishes the basis to exclude the contextualization [72].

It is in these poverty contexts, where the challenge is generated for midwifery pro-
fessionals to open a space to make effective the sexual and reproductive rights and, as
a consequence, to modify the inequalities relationships in the reproduction and sexual
day-to-day labour. This space gives an opportunity for midwives and social science
professionals to give an integrated contribution to acknowledge the existing bonds
between the women’s health condition and the socially structured environments
where they live. The changes required in the models and processes of “how to do, with
what and whom with” are due to the scenarios of deep and complex social transforma-
tions generated by the growing social inequality [73, 74]. Due to the above mentioned,
it is imperative to give better and greater attention to the poorest, most vulnerable, and
unprotected groups, not only to strengthen prevention and promote skills that allow
them their sexual and reproductive rights, but also to facilitate resilience, personal
and family psycho-social development and respect for their social rights [37]. On the
other hand, from the lessons learned in the Primary Health Care, the evaluation of the
effectiveness of the transfer benefits of the social programs is key in the development
of capabilities in the integrated management of the Primary Health Care level and
from the intersector, because they are in a privilege position to take the challenge and
commitment to guarantee the access to benefits to vulnerable people [75].

The general and local social, economic and political situation deserves to make
balances and permanent checking on the sexual and reproductive health manage-
ment to primary health level as a way to keep a dialog among the different institu-
tions in charge to execute preventive convergent policies. In this balance, social and
human capital women’ in vulnerable societies require leaders that create bonds,
trust, and social networks to construct synergy processes where the appreciation
and mutual respect coexist [76]. Due this, it is urgent a permanent strengthening
of female and male midwives as managers and executors of humanized reproduc-
tive health policy and social protection, increase the etno-cultural knowledge,
apply gender perspective in health practice, streghthen management in integrated
network and participate in the local analysis of integrated information systems [76].

5. How to reduce the consequences of social inequality on the results of
reproductive health in socially vulnerable women’s?

It has already been noted that income inequalities contribute to health inequality,
regardless of universal access to health systems. In addition, it has been noted that
Chile has one of the greater concentrations of wealth and one of the higher levels of
inequality the world [77]. Social, economic, cultural and politic determinants had
allowed to understand the mechanism underlying the production processes of these
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health inequalities. Therefore, estimating that reducing the adverse consequences of
reproductive health could be remedied through the distribution of wealth is a true
possibility, but for a very long term and practically utopian in the developing countries.

The mitigation of the poor results in reproductive health in poor communities,
must focus on the changes required by the segmented and fragmented health practice,
both in health programs as well as in social programs. The best practices for an inte-
grated management are reached through the articulation of activities and fluid rela-
tions between disciplines, professions, departments, institutions, and organizations
[78]. Thus, it is overcome the ambivalence of the responsibilities and the institutional
segmentation in the execution of the reproductive health policy, among other [79].

Reality shows that the construction of disciplinary knowledge has been performed
through activities governed by models and/or paradigms that organize the thinking
and mutilated vision of reality. In Chile, midwives working in primary health care
recognize poor skills to address complex social problems that affect women’s healthy
[80, 81]. The health practice has been developed excessively segmented and without
communication, which is a culture of fragmented work that just benefits to those
who apply specific perspectives and do not solve collective issues of greater social
complexity. The fragmentation is the heart of ineffectiveness because it determines a
poor link between health systems and social systems [79]. To achieve an approxima-
tion to what people, require an accurate diagnosis is needed, which must necessarily
represent the psychosocial reality of the groups with which we will work and, have as
much knowledge as possible of the forms of solution from people’s own perspectives,
of what they recognize as problems and what they want as a solution.

For this reason, the opportunity to take on the task is an ethical and social
responsibility imperative. Today it is required to assume a transdisciplinary
approach as a form of cooperation among the different disciplines, since health
problems are extraordinarily complex, and their study can just be performed
through the convergence and combination of different perspectives [82]. The
interaction between the disciplines results on an intercommunication and mutual
enrichment with a transformation of research methodologies, fundamental
concepts and terminologies modification. There is a balance of power in the estab-
lished relations, where the teamwork negotiation facilitates all sorts of clarifica-
tions and debates about methodological, conceptual, and ideological issues [83].
Transdisciplinary promotes the development of skills related to complex thinking,
divergent thinking, adaptability, sensitivity to other people, risk acceptance, accep-
tance of diversity and new roles in integrated management networks.

In this scenario, the challenge for the professional empowerment for midwifery
is related to changes in the pre- and postgraduate training of midwives. It begins in a
transformative process with innovations and relevance in the design of educational
practices linked to behaviors and social changes, for the generation of competencies
and capacities of human capital with a gender and transdisciplinary perspective
[84, 85]. The gender perspective allows work teams to eliminate stereotypes as a
substrate of gender inequality, stigma and prejudice and the transdisciplinary per-
spective facilitates the understanding of the entire network of interactions and con-
tradictions that occur between the different phenomena, where the complexity and
uncertainty of the results of an action prevail [84, 85]. The observation and analysis
of the social reality of health through transdiscipline breaks with the barriers of
static and intolerant professional profiles, to rethink knowledge from a cognitive
continuum in which one dialogs and constructs collectively, to overcome disparities
and inequality in reproductive health among socially vulnerable women [86].

In short, both for public policy managers and in the health and social sci-
ences academia, the biomedical and medicalized model must be complemented
by the psychosocial model by the complexity of interactions between biological,
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psychological, and socio-cultural components that health problems have. The opti-
mization of qualitative results at the primary level of health care requires examining
and reflecting on how problems are constituted, contextualizing the individual and
collective social reality, defining its territoriality, and then building, together with

the care subjects, a collective strategy that enhances the assets and strategies of action
of women, families, households, and community group. For the systemic resolu-

tion of complex problems, the formation of competencies and skills of a relevant

and effective health practice using a sequenced combination in three strategic axes

is essential: a) selection of critical cases that induce critical, reflective, and creative
thinking with integrative work methodologies. Creativity is the ability to think,
produce and act innovatively in the various fields of social action; b) Case study with
advice and monitoring of inclusive and simultaneous work with students of careers in
Health, Law, Informatics, Sociology and Anthropology, among others, to incorporate
methodological procedures that allow them to recognize the assets and liabilities of
women-families-households and communities and to define territorial areas with vul-
nerability and social exclusion and, ¢) Training academics in problem-based learning
methodologies, problem solving, evidence-based medicine and communication and
expression implemented in an educational practice focused on learning. This strategy
generates synergy in the social and cultural construction of knowledge, improves
understanding from the perspective of the other and achieves learning situated in the
social reality where the experiences of life and health of women are realized. Also,

the ability to tolerate diversity, appreciate the points of view of others (intellectual
empathy), collaborate in a productive way in a group, and communicate their thinking
will be strengthened in future professionals. In this way, the resolution capacity of
transdisciplinary teams is improved, which is the way to overcome the segmentation
and fragmentation of public management in reproductive health, and, asa result, to
ensure the delivery of timely and relevant support to the vulnerable population.

6. Management proposals for the development of competencies and
skills in integrated health practice

6.1 Building alliances from transdisciplinarity for the integrated care of
reproductive health

A management model is designed for the process of transferring benefits from
programs linked to the Social Protection Network in a public family health center
located in a territorial area with highly socially vulnerable neighborhoods. The design
of the management model takes as reference the following assumptions i) service pro-
viders and students in practice, from health and social sciences careers, have a partial
view of the social reality and lack of knowledge of the social determinants affecting
the health and reproductive health of women with a history of early motherhood,
unplanned pregnancy, domestic violence, immigrant women, women of the Mapuche
ethnic group; ii) complexity and diversity of social dynamics; iii) low level of knowl-
edge of public social protection policy; iv) fragmentation of work at the primary level
of health care and, with the intersector; v) fragmentation of institutional databases;
vi) basic capabilities for the processing and analysis of databases of the Red Protege in
health centers and local government departments; and vii) value dilemmas, the social
commitment and accumulated experience of the work teams. For this reason, the
management model is created with the work teams involved, because the endogenous
development of the change processes, accompanied by experts, facilitates the adop-
tion of innovations, and minimizes resistance to change. The design and implementa-
tion will be carried out in a process that is structured in four axes:
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i. To “literate” teams on the socio-cultural context and social determinants,
based on evidence from the target population.

ii. Training in the content and foundations of public policy on social protection,
ethics, and social commitment.

iii. Development of integrated working practices, use of participatory method-
ologies, formulation of learning strategies, design of manuals, guides and
protocols according to the contents of the associated programmes of the
Social Protection Network.

iv. Design of the monitoring and systematization process of benefit transfer
records.

Participation in the intervention will be voluntary and the decision will be
made by the woman once she knows the objectives, its procedures, is able to assess
its costs and benefits, her questions are answered and explain the content of the
Informed Consent Act for signature.

The design, implementation and application are represented in a process flow
diagram (Figure1).
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Figure 1.
Management of integrated processes in veproductive health in primary health care.
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6.2 Model for promoting of sexual and reproductive rights in rural women

Women living in rural areas socialize their lives in an environment where
there is no stimulus. This kind of socialization has perpetuated a condition of
procrastination, subordination, inequality, and exclusion that make the practice
of the exercise of sexual and reproductive rights unfeasible, as set out in the Cairo
Plan of Action and the Beijing World Women’s Conference. On the other hand,
the institutional social resources responsible for the promotion of these rights, for
various reasons, have not been effective in managing to position women as subjects
of right in the definition of their sexual and reproductive life. The proposed Active
Communication Strategy Model for Rural Women (MECAR) is a complementary
instruction/information alternative that seeks to promote the empowerment of
rural women around the exercise of sexual and reproductive rights.

The challenge of opening a space for the effective exercise of sexual and
reproductive rights and, as a consequence, to modify relations of inequality in the
work of reproduction and sexuality opens up a possibility, for health and social
sciences professionals and students, to contribute to the recognition of the links
between women’s health status and the socially structured environments in which
women live.

MECAR model objectives:

* To recognize socio-cultural traits; level of knowledge, beliefs, and practices of
sexual and reproductive rights; characterize power relations in the couple and
family; define the type of functioning and conflicts of the family, parenting
models and social support networks for rural women.

* To know the types and forms of use of the media of the population subject to
the intervention.

* To design a communication model for the promotion and exercise of sexual
and reproductive rights based on the manifest and latent needs of women in a
selected rural community.

* To know the institutional context of norms, perceptions, and information level
of health service providers regarding human rights, sexual rights, reproductive
rights, sexual and reproductive health concepts and women’ health program
content before and after the intervention.

* To know the types and forms of use of women’ health services related to
sexual and reproductive health, in official and alternative health centers,
before and after the intervention.

* To know and compare the conditions of access, availability, and degree of use
of services by rural women before and after the intervention

* Dimension the impact of the intervention on the awareness and practice of
human rights, sexual rights, and reproductive rights; family functioning;
power relations in the family.

Expected result of MECAR: To obtain an approach to the degree of change
and contribution that MECAR produces to the process of strengthening women’s
self-management and self-determination to begin the path that will allow them to
assume their condition as subjects of rights responsible for their life project.

11
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Methodology: the intervention, MECAR, uses the sequenced combination of a
communication strategy and interactive sessions as complementary alternatives to
education on sexual and reproductive rights. The idea is to apply the model gener-
ated from the customs and traditions of the rural women’s population, respecting
the idiosyncrasies of their socio-cultural context, also incorporating official and
traditional health resources.

MECAR has two essential components: instruction/information actions
aimed at promoting reproductive rights and sexual rights for rural women, and
instruction/information actions for the health team and formal and informal
health leaders. A transdisciplinary team will implement instruction/information
activities through a communication strategy and group workshops and analysis
meetings with women, health care providers and other local leaders (active
strategy).

The model operates through the following thematic axes: Gender Concept and
Relations; Communication and Identity; Safe Shared Sexuality and Motherhood;
Constitutional, Legal and Human Rights; Reproductive Rights and Reproductive
Health; Family Planning; Prevalent and Emerging Diseases of Women; Sexually
Transmitted Diseases; Adolescence and Sexuality; Women’s Program Health
Services; Prevention and Consequences of Physical Abuse; Family and Parenting,
Role of Mother and Father, Community Participation and Leadership, and
Creation; Legal protection against actions of violation of rights.

The contents will be developed in 16 radio modules and reinforced with group
workshops, using active, participatory, experiential, and reflective methodology,
which has as its central axis the commitment of the person, their experiences
and learning of life. This methodology provides the only opportunity for partici-
pants to discover their own knowledge and the ability to learn new and diverse
content related to the situation they face. The activities will be implemented with
teaching-learning modules that allow women to replicate them in their family and
community context. Each module will have predefined objectives, themes and
methodology in which practical and theoretical activities will be combined. An
important component of each module is the evaluation process because it allows for
feedback to the program. The symbology and codes used in the module design are
adapted to the population receiving the intervention.

In parallel, training activities are carried out for professionals and students
in gender relations, reproductive health and sexuality; human rights, sexual and
reproductive rights; quality of provider-user interaction for health service provid-
ers, doctors, midwives, dentists, nurses, paramedical assistants, administrative and
service personnel, with monitoring and evaluation of baseline behaviors before and
after the application of the training, in order to contrast the responses they are able
to give to behavior change in the population of participating women.

In the field, a simultaneous examination of family and community factors and
resources that may facilitate or interfere with women’ health-related behaviors is
conducted. This will prepare the health team and students for the potential increase
in demand for health services. In harmony with this model, the people who carry
out the activities will establish a dialogical communication with the women to cre-
ate a link in the community.

6.3 High complexity case study: problem-based learning construction
It offers a space for reflection and practice of a contextualized, integrated, and
flexible learning model based on problematic situations where the student defines

strategies for the autonomous and collective construction of knowledge.
In this proposal, the sequential combination of three axes is used:
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a. Analysis of critical cases that induce critical thinking, reflective-conscious
learning and debate using integrative work methodologies

b.Fieldwork, consultancy and monitoring for the development of work compe-
tencies in the being, knowledge, know-how, and know-how to be in undergrad-
uate students, community agents and officials of the intra and intersectoral.

c. Training in constructivist methodologies of collective learning with a gender
perspective, application of qualitative methodologies and social vulnerability
approach, problem solving, evidence-based health care, communication-
expression, and leadership.

For the first axis: An educational strategy is proposed that combines educational
methodological resources related to cognitive, operational, and social relationship
and interaction. Activities are proposed to strengthen skills in the use of conven-
tional system records, interviews with program supervisors, professionals, and
officials. Activities are planned with groups of women, affected by similar health
problems, to learn the opinions and meanings they give to their problems and ways
of solving them. Participant observation, field work, individual interviews with
women. Joint presentation of the analysis of critical situations in a round table
with the participation of experts Training and monitoring activities for the use of
resource networks such as: data banks and networks, documentary networks, proj-
ect banks, scientific cooperation networks, governmental and non-governmental
community resources. The integrated participation of students from schools of
the Faculty of Medicine, Law, Informatics and Anthropology, community agents,
specialists and officials are considered.

For the second axis, transdisciplinary systems of field work, consultancy and
monitoring are implemented, both individually and collectively, according to the
profile of the problems to be addressed. A cadastre of access systems is configured,
as well as a map of methodological, information and social resources that will be
located on a university server site.

The third axis consists of a training program expressed in seven workshops:
Incorporation of the gender perspective at work, Social Vulnerability Approach,
Application of qualitative methodologies for the contextualization of the social
reality, Problem-based learning, Evidence-based health care, Communication-
Expression, and Leadership. For the execution of these workshops there are special-
ists convened by invitation. Also considered is the idea of convening teams from
other centers, from the intersector, to enhance the multiplier effect of the work-
shops. For the execution of the workshops, we count on the facilities of the primary
health centers of the public network.

7. Conclusion

Finally, to mitigate the consequences of the growing social inequalities in repro-
ductive health and reproductive rights, an integrated management of professionals
from all social sectors is urgently needed, with networking and active community
participation. It is necessary to broaden the view of reproductive health actions,
understood as a network of meanings and interactions, in which women’s behaviors
are configured in a diversity of sociocultural, psychoaffective and political contexts.
The best practices for an integrated management are reached through the articula-
tion of activities and fluid relations between disciplines, professions, departments,
institutions, and organizations In Chile, it is the alternative to correct the inequities
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of the prevailing neoliberal economic model and achieve progress in the reproduc-
tive experiences of vulnerable women and families. It is a matter of justice and
social responsibility. The proposed interventions contribute to the social construc-
tion of learning skills for the practice of integrated and participatory work in
primary health care, where the complexity of the phenomena must be approached
holistically.
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