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Abstract 
Women's economic activity rates have increased in the globalization 
process for national growth and productivity yet, many still lack access to 
health, education and energy needs. They still face social and economic 
disadvantages relative to men. Women in less developed countries 
especially in sub - Saharan Africa are vulnerable to health problems due to 
biological, cultural and socio - economic reasons. Though there has been 
increase in women's education and access to new information technology, 
only few are guaranteed quality education and access to new information 
technology. Lack of access to improved energy has serious health 
implications for women as they are exposed to indoor air pollution and 
respiratory infections. This paper reviews issues concerning women's 
health, education and energy needs. Global sharing of information and 
knowledge to women about their health, education and energy supply and 
use can improve the quality of life for families, communities and for the 
women themselves. 

Introduction 
The status of women have improved considerably in most developing countries in the past 

quarter of a century yet, in no region do women enjoy equal legal, social and economic rights men. In 
order to enhance the rights of women, a more focused and effective approach to reduce the inequality of 
women must be taken. At the consensus of world leaders at a United Nations Assembly who gathered 
at the Millennium Summit in September 2000, eight Millennium Development Goals (MDGs) were 
set with target goals to be achieved by 2015 (Table 1). In September 2005, they were re - endorsed at a 
World summit to review progress but it clearly shows that women everywhere, particularly those in 
the poorest countries face social and economic disadvantages relative to men (Ashford, 2005). 

Table 1: The Millennium Development Goals and Main Targets for 2015 

 

Source: Murphy, 2004 
 

 

 



Global Perspectives on Women's Issues Health 

Women in sub - Saharan Africa are vulnerable to health problems due to biological, cultural and socio - economic 
reasons. Women and young women in particular, are susceptible to HIV/AIDS because they lack sufficient 
information to protect themselves from HIV/AIDS and other Sexually Transmitted Infections (Fig 1). Surveys 
from 2000 - 2003 in developing countries including Nigeria revealed that less than half of young people can 
correctly identify two ways to avoid getting HIV/AIDS and reject common myths about the virus. Young 
women generally have less knowledge than young men (Ash ford; Clifton & Kaneda., 2006). Data in figure 1 shows 
the percentage of women aged 15 -24 who can correctly identify at least two major ways of preventing the sexual 
transmission of HIV (limiting sex to one faithful, uninfected partner and using condoms), who reject the two most 
common local misconception about HIV transmission and who know that a healthy - looking person can have 
HIV. Only 18% of Nigeria's young women aged 1 5 - 2 4  years have comprehensiveknowledge about 
HIV/AIDS. 

 

 
Figure 1: Percentage of Women ages 15-24 with comprehensive knowledge of HIV/AIDS. 
Source: Ashford et al,, 2006. 

Adolescent women are at a biological disadvantage because they have fewer protective antibodies. 
During vaginal intercourse the vagina's greater area of susceptible tissue (compared with the man's urethra) and 
micro trauma during intercourse make women more physiologically vulnerable to HIV (Lamptey; Ruckstuhl & 
Gates., 2002). Women's symptoms are often latent or difficult to see. When the disease was first identified in the 
early 1980s, most of those living with HIV/AIDS were men. The proportion of women affected by the epidemic 
has steadily grown: by 2004, women and girls accounted for nearly 50 percent of all people living with 
HIV/AIDS, and in sub - Saharan Africa, women and girls represent 57 percent of those infected (Jamison; 
Breman; Measham; Alleyne; Cleason; Evans; Jha; Mills & Musgrove., 2006). In spite of different efforts, global 
attempts have not proved sufficient to control the spread of the HIV pandemic or to extend the lives of the 
majority of women infected. Three communicable diseases - HIV/AIDS, tuberculosis and malaria account for 10 
percent of the deaths of women in low - and middle - countries. 

With these infectious diseases, maternal and neonatal conditions account for a substantial part of the 
health gap between rich and poor countries. For example more than 99 percent of maternal deaths occur in the 
developing world (Jamison ei al., 2006). The complications of pregnancy and childbirth remain a leading cause of 
death and disability among women in developing countries. If a pregnant woman receives assistance during 
labour and delivery from a medically trained person - a doctor, nurse, or professional midwife - she is more likely 
to receive the appropriate medical care in the event of life threatening complication. Improvements in this area 
from the mid - 1990s to from 2000 were only slight, and survey data from some countries show a drop in skilled 
assistance (fig 2). 



 

 

 

Figure 2: Births attended by skilled personnel in some developing countries Source: Ash ford, 2005. 
Socioeconomic factors, including women's lack of access to education or personal income perpetuate 

women's lower status and create greater vulnerability to health problems. Poverty drives some women into the 
sex industry and some women fear thiat they will be abandoned by their husbands or supporting partners if 
they try to exert control over how and when they have sex and whether their partner uses a condom. Women's 
disadvantngcd position also perpetuates poor health, inadequate diet, early entry into motherhood, frequent 
pregnancies and poverty (Tinker; Finn & Epp., 2000). For the MDGs to be achieved in Nigeria, the health and 
safety of women must be addressed. 

Cultural traditions such as forced marriage, polygamy, older men's preference for young, women 
and female genital cutting in the name of circumcision contribute to women's lack of power and vulnerability to 
HIV/AIDS and other health problems (Gomez and Marin, 1996). Throughout the world, prevailing views about 
masculinity encourage men to undertake risky sexual behaviours -multiple sex partners, excess alcohol 
consumption prior to intercourse and sexual violence - that" make women vulnerable. 

* 

Education 
The best news of the last decade has been the increase in girls' access to education at all-levels. The 

second and third MDGs call for universal primary education for boys and girls and for: closing the gender gap 
in secondary and higher school enrollments. They have not been achieved worldwide yet but progress has 
been made by the governments in promoting girls' education. Girls', school enrollments have increased in 
developing regions as about 91 girls were enrolled to 100 boys at secondary level in the early 2000s compared 
with 84 girls to 100 boys in 1995 (Ashford, 2005). The level of literacy among women (aged 15 to 24) in 
developing countries was also about 90 percent to 100 percent of the level of literacy among young men in the 
early 2000s (Ashford, 2005). 

Enrolling girls in schools does not guarantee that they will receive quality education or even graduate. 
Many girls drop - out due to household duties, early marriage, childbearing, and parents' perceptions that 
education is more beneficial for sons. In some settings, gender bias among teachers and sexual harassment may 
lead to higher drop - out rates among young women (Bledsoe, 1999). 

Educating women is an important end in itself as it is also a long term strategy for advancing women's 
health. It not only fosters economic growth but also promotes smaller families, increase modern contraceptive 
use and improve child health. In many less developed countries, women with no schooling have about twice as 
many children as do women with ten or more years of school (UN, 1997). Expanding educational opportunities 
for women has been embraced as a means to lower national growth rates and to slow population growth. 
Women in less developed countries often lack access to information and communication technology. 

 



Energy Needs 
The vast majority of rural and sub - urban women have little or no access to modem energy for cooking and what 
they can afford meets only a narrow segment of their needs at subsistence level of consumption. These women 
along with millions of their counterparts in urban settlements, continue to rely on traditional fuels and 
rudimentary technologies that wastes resources and injure health. Women face physical hardship in acquiring 
and using energy for the most basic survival needs. Lack of energy options fur water pumping, grinding, lighting, 
food processing and other activities largely undertaken by women in developing countries, entrenches gender 
disparities and conditions of poverty. When women and girls search for energy sources it reduces their 
educational opportunities, the time available for domestic and income earning activities and their quality of life. 
The women suffer due to smoke emitted from poorly constructed stoves burning with inappropriate fuels. 

Worldwide, over two million premature deaths annually are attributable to the health impacts of indoor 
pollution from heating and cooking with traditional fuels and these impacts are borne directly by women and 
young children (McDadc and Bonini, 2001). The health ha/ards from indoor air pollution include lung disease, 
acute respiratory infection, lung cancer, adverse pregnancy outcomes like low birth weight & miscarriages, 
chronic bronchitis and eye conditions like glaucoma and cataract. Exposure to carbon monoxide from wood 
smoke due to indoor air pollution is of more health concerns to women than men. It leads to Chronic Obstructive 
Lung Disease (COLD) often leading to heart damage in adult women (Nathan, 1997). Women over 45 years of 
age are likely to suffer from respiratory diseases, presumably due to accumulated exposure to indoor air pollution 
over many decades (Parikh and Sharma, 2005). 

Women are placed at the centre of environmental stress and ultimate climate change impacts. Climate 
change leading to desertification increases the pressure on women's efforts to provide food for the family. 
Women are mostly affected by energy scarcity and related environmental degradation, both economically and 
through negative health impacts. Because of inadequate petroleum product supplies including diesel, kerosene 
and Liquefied Petroleum Gas (LPG), women rely on traditional fuels such as wood, dung and agricultural 
residues to meet their heating and cooking needs. They undergo drudgery and trek distance into the forest to 
collect fuel wood for cooking. 

Interventions for Improving Women's Status 
There is need to change the socio economic, cultural and political conditions that make women to be 

vulnerable to reproductive health problems. Economic insecurity, displacement caused by conflicts and 
disasters, illiteracy, violence, abuse and social exclusion deprive women of Ability to protect themselves and others 
from HIV/AIDS and other infections. Social and economic policies that perpetuate inequalities, discrimination 
and social exclusion hinder women's health. Human right protections are critical for reducing women's 
susceptibility to diseases. Combating gender inequality tackles one of the root causes of the epidemic: women's 
inability to protect themselves from HIV (Gupta, 2002). Information and service delivery to women, reducing 
risky behaviour and promoting sexual responsibility, developing female - controlled prevention methods, 
increasing women's economic opportunities and funding health care by providing trained personnel are ways of 
improving women's health status. 

Educational attainment is a driving force behind improved conditions and opportunities for women 
today. Multisectoral approaches, especially combining health and education efforts are important in enhancing 
women's opportunities. Teens enrolled in school are less likely to be sexually active than their unmarried, 
unenrolled counterparts. School based programs can reduce the risk of sexually transmitted diseases and increase 
contraceptive use to prevent unwanted pregnancies and maternal deaths by teaching sex education. Such 
programs are most effective in changing behaviour when they are repeated, consistent and well targeted. Other 
interventions are mass media programs to increase knowledge and change attitudes, peer promotion of healthy 
behaviours and workplace health promotion. 
Positive impacts of the energy interventions for women range from time saving and drudgery reduction, to income 
generation, to social and economic empowerment. Since women have generally been the primary providers of 
traditional energy sources, they have considerable experience in managing fuel use and ensuring provision. 
Their knowledge about cooking, water, food, medicine and their roles in energy supply and use can be actively 
used to improve sustainable development technologies. And they can be active participants in designing 
innovative energy solutions, rather than be viewed merely as passive consumers (Amadi - Njoku, 2005). A 
wide range of intervention strategies can reduce the negative health impacts due to indoor air pollution. These 
vary from energy efficient stoves and cleaner fuels, to better ventilation and improved housing measures to various 
user behaviour measures. Interventions to reduce indoor air pollution may result in benefits such as 
reduced mortality and global threat to the health and wellbeing of the world's poor, the majority of  
which are women. 



Conclusion 
Addressing all forms of discrimination, whether gender, social, or cultural can contribute to improving 

the health rights, education and opportunities of girls and women. These improvements, in turn, would enable 
women to make contributions to economic and social development for national growth and productivity. 
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