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Foreword 

Health programmes in the Philippines that focus on women primarily target maternal 
health or women's health as it relates to the family. This profile revealed large gaps 
in gender-disaggregated data, and many areas, such as the heal1h of female adolescents, 
and menopausal and elderly women, where existing programmes and services do not 
respond to women's needs. The collection of gender-disaggregated data and an 
approach to women's health that takes 1heir entire life cycle into account, are essential 
if future policies and programmes are to make a significant contribution to the health 
of women in the Philippines. 

This profile, one of a series, is part of a project to collect data on women's health in 
the Western Pacific Region of the World Health Organization, in anticipation of the 
Fourth World Conference on Women in Beijing, China, in September 1995. Activities 
to improve women's health and studies to investigate social, cultural, legal, religious or 
economic constraints to the advancement of women, should continue also in the 
aftermath of the Conference. The countries included in this initial project were 
Australia, the Philippines and Viet Nam. The project used existing data and was 
coordinated by the Key Centre for Women's Health, University of Melbourne, which 
is a World Health Organization Collaborating Centre for Women's Health. Funding 
for the project came from the International Development Research Centre of Canada 

It is hoped that this initial project to prepare women's health profiles will constitute a 
stimulus for other research in the future, and will provide examples for other countries 
to follow. 

S.T. Han, MD, Ph.D. 
Regional Director 
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Introduction 

The Philippines is unique in being the 
only predominantly Catholic country in 
Asia. It is a democratic and republican 
state, with three distinct branches of 
government. The President of the 
Philippines has executive power and 
also general supervision over local 
governments. Legislative power resides 
in the Congress of the Philippines, which 
consists of a senate and a house of 
representatives. Judicial power is vested 
in the Supreme Court and the lower 
courts. 

In 1986, there was a peaceful revolution 
in the Philippines. This brought about a 
change in administration and restored 
democratic institutions and processes in 
the country after 21 years under the 
Marcos administration, including 11 
years of Martial Law. The change in 
national leadership in 1986 brought 
improvements in the economy and a 
reduction in insurgency, which had 
become major problems over the 
previous two decades. However, 
continuing high levels of external debt, 
the political instability caused by an 
unsuccessful coup attempt in late 1989, 
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and various natural disasters suffered 
by the Philippines in recent times have 
all affected the economy. 

Through the 1980s and into the 1990s, 
natural disasters have affected the lives 
and economic situation oflarge numbers 
of Filipinos. There were two major 
droughts in the 1980s. Earthquakes also 
caused destruction and hardship, with 
three major earthquakes being recorded 
in 1990 alone. The strongest earthquake 
occurred in July 1990 and affected over 
a million people. By far the worst 
natural disaster to hit the Philippines in 
recent history is the continuing eruption 
of Mount Pinatubo, which started in 
June 1991. The eruption damaged, and 
continues to damage, infrastructure and 
agriculture, affecting over a million 
people and causing very large economic 
losses. 

Although there has been a return to 
democracy in recent years, and 
economic recovery has been observed, 
the fruits of economic progress remains 
to be fully felt at the grassroots and 
spread evenly to benefit the poor. As 
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in many such countries, socio-economic 
class is a major determinant of health 
status. Figures show that ethnicity is 
also an important determinant of health 
status; however, there are no sex
disaggregated data available in this area. 

It is estimated that the wealthiest 20 
per cent of the population in the 
Philippines earn over 50 per cent of the 
national income, while the poorest 20 
per cent receive only five per cent of 
national income (Constantino-David and 
Valte, 1994). It is estimated that 55.2 
per cent of families in the Philippines 
were living in poverty in 1988, with wide 
regional variations from 40.9 per cent 
in the National Capital Region to 65.9 
per cent in Region 5. The incidence of 
poverty in rural areas was 59.5 per 
cent, compared to 48.2 per cent in 
urban areas (Unicef, 1992). 

The highly unequal structure of land 
ownership is a long-standing issue in 
the Philippines. In ,1985, only 15 per 
cent of the 10 million Filipinos 
comprising the agricultural labour force 
owned the land on which they worked. 
Those farmers who do not own land 
find it difficult to secure credit and other 
inputs to improve productivity and hence 
income, so the pattern of land 
ownership has been largely responsible 
for the inequitable distribution of rural 
incomes and wealth. Tenant farmers 
may also be forced to grow non-food 
cash crops, such as flowers, for export, 
rather than badly-needed food crops for 
family consumption. Although the 

National Government is attempting to 
deal with this problem through the 
Comprehensive Agrarian Reform 
Programme, the implementation of this 
programme has so far fallen far short 
of its targets. 

The appalling situation of the urban poor 
is also a growing concern. In Metro 
Manila, a conservative estimate of the 
number of 'slum dwellers' is between 
2.03 and 2.43 million people (between 
27 per cent and 32 per cent of the 
population of Manila). Other estimates 
place the proportion of the urban poor 
population much higher at 3.6 million or 
47 per cent. It is estimated that at least 
3.5 million families or 21 million 
individuals are homeless nationwide 
(Constantino-David and Valte, 1994). 

Most of the urban poor have migrated 
from rural areas. Manila's migration 
pattern is unique in Asia, as a very high 
proportion of rural migrants are women. 
Two out of three migrants to the 
country's largest metropolitan areas, 
Manila and Cebu, are women, and there 
is an increase in female-headed 
households (Murphy, 1990). 

Overwhelming poverty and 
homelessness have a particularly harsh 
effect on women, who tend to have 
less power than men and are responsible 
for housekeeping and child care under 
extremely difficult conditions. Poverty 
may affect women more than men 
because women are often responsible 
for others as well as for themselves. 
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There is a cultural expectation in the 
Philippines that families rely more on 
daughters than on sons. Single daughters 
are expected to support their families, 
but sons are not. Married sons are 
expected to take care of their own 
(new) family, whereas married 
daughters may be looked to for support 
by their family of origin. Although the 
cultural expectation is that the man will 
support his family, in reality many 
women support their families financially, 
and this can cause tension and stress 
for both men and women. 

A large number of Filipino women are 
employed in the informal sector or as 
overseas workers, making them 
particularly vulnerable to exploitation. It 
is estimated that over 53 per cent of 
participants in the informal sector in 
1993 were women. This means that 
around 9.3 million women are outside 
the labour force and are considered 
economically unproductive, although it 
is estimated that aro,und 74 per cent of 
these women are 'housekeepers', those 
whose work enables other family 
members to eam income (Constantino
David and Valte, 1994). In 1991, the 
Philippine Overseas Employment 
Administration reported that there were 
615 019 overseas contract workers, of 
whom nearly half were women. Since 
these figures include only those workers 
whose docwnents were processed by 
government agencies and it is known 
that many overseas contract workers 
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obtain work through illegal employment 
agencies and syndicates, the official 
figures are clearly underestimates 
(Constantino-David and Valte, 1994). 

The Philippines has a low compliance 
with personal income tax, low taxation 
and a heavy reliance on regressive 
indirect taxes, so the amount of money 
available to the government for social 
welfare expenditure is low. During the 
last two years, all government health 
facilities and services at the local level, 
and over half of the government health 
workforce (about 46 000) have been 
devolved to local governments at the 
provincial, municipal and city levels. 
Hospitals, from the province down, have 
been devolved. Retained by the central 
administration are the Metro Manila 
special and specialty hospitals and 
medical centres as well as the regional 
hospitals and medical centres located 
in various regions of the country. From 
1993, the cost of devolved functions 
have been given directly to local 
government units and are no longer 
subject to central financial or managerial 
control. The devolution is already 
causing some problems .. Health 
workers are dissatisfied because of 
disagreeing provisions between the 
Magna Carta for Public Health 
Workers and Executive Order 164 
regarding workers' benefits, which are 
generally reduced. Once devolved 
positions are vacated they become local 
positions, with lower salaries. There has 
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been a resulting wastage of many 
highly-educated people, particularly 
women who are trained as medical 
workers or teachers and either cannot 
find work in this area or else face such 
low salaries that it is more lucrative for 
them to take unskilled positions such as 
domestic work overseas. The number 
of doctors and nurses per person in the 
population has declined between 1980 
and 1990 (Unicef, 1992). 

Research Findings 
and Data Collection 

This report draws mostly on research 
carried out over the past five years. 
No new studies were undertaken to 
compile this profile of women's health 
in the Philippines, although every effort 
was made to collect the most recent 
and accurate reports available. It is 
difficult to ascertain the reliability of 
some of the data presented here. For 
that reason, we have attempted to 
include both quantitative and qualitative 
results from as many sources as 
possible, government and non
government, and have, where logical, 
provided information about the range 
of values reported. 

It should be remembered that data 
collected nationally may not show the 
enormous disparity that exists between 
the rich and the poor, between urban 
and rural areas and between slum 

dwellers and others living in urban 
areas. These issues should be taken into 
consideration when interpreting research 
findings. 

Priorities and 
Objectives for 
Women's Health 

The Medium-Term Philippine 
Development Plan 1993-98 on Health, 
Nutrition and Family Planning states that 
the Philippines vision is to "attain health 
for all Filipinos by 2000 and health in 
the hands of the people by 2020". Its 
mission is for the Department of Health, 
in partnership with the people, to ensure 
equity, quality and access to health care. 
Priority programmes focused on 
women's health include the following: 

Maternal and Child Health 
Programme 

The Maternal and Child Health 
Programme includes Maternal Care and 
the Expanded Programme on 
Immunization. 

Maternal Care 

This programme is designed to reduce 
maternal and infant mortality by 
improving the well-being of mothers and 
children through comprehensive 
(preventive, promotive and curative) 

,-
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health care. This is carried out by 
increasing ante-natal, natal and post
natal care coverage among women, 
immunizing them with tetanus toxoid to 
protect the newborn from tetanus, and 
establishing an under-six clinic in all 
government health centres to monitor 
growth and health status of infants and 
children. 

Expanded Programme on 
Immunization 

This programme is designed to reduce 
morbidity and mortality from 
tuberculosis, diphtheria, pertussis, 
tetanus, measles and poliomyelitis by 
providing BeG, OPT, OPV and measles 
immunization to children before they 
reach one year of age and tetanus 
toxoid to pregnant mothers to protect 
the newborn from tetanus. 

Nutrition Programme 

This programme aims to improve 
nutrition and maintain good health of 
pre-schoolers, and pregnant and 
lactating mothers. It is designed to 
reduce the prevalence of protein-energy 
malnutrition, vitamin A deficiency, 
anaemia and iodine deficiency disorders 
through effective growth monitoring, 
nutrition education, food and nutrient 
supplementation, and rehabilitation of 
children and pregnant and lactating 
mothers with nutritional deficiencies. 

Environmental Health Service 

This preventive health programme aims 
to reduce morbidity and mortality due 
to waterborne and sanitation-related 
diseases like diarrhoea, colitis, typhoid 
and para-typhoid, cholera, food 
poisoning and intestinal parasitism 
caused by problems such as lack of 
household toilets and disposal facilities 
and environmental pollution. 

Family Planning 

This programme is directed towards 
improvement of family well-being 
through population information and 
education activities, and use offamily 
planning methods with due respect to 
the couple's rights and convictions based 
on their moral and religious beliefs. The 
programme aims to improve family 
welfare, and child and mother survival. 

Health Education and 
Communication Programme 

Designed to educate the public on health, 
this programme encourages healthy 
behaviour and informs people of health 
issues and policies via communication 
channels such as television, radio and 
print media, individual, family and group 
teachings and through establishing 
linkages between government and non
govemmental organizations. It aims to 
encourage individuals and families to 



Women's Health Profile: Philippines 

practice good health habits and personal 
hygiene, and is conducted through 
primary health care household study 
groups in the 41 498 barangays of the 
country. 

Occupational Health 
Programme 

This programme is developmental. It 
will gather sufficient information related 
to workers' environments and be able 
to formulate a nationwide programme 
that will ensure the promotion and 
protection of the population at work. 
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Consequently, the programme intends 
to develop field capabilities, educate and 
promote industrial health to the public, 
execute implementation of the existing 
laws and regulations related to 
occupational health and strengthen 
intersectorallinkages and collaboration. 

Other Health Programmes 

Other health programmes include the 
Dental Health Programme, the Hospital 
Care Improvement Programme, and the 
National Drug Policy. 



Demographic information 

While there is concern over the 
continuing population growth, recent 
government policy has stressed safe 
motherhood, which includes family 
planning and reductions in maternal and 
infant mortality rates, ra1her !han simply 
reducing population grow1h. Since 1986, 
the new population policy has 
emphasized total family welfare, 
encompassing family formation, 
maternal and child heal1h and survival, 
morbidity and mortality, population 
distribution and urbanization, unlike 1he 
previous principal focus on fertility 
reduction (Unicef, 1992) 

Abortion is illegal in the Philippines 
although studies show that it is widely, 
practised, with all the attendant problems 
resulting from its illegality. Family 
planning education must include all types 
of methods, including natural or 
'rhythm' methods. 

Recent government estimates show no 
improvement in infant mortality rates, 
which have remained at around 61 
deaths per 1000 live births over the 
decade] 980 to 1990. 

Population statistics 

The estimated population of the 
Philippines in 1991 was 62.868 million 
(National Statistics Office (NSO) 
Yearbook 1993). See Figures 1,2,3,4. 
Women comprised 49.7 per cent of the 
total population (Philippine Health 
Statistics, 1991) (see Figure 5). 

Approximately 57 per cent of the 
population lived in rural areas in 1991 
(NSO Yearbook). It is projected that 
the urban proportion will rise to nearly 
70 per cent by the year 2000 (Unicef, 
1992). 
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Figure 1, Estimated population by age and sex, Philippines, 1991 
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Figure 2. Population by age and sex, rural profile, Philippines, 1990 
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Figure 3. Population by age and sex, urban profile, 
Philippines, 1990 
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Figure 4. Estimated population by sex, Philippines, 1981-1991 
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It is estimated that 83 per cent of the 
population are covered by a safe water 
supply and that 72 per cent have access 
to sanitary facilities (WHO, 1994). 

Categorizing the sources of drinking 
water into potable and non-potable, the 
1990 census reports an increase in the 
proportion of households using potable 
water from 65.7 per cent in 1980 to 73 
per cent in 1990. Potable water source 
refers to those coming from a 
community water system or tubed/piped 
deep well, being used either exclusively 
or shared with other households. 

There are large differences between 
urban and rural areas. In urban areas, 
89.4 per cent of households have a 
potable water source, a decrease of 
about two per cent from the 1980 level 
of 91.7 per cent. On the other hand, 
the proportion of rural households with 
access to potable water has increased, 
from 50.2 per cent in 1980 to 57.2 per 
cent in 1990. 

Birth rate (per 1000 
population) - male and 
female 

The crude birth rate was estimated to 
be 29.7 per 1000 population in 1993 
(National Demographic Survey, 1993). 

-R 

Age-specific birth rates 

The number of live births by age of 
mother and the age-specific fertility 
rates by residence are given in figures 
6 and 7. 

Crude death rate (per 1 000 
population) - female and 
male 

The national crude death rate for 1991 
is estimated at 4.7, a decline from 6.1 
in 1981. There is significant regional 
variation. The highest crude death rates 
are in the National Capital Region and 
Region I in the north (6.1 per cent and 
6.2 per cent), and the lowest is in 
Region 12 in the south (1.6 per cent). 
(Department of Health, 1991). 

Natural increase (birth rate 
minus crude death rate) 

The natural increase was 21.1 in 1991 
(Department of Health, 1991). 

Fertility rate (average 
number of children born 
per woman in her lifetime) -
urban and rural 

The total fertility rate for the Philippines 
in 1993 was 4.09. The urban rate was 
3.53 and the rural rate was 4.83 
(National Demographic Survey, 1993). 
This has declined from a total fertility 
of almost six in the early 1970s (see 
figure 8). 
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Figure 5. Female population by age, urban and rural comparison, 
Philippines, 1990 
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Figure 6, Live births by age of mother and by sex, 
Philippines, 1991 
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Source: National Demographic Swvey 1993 

Figure 8. Total fertility rate per woman, Philippines, 
1973,1978,1983,1986,1993 
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Life expectancy at birth 
female and male, in all 
identifiable subgroups 

Life expectancy at birth in 1990 was 
66.4 years for females and 62.8 years 
for males. However, there are large 
differences between regions, with life 
expectancy for females ranging from 
70 years in the National Capital Region, 
to 56 years in Regions 9 and 12 
(National Statistics Office). 

Mean age of first marriage 
(years) - female and male 

The median age of women at their first 
marriage is 22.3 years in urban areas 
and 20.7 years in rural areas (National 
Demographic Survey, 1993). 



Socioeconomic and 
political situation 

The GNP per capita was estimated at 
US$730 in 1991. Women earn on 
average 37 per cent of male income 
(Unicef, 1992). Women in executive and 
managerial positions earn only 15.4 per 
cent of the earnings of their male 
counterparts (Institute for Labor Studies, 
1992). Around 21 per cent of 
administrative and managerial workers 
are women (Constantino-David and 
Valte,1994). 

In 1991, women comprised 36.3 per cent 
of the workforce employed by industry. 
However, this estimate does not include 
the large number of women employed 
in the informal sector. 

Forty-five per cent of the unemployed 
are women (Constantino-David and 
Valte, 1994). The 1989 unemployment 
rate for women was 11 per cent (men 
eight per cent). Both of these rates 
probably underestimate the true rate of 
unemployment and underemployment. 
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Percentage of seats in 
parliament occupied by 
women 

In 1989, 8.3 per cent of senators (two 
out of 24) and 9.4 per cent of congress 
members (19 out of 202) were women. 
The president was a woman. As of 
May 1995, there are five women 
Senators. 

Education 

It was estimated that 73.6 per cent of 
females 10 years of age and over were 
functionally literate in 1989 (compared 
to 72.8 per cent of males) (Unicef, 
1992). 

Among the adult population, more 
women than men had not completed 
any grade or had only elementary 
education (NSO-National Commission 
on the Role of Filipino Women 1992). 
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In 1990, of those adults over 25 years 
old who had some high school education, 
46 per cent were women. This had 
increased from 42 per cent in 1970. 
However, women's share of those with 
some tertiary education had declined 
from 47 per cent in 1970 to 44 per cent 
in 1990. This was in spite of the fact 
that in 1990, more women than men 

(ten per cent versus seven per cent), 
had completed college degrees. The 
apparent reason for the difference in 
proportion of men and women 
completing a college degree is that men 
tend to leave college earlier in order to 
take up jobs (NSO-NCRFW 1992). 



Nutrition 

Overall, the total available food supply 
in the Philippines has been sufficient to 
supply an adequate amount of calories 
and proteins for each person since 1978 
(Lasam, 1994). However, this does not 
translate into adequate nutrition for 
everyone in the Philippines. 

Improvements in nutrition between 1978 
and 1982 were not sustained and there 
were declines between 1982 and 1987 
in per capita calories, protein, iron, 
calcium, thiamine, riboflavin, niacine and 
ascorbic acid. The most serious 
micronutrient problem in the Philippines 
is iron deficiency 'anaemia, which 
affects 29 per cent (over 18 million) of 
Filipinos, and a larger proportion of those 
affected are women. 

It has been suggested that 
intergenerational effects are the roots 
of the Filipino woman's (and 
subsequently her child's) poor health, 
since the health of a woman is 
determined long before she is born. It 
is affected by how her own mother 

fared during the woman's infancy and 
childhood. A woman who has been 
malnourished since childhood becomes 
an inefficient child-bearer herself. 
Fili pino culture exacerbates the 
nutritional deficits of women by 
consigning them the less nutritious 
portions of the meals they prepare, by 
making them the last to eat at 
mealtimes, and by expecting mothers 
to eat the left-over food on the plates 
of their children before getting a fresh 
serving for themselves. 

According to Unicef (1992), in poor 
families, the mother tends to be the most 
malnourished member of the household. 
But low income is not the sole 
determinant of malnutrition among 
women. Studies show that middle- to 
high-income pregnant women also have 
problems of micronutrient deficiencies, 
notably calcium and iron, and are also 
energy deficient. 
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Haemoglobin levels 

In 1993, it was estimated that 24 per 
cent of non-pregnant or lactating women 
between the ages of 20 and 59 years 
were anaemic (compared to 13 per cent 
of men in the same age group). There 
was little difference between the urban 
average and the rural average. 
(National Nutrition Survey, 1993). 

The same survey estimated that 43.6 
per cent of pregnant women and 43 
per cent of lactating women were 
anaemic in 1993. 

In 1989 to 1990 it was estimated that 
11.6 per cent of children under six years 
of age were stunted (below 90 per cent 
of standard height-for-age). Nationally, 
an average of 13.9 per cent of 
preschool children were moderately or 
severely underweight, ranging from 9.4 
per cent in Region 10 to 19.4 per cent 
in Region 5 (Unicef, 1992) 

In 1989 to 1990, a,study of 25 727 
public elementary schoolchildren from 
244 central and rural schools undertaken 
by the Department of Education, 
Culture and Sports-Nutrition Council of 
the Philippines found that 29.2 per cent 
of girls were underweight compared 
to 22.8 per cent of boys. Also, 14.6 per 
cent of the girls were found to be 
underheight, compared to 12.7 per cent 
of the boys. These statistics led the 
Council to consider 'the possibility that 
school-age boys may be getting a bigger 
share of the household food basket than 
girls' (Medical Observer, August, 1992). 

-.lQ. 

The Fourth National Nutrition Survey 
in 1993 estimated that 16.1 per cent of 
women aged 20 years and over, and 
11.5 per cent of men, were underweight. 
The highest rates of underweight are 
among young women and older women, 
with 37.7 per cent of women over 70 
years of age being underweight 
(compared to 28.4 per cent of men of 
the same age). 

However, ovemutrition is also emerging 
as a significant problem. The 1993 
National Nutrition Survey estimated that 
18.6 per cent of women aged 20 years 
and over were either overweight or 
obese, compared to 14.4 per cent of 
men. Between the ages of 35 and 54 
years, over 25 per cent of women were 
estimated to be overweight or obese 
(see Table 1). 

In 1993, it was estimated that 21.3 per 
cent of pregnant women were less than 
90 per cent of the desired weight-for
height. This proportion varied from 19.8 
per cent in rural areas to 28.2 per cent 
in Metro Manila (National Nutrition 
Survey, 1993). 

Vitamin A deficiency is a public health 
problem in areas of poverty. The 
nationwide prevalence of night blindness 
is 0.8 per cent, but up to 2.5 per cent 
in some poor areas. Bitol's spots occur 
in 0.3 per cent of the total population, 
but the prevalence is 6.9 per cent in 
some areas (WHO, 1993). 



Iodine deficiency 

About 50 per cent of the population is 
estimated to be at risk for iodine 
deficiency disorders. Those most at risk 
are infants, young children and women 
of reproductive age living in iodine-poor 
environments. The prevalence of 
endemic goitre was 3.5 per cent in 1987 
(WHO, 1993). 

Nutrition 

The overall prevalence of goitre in 1993 
was seven per cent. Moreover, goitre 
is a much more serious problem for 
women than for men with almost ten 
times as many women as men aged 21 
years and over suffering from goitre. 
Almost 50 per cent of pregnant women 
between the ages of 13 and 49 years 
suffer from goitre, and over 40 per cent 
oflactating women (WHO, 1993). 

Table 1. Percentage distribution of adults (20 years and over) using body 
mass index by age and by sex, Philippines, 1993 

Age MALE FEMALE 

Group Total Under· Normal Over· Obese Total Under· Normal Over· Obese 

lin years) Subjects weight weight Subjects weight weight 

2()'24 700 11.8 81.5 6.5 0.2 800 19.0 70.6 9.2 1.2 

25-29 755 6.7 82.2 10.1 09 792 13.3 76.2 9.6 0.9 
3().34 726 7.8 76.1 14.1 2.1 773 10.9 71.9 14.1 3.1 

35-39 603 5.6 72.6 19.7 2.1 626 11.3 63.2 21.7 3.8 

40-44 477 11.2 68.8 16.7 3.3 472 12.1 60.4 23.1 4.3 

45-49 310 12.3 669 18.4 2.5 332 15.4 52.7 22.6 9.2 

50-54 276 15.7 68.0 13.3 3.0 312 13.6 59.6 17.5 9.2 

55-59 241 20.6 65.2 12.5 1.6 276 20.3 57.0 19,5 3.2 

60-64 178 23.5 67.7 6.8 2.0 220 27.3 53.9 14.6 4.2 

65-69 117 23.2 61.B 130 20 151 30.8 56.0 10.0 3.2 

70 and 

above 205 28.4 67.0 4.4 0.2 243 37.7 52.7 9.2 0.4 

All 4588 11.5 74.1 12.7 1.7 4997 16.1 65.3 15.2 3.4 

Source: Food and Nutrition Research Institute, Department of Science and Technology, Fourth National 
Nutrition Survey: Philippines, 1993 



Reproductive Health 

Maternal mortality 
rates 

There is a high degree of inconsistency 
in estimates of maternal mortality in the 
Philippines. The figures published in the 
1991 Philippine Health Statistics 
(Department of Health) are regarded 
as underestimating the true rates 
because they are based only on cases 
reported to government clinics 
nationwide. The maternal mortality ratio 
calculated by the National Demographic 
Survey is considered to be more 
accurate; over the period 1987 to 1993 
it was estimated as 209 deaths per 
100000 births, compared with 213 for 
the period 1980 to 1986. 

Maternal deaths are highest in the 
youngest and oldest age groups. In 1989, 
for every four live births to mothers 
less than 15 years of age, there were 
three maternal deaths. The rate for 
women over 50 was one death for 
every four live births (Department of 
Health). 
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The principal causes of maternal 
mortality were, in order of importance, 
postpartum haemorrhage, hypertension, 
complications during labour, delivery and 
the puerperium, pregnancy with abortive 
outcome and haemorrhages related to 
pregnancy (National Statistics Office 
1991). 

It is estimated that only 62 per cent of 
deliveries are attended by medically
qualified personnel (Constantino-David 
and Valte, 1994). 

Number of live births by 
age of mother, including 
those under 1 9 and those 
under 1 5 years 

In 1991, the proportion of births to 
women and girls under 19 years of age 
was 6.4 per cent (105 751 out of a 
total of 1 643296 births); 225 of these 
births were to girls under 15 years (see 
Figure 6 for live births by age of 
mother). 
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Percentage of neonates 
having a birth-weight of less 
than 2500 g at birth 

The estimate for low birth-weight over 
the period 1980 to 1988 was about 14 
per cent. This proportion is higher than 
the proportion of low-birth-weight 
infants in other ASEAN countries 
(Unicef 1994). 

Rate of caesarean 
sections in childbirth 

In 1993, the overall rate of caesarean 
sections was estimated to be 4.6 per 
cent, with regional variations ranging 
from 1.6 per cent to 10.2 per cent. 
Women with college education were 
more likely to have caesarean sections 
than women with only primary or 
secondary education (10.8 per cent 
compared to 2.2 per cent and 4.4 per 
cent). 

Breast-feeding 

In 1993, it was estimated that the rate 
of exclusive breast-feeding of infants 
aged 0-1 months was 43 per cent, with 
a further 41 per cent of infants who 
were breast-fed and also given 
supplementary foods. By age four to 
five months, only 13 per cent were 
exclusively breast-fed, but a further 62 
per cent were partially breast-fed. By 
age 12 to 13 months, 58 per cent of 
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infants were still being partially breast
fed (National Demographic Survey, 
1993). 

The 'baby-friendly hospital initiative', a 
global strategy to change hospital 
practices to support breast-feeding, had 
been implemented by 103 hospitals in 
the Philippines by 1993. The government 
aims to have '100 per cent baby
friendliness' by 1995. 

Family planning and 
contraception 

Of the respondents to the 1993 Safe 
Mothemood Survey, 25.4 per cent were 
currently using modern contraceptive 
methods (28.5 per cent of urban 
respondents and 22.2 per cent of rural 
respondents) and 47.8 per cent of 
respondents had never used modern 
contraceptive methods. Modern 
contraceptive methods include the 
contraceptive pill, intrauterine device, 
injection, diaphragm with foam or jelly, 
condom, and female or male 
sterilization. The most commonly-used 
were female sterilization (11. 9 per cent) 
and oral contraceptives (8.5 per cent). 
Only three per cent used IUDs and 
one per cent used condoms. 

The National Demographic Survey 
(1993) estimated that a further IS per 
cent of women used traditional 
contraceptive methods - natural family 
planning or withdrawal. 



Reproductive health 

According to the 1993 National 
Demographic Survey, the public sector 
remains the maj or supplier of 
contraceptives, with a distribution of 
71.4 per cent. The public sector 
includes government hospitals, barangay 
health stations and officers, and 
puericulture centres. The private 
sector, consisting of private hospitals, 
doctors and pharmacies, also supplies 
men and women with contraceptives, 
accounting for distribution of 26.3 per 
cent. Other suppliers, both of 
information and the contraceptives 
mentioned in the survey, include friends, 
relatives, the local store and the church. 

The costs of surgical family planning 
procedures such as vasectomy and tubal 
ligation are covered under Medicare, a 
health insurance programme for 
members of the Social Security System 
of the Philippines. Contraceptives such 
as the contraceptive pill, IUD, injection, 
diaphragm with foam or jelly and 
condom can be obtained free at 
barangay health stations and from family 
planning officers, in keeping with the 
nationwide family planning programme 
of the Department of Health. 

According to the 1993 National 
Demographic Survey, 89 per cent of 
women knew where to obtain at least 
one type of contraception. Nearly 90 
per cent knew a source for obtaining 

the contraceptive pill, and over 80 per 
cent knew a source for obtaining IUDs 
or condoms. A source for obtaining 
female or male sterilization was known 
by 75 per cent and 63 per cent of 
women, respectively. The least-available 
methods appeared to be injectables and 
diaphragms, with only 38 per cent and 
23 per cent of women knowing where 
to obtain these. 

In 1993,45 per cent of women giving 
birth did not want a baby at that time. 
Of these women, 28 per cent wanted a 
baby later and 16 per cent wanted no 
more children (National Demographic 
Survey). This means that, of the I 643 
296 babies born in 1991, around 250 
000 were born to women who had not 
wanted to get pregnant again ever, and 
470000 were born to women who did 
not want to get pregnant at that 
particular time. 

Because induced abortion is both 
socially and legally unacceptable in the 
Philippines, collection of data and 
information is highly problematic. Thus, 
the following results from the Safe 
Motherhood Survey probably ~eriously 
underestimate the number of induced 
abortions. 

When women were asked about all 
their pregnancies, 0.5 per cent were 
reported as abortions, 24 per cent of 
respondents reported ever having had 
an unwanted pregnancy, and of these, 
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5 per cent reported that they aborted 
the pregnancy, 14 per cent tried to abort 
but failed, and 4 per cent did something 
to bring on their period. 

Pregnancy with abortive outcome 
accounted for ten per cent of maternal 
deaths in 1989, but it is not clear how 
many of these were the result of 
induced abortion (Unicef, 1992). 

Income for maternity leave 

Maternity leave is 60 days for women 
in the civil service (WHO, 1992). This, 
however, covers only a very small 
minority of worn en. 

Role of midwives and home 
delivery 

In 1991, 28 per cent of births were 
attended by a doctor, 30.7 per cent by 
a medically-trained midwife, and nearly 
40 per cent by a traditional midwife, or 
'hilo!'. There were wide regional 
variations in these percentages. For 
instance, in the National Capital Region, 
60 per cent of births were attended by 
a doctor and only 10 per cent by a 
hilot, whereas in 8 of the 14 other 
regions, over 50 per cent of births were 
attended by a hilot (Department of 
Health,1991). 



Health consequences 
of violence 

Incidence of 
domestic violence 

The National Safe Motherhood Survey 
(1993) found that, out of 8481 women 
interviewed, 9.7 per cent had been hit, 
slapped, or otherwise physically harmed 
by a family member or friend, and 2.8 
per cent reported that they had been 
harmed while they were pregnant. 
While there was no difference in the 
overall rate of domestic violence 
between rural and urban areas, there 
was wide regional variation, with rates 
ranging from 5.6 per cent to 19 per 
cent. Domestic violence was most 
frequently reported by respondents 
below 20 years of age (15 per cent), 
and least frequently reported by women 
with a college education (six per cent). 

The characteristics of respondents who 
reported physical harm during 
pregnancy were very similar to those 
who reported ever having been 
physically harmed. Two-thirds of the 
respondents who were ever harmed by 
a family member or friend reported that 
the incident happened once or twice in 

their lifetime, and the percentage 
differed little by age, education or region 
Fifteen per cent of respondents who 
reported being hurt said that this 
happened three or more times a year; 
ten per cent reported physical harm 
once or twice a year, and six per cent 
reported physical harm less than once 
a year. 

A woman's status in society may be 
associated with her risk of exposure to 
domestic violence. In the Safe 
Motherhood Survey, attempts to 
measure women's status were made 
via questions on women's participation 
in household decision-making about how 
income is spent, presence of a paid 
helper in the home, and whether the 
husband or partner had sex with other 
women or men during the marriage or 
partnership. Respondents who did not 
participate in decisions on how 
household income was spent were more 
likely to report physical abuse by their 
partners, compared with those who 
participated in such decisions (ten per 
cent versus five per cent). Likewise, 
respondents who reported that their 
husband or partner had had sex with 
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other women were more likely to report 
physical abuse than other respondents 
(14 per cent versus 4 per cent). The 
differences in reported physical abuse 
between those with and without a paid 
helper in the home were negligible. 
Physical abuse during pregnancy 
showed a similar relationship to these 
various proxy measures of women's 
status. 

Domestic violence against urban poor 
women is probably a more serious 
problem than the above figures suggest. 
One study by a nongovernmental 
organization working in Cebu found that, 
based on police and hospital records, 
six out of ten women in urban poor 
communities were physically abused by 
their husbands or partners. In a Manila-

based community, a study showed that 
domestic violence is perceived as the 
fourth most pressing problem, the first 
three most pressing problems being land 
tenure, electricity and water 
(Constantino-David and Valte, 1994). 

Incidence of rape 

About three per cent of Safe 
Motherhood Survey respondents 
reported ever having been physically 
forced to have sex with a man. Again, 
there were regional variations, ranging 
from rates of under one per cent to ten 
per cent. Differences due to age, 
education and urban/rural residence are 
not evident from the data. 



Unless otherwise stated, the information 
in this section comes from Socio
Economic Consequences of the Aging 
Population: Insights from the 
Philippine Experience by Lita 
Domingo, Imelda Feranil and 
Associates. This study is mainly based 
on the Philippines component of the 
ASEAN project, 'Socioeconomic 
Consequences of the Aging of the 
Population', which was implemented in 
1984 with funding from the government 
of Australia and from the Population 
Commission. There are few other data 
available on the elderly. Filipino culture 
places great value on taking care of old 
parents or close relatives for as long as 
they live. 

Slightly more than five per cent of the 
population of the Philippines were aged 
60 years and over in 1990, and women 
comprised 53 per cent of this group. 
Although the percentage of elderly 
people is still small (compared, say, to 
Sweden, where 19 per cent of the 
population is aged over 60 years) it is 
expected to rise to around 10 per cent 
by the year 2020 and be even higher 
by 2030. While older people comprise 
only a smaIl proportion of the population 
in developing countries such as the 

Aging 
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Philippines, their absolute numbers are 
large. By the year 2000, the number of 
elderly people in the world is estimated 
to be 590 million, with 61 per cent in 
developing countries. More than half of 
these older people will be women. 

In the study referred to above, about 
66 per cent of elderly women owned 
the dwelling in which they lived, 
compared to 77 per cent of elderly men. 
There were marked differences 
between rural and urban areas. Only 
51 per cent of urban women owned 
their dwelling (56 per cent of men), 
whereas 82 per cent of rural women 
owned their dwelling (95 per cent of 
men). Nearly a third of urban women 
rented their dwellings themselves or 
made some contribution to monthly 
rental. Over half of all elderly 
respondents lived in dwetlingsofthree 
or more rooms. Greater segments of 
the rural elderly lived in such dwellings, 
while more than three out five urban 
respondents lived in homes where they 
had to share one or two rooms with the 
rest of the family members. In both 
urban and rural areas, older women 
were more likely than older men to live 
in cramped dwelling arrangements (one 
or two rooms). 
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Only one-third of the elderly lived in 
homes with a private water system 
fitted inside the housing structure. 
Fourteen percent made use of privately
owned pumps or wells outside their 
homes. Nearly half made use of public 
systems, springs or rain, and this 
included eight per cent who had to 
purchase water. In relation to access 
to water, there were no differences 
between men and women. A private 
toilet was available to 86 per cent of 
urban women (78 per cent of men) and 
93 per cent of rural women (97 per 
cent of men) 

Paid employment remains a feature of 
life with 22 per cent of urban elderly 
women and 30 per cent of rural elderly 
women remaining in paid employment. 
Many elderly women also perform 
unpaid work such as housework and 
caring for grandchildren or other young 
relatives. 

Elderly women were much more 
dependent on their children for fmancial 
support than were elderly men. Elderly 
men were much more likely to be 
supporting themselves with earnings 
from their current employment, and 
were also much more likely to be 
receiving a government pension than 
elderly women. 

When asked to evaluate their own 
health, proportionately more older men 
than women reported 'good' health. 
This is a surprising result, given that 
women live longer than men. The rural 

elderly in general, and particularly 
women, do not feel as healthy as their 
urban counterparts. 

In 1980, 51 per cent of women aged 60 
and over were illiterate, compared with 
42 per cent of men of the same age. 
There were large differences between 
rural and urban areas, with about one
third of urban women being illiterate 
(22 per cent of men) compared to nearly 
two-thirds of rural women. 

The study showed that a substantial 
proportion of the respondents reported 
unmet medical needs. In the year before 
the survey, more than 16 per cent 
reported that they had needed to consult 
a doctor but had failed to do so. When 
asked about reasons for non
consultation, 54 per cent said that it was 
too expensive, while about 29 per cent 
believed they were not sick enough to 
consult a doctor. The most frequently 
observed disabilities were eyesight 
problems (observed in 18 per cent of 
respondents), difficulty in walking, (six 
per cent), and hearing problems (three 
per cent). 

Only small proportions of the study 
population used at least one of the 
following medical aids - eyeglasses, 
wheelchairs, braces, dentures and 
hearing aids. The most commonly used 
were dentures/false teeth (used by 31 
per cent of respondents) and eyeglasses 
(20 per cent). Walking canes were used 
by seven per cent. None of the 
respondents had a hearing aid. There 



was a large unmet need for these 
medical aids, with 24 per cent of 
respondents saying that they needed at 
least one of them but did not own one. 
The largest un met need was for 
eyeglasses, with 20 per cent of 
respondents reporting that they needed 
these. Slightly more women than men 
had an unmet need for eyeglasses. 

Only about two per cent of the elderly 
lived alone. Over 70 per cent lived 
with one or more of their children, and 
68 per cent of respondents received 
support from their children. The main 
types of support were money for food 
(24 per cent), money for daily 
subsistence (10 per cent) and children 
providing for all the older person's 
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needs because the older person lived 
with the children (10 per cent). Data 
on the difference in support provided to 
older women and men are not available. 

Although there are data on financial 
support given by older people to their 
children, there are no data on other 
types of support, such as help with 
housework, or child-minding. Since it is 
mainly older men who provide fmancial 
support, the available data give the 
mistaken impression that older women 
provide little support to their children. 
However, around 40 per cent of the 
elderly women in the study reported that 
they spend most of their time caring 
for other family members. 



Lifestyle-related 
health conditions 

Sexually transmited 
diseases and HIV/ 
AIDS incidence 

It is estimated that there were 232 
cases of syphilis (0.4 cases per 
100 000 people), and 4 112 cases of 
gonococcal infections (6.5 per 100 000) 
in 1991 (Philippine Health Statistics, 
1991). Gender-disaggregated data are 
not available, and data on reproductive 
tract infections coulq not be located. 

Testing for HIV infection in the 
Philippines began in 1985. Current 
estimates place the number of HIV 
infected persons in the Philippines at 
50 000. The cumulative total (1984 -
January 1995) ofHIV positives on the 
official HIV/AIDS registry was 605 
persons, of whom 278 were female and 
320 male (the remainder were 
unspecified). Females outnumbered 
males in the group aged 20 to 29 years 
(159 compared to 77). 

According to Department of Health 
estimates, the major mode of 
transmission is heterosexual contact, 
accounting for around half of known 
HIV-positive cases, followed by 
homosexual or bisexual transmission 
which account for a further 20 per cent. 
Transmission from needle-sharing and 
blood transfusion appears to be of minor 
importance, however the mode of 
transmission was not known in more 
than 25 per cent of cases. 

Of the respondents to the Safe 
Motherhood Survey (1993), 2.6 per cent 
of women used condoms, and 16.5 per 
cent of these (I.e. less than half a per 
cent of the total) used condoms to 
prevent sexually transmitted diseases. 

Cigarette smoking 

The National Smoking Prevalence Study 
conducted in 1987 by the Lung Center 
of the Philippines reported that 64 per 
cent of males were smokers, compared 
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to only 19 per cent of females. The 
most common age for female smokers 
was 26 to 30 years and for males 21 to 
25 years. There was no significant 
difference between rural and urban 
areas. From these data, it appears that 
females are a few years older than 
males when they start smoking. 

Use of illicit drugs 

Estimates of rates of drug use are not 
available. The most commonly used 
drugs are shabu or crack cocaine and 
marijuana, both of which are used by 
around 60 per cent ofkno\\-n illegal drug 
users. Illegal drug users are 
overwhelmingly male (over 90 per cent) 
and young (Dangerous Drugs Board, 
1993). 

Suicide and self-, 

inflicted injury 

Table 2 gives estimates of the number 
of suicides in the Philippines and the 
rate per 100 000 people in 1991. These 
data are likely to be underestimates as 
suicide is culturally unacceptable in the 
Philippines, being considered a serious 
sin by the Catholic Church. 
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Table 2, Number of suicides, 
by sex, and rate 

Age 

per 100 000 population, 
Philippines, 1991 

(years) 

Males Females Rate 
per 

100000 

15-19 

20-24 

25-29 

30-34 

35-39 

40-44 

45-49 

50-54 

55-59 

60-64 

65-69 

70+ 

45 

54 

39 

26 

22 

29 

10 

15 

8 

9 

6 

14 

39 

27 

15 

11 

11 

9 

6 

7 

3 

6 

3 

1 

1.2 

1.3 

1.0 

0.8 

0.9 

1.3 

0.7 

1.1 

0.7 

1.2 

1.0 

1.0 

Source: Philippine Health Statistics, 1991 



Work 

Government statistics on occupational 
deaths and injures are very inadequate, 
and seriously underestimate the problem. 
For instance, between 1981 and 1985 
only 142 deaths, an average of 30 a 
year, were reported as occupation
related. Yet in early 1991 alone, one 
fire that swept through a garment 
factory killed at least 19 workers. 
During the 1990 earthquake, a still
undetermined number of workers in the 
export processing zone were killed. The 
available statistics are not disaggregated 
by sex. 

Work in some sectors exposes women 
to occupational hazards such as glaring 
lights, hazardous chemicals and 
accidents. Women work under 
conditions where they have to adjust to 
the configurations of machines, resulting 
in poor posture and low back pain. 
Much of the manufacturing of garments 
and textiles takes place under sweatshop 
conditions with women workers 
exposed to poor ventilation, inadequate 

environment 

lighting, excessive heat and 
overcrowding. Poor urban women 
constitute a source of cheap labour and, 
in the stagnant export-oriented 
economy, outworkers have become 
common. Within the garment industry, 
20 per cent of production is 
subcontracted to 'homeworkers', who 
are paid on a piece rate basis. These 
women receive approximately US$O.03 
per piece, compared to factory workers 
who receive around US$0.53 per piece. 
These outworking arrangements are 
used by employers to save money on 
wages, and also to circumvent laws 
requiring the provision of employment 
benefits. 

Many women suffer from health 
problems that are workplace-related, 
such as respiratory conditions, eyestrain 
and skin allergies. Urinary tract 
infections and pelvic pain are common, 
due to too-few toilet breaks. Women's 
working conditions are often highly 
stressful, with the constant threat of 
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dismissal, long working hours without 
adequate rest periods, the need to meet 
quotas and deadlines, and conflicts 
between the demands of work and 
home. 

Women workers comprise a significant 
proportion of the agricultural workforce 
and this work exposes many of them to 
hazardous chemicals. The effects of 
pesticides on banana and pineapple 
plantation workers was documented by 
the Council for Primary Health Care in 
1985. Women who participate in gold 

panning activities in mining communities 
are exposed to the chemicals used to 
extract gold, including mercury, lead, 
copper and arsenic. All of these are 
highly toxic and are known to cause 
birth defects. Rural women who cook 
with biomass fuels such as wood and 
cow dung are likely to inhale toxic 
chemicals. Because rural women are 
water and food gatherers, they suffer 
undue pressure on their heads, necks 
and backs, leading to problems in later 
life (Unicef, 1992, Constantino-David 
and Valte, 1994). 



Health 

Data on mortality 
and morbidity 

The ten leading causes of mortality in 
the total population for the five-year 
period 1986 to 1990 (average) and for 
1991 are shown in Table 3. Gender 
disaggregated data were not available. 
Figure 9 compares the rate per 100 000 
population of the ten leading causes of 
mortality for the period 1986-1990 
(average) and the year 1991. The 
percentage distrlbutiq)n of the ten leading 
causes of mortality in 1991 is shown in 
Figure 10. Table 4 gives the ten leading 
causes of morbidity by number and rate 

status 

per 100 000 population for the same 
years. Again, gender-disaggregated 
data were not available. 

Incidence of 
malignant 
neoplasms in 
females 

The incidence of malignant neoplasms 
of the female breast, cervix and uterus 
are shown in Table 5, along with the 
incidence of other malignant neoplasms, 
for the year 1991. 
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Table 3. Ten leading causes of mortality, number and 
rate per 100 000 population, Philippines 

(Five-year average (1986 to 1990) and 1991) 

5-Year Average 1991 
(1986-1990) 

Cause Number Rale % of Number Rate 
total 

deaths 
1. Diseases of the heart 

(390-398; 402-404; 410-429) 41 939 71.3 12.9 46381 72.9 
2. Pneumonias (480-486) 47655 81.0 14.6 36705 57.7 
3. Diseases of the vascular 

system (401; 403; 405; 430-438; 
440-448; 451-459) 31 647 53.8 9.7 32981 51.8 

4. Tuberculosis, 
all forms (010-018; 137) 27386 46.5 8.4 22814 35.9 

5. Malignant neoplasms 
(140-239) 20812 35.4 6.4 22384 35.2 

6. Accidents 
(800-999; E800-E949) 11 438 19.4 3.5 10961 17.2 

7. Septicaemia (038) 4868 8.3 1.5 5992 9.4 
8. Diarrhoeal diseases 

(001-009) 9512 16.2 2.9 5 497 8.6 
9. Nephritis, 

nephrotic syndrome 
and nephrosis (580-589) 5 123 8.7 1.6 5024 7.9 

10. Respiratory 
conditions of ferus 
and newborn (769-771) 6 478 11.0 2.0 4973 7.8 

Source: Philippine Health Statistics, 1991 
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% of 
total 

deaths 

15.6 
12.3 

11.1 

7.7 

7.5 

3.7 
2.0 

1.8 

1.7 

1.7 



Health status 

Figure 9. Ten leading causes of mortality, rate per 100 000 population, 
Philippines, 5-year average (1986-1990) and 1991 
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Figure 10. Ten leading causes of total mortality, percentage distribution 
Philippines, 1991 
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Health status 

Table 4. Ten leading causes of morbidity, number and rate 
per 100 000 population, Philippines, 

(Five-year average (1986-1990) and 1991) 

S-Year Average 1991 
(1986-1990) 

Cause Number Rate Number 

1. Diarrhoeal diseases (002-009) 3 424 655 6281.0 999725 
2. Bronchitis (466) 3 879 246 7 114.7 891 662 
3. Influenza (487) 2787 850 5 113.1 462915 
4. Pneumonias (480-486) 1 043256 1 913.4 275513 
5. Tuberculosis all forms 

(010-018:137) 847959 1 555.2 123291 
6. Accidents (800-999; E800-E949) 615 130 1 128.2 63001 
7. Diseases of the 

heart (390-398; 402-404; 410-429) 432 452 793.1 57530 
8. Malaria (084) 558668 1 024.6 43 200 
9. Varicella (052) 36332 66.6 42864 
10. Measles (055) 323506 593.3 35 173 

Source: Philippine Health Statistics, 1991 
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Table 5, Malignant neoplasms in females, by age, 
Philippines, 1991 

Female Breasl Cervix Uterus Others 

Age Number Rale Number Rale Number Rale Number Rale 

Philippines 1 593 2.5 364 0.6 931 1.5 367 0.6 

Under 1 year 0 0.0 0 00 0 0.0 0 0.0 
1-4 0 00 0 0.0 0 0.0 0 0.0 
5-9 0 0.0 0 0.0 0 0.0 0 0.0 
10-14 0 0.0 4 0.1 1 0.01 2 0.03 
15-19 3 0.04 1 0.01 6 0.1 6 0.1 
20-24 4 0.1 5 0.1 17 0.3 14 0.2 

25-29 21 0.4 15 0.3 29 0.5 9 0.2 

30-34 59 1.3 17 0.4 59 1.3 27 0.6 

35-39 142 3.7 29 0.8 79 2.1 26 0.7 

40-44 195 6.5 41 1.4 66 2.2 33 1.1 

45-49 238 10.0 46 1.9 111 4.7 44 1.9 

50-54 235 11.9 56 2.8 124 6.3 43 2.2 

55-59 181 11.6 37 2.4 123 7.9 47 3.0 

60-64 151 12.3 29 2.4 86 7.0 29 2.4 

65-69 133 14.5 32 3.5 83 9.0 30 3.3 

70+ 231 16.1 52 3.6 147 10.2 57 4.0 

Source: Philippine Health Statistics, 1991 
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Health services 

Distribution and 
accessibility of 
health facilities 

The health delivery system in the 
Philippines is built on a network of 
health, diagnostic and treatment facilities 
operated by the government, and a 
loosely-linked aggregation of privately
operated medical facilities. At the lowest 
level of the system are the primary 
health care facilities, barangay (village) 
health stations and rural health units. In 
1990, there were around 10 151 
barangay health stations and 2 295 rural 
health units. The next levels of the 
system are the district hospitals (with 
25-50 beds), provincial hospitals (100-
150 beds) and regional hospitals (200-
250 beds). The barangay health stations 
and rural health units generally refer 
more complicated cases to these 
hospitals. There are a small number of 
medical centres, mostly in Metro 
Manila, which provide more specialized 
care. 

-.ft 

The ratio of total bed capacity of 
government and private hospitals to 
population has worsened over the past 
15 years, declining from 16.9 beds per 
10000 people in 1980 to 12.6 beds in 
1990. The ratio of health professionals 
per head of population has also 
worsened over the last 15 years, with 
the exception of dentists. In 1980 there 
was one doctor per 6656 people and 
one midwife per 5184 people. In 1990, 
the number of people per doctor had 
increased to 8273, and per midwife to 
5298. 

Medical personnel and facilities are 
very unevenly distributed throughout the 
Philippines, with the majority of the 
medical facilities in the country being 
found in Metro Manila In 1989, there 
were 37 hospital beds for every 10 000 
people in Metro Manila, compared with 
14 beds per 10 000 people in the country 
as a whole (Unicef, 1992). 
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Utilization of health 
services for women 

Little direct information could be located, 
however, Unicef (1992) note that in 
places where health services for women 
are available, utilization remains low. 
Women make their first prenatal visit 
late in their pregnancy, and there is a 
high drop-out rate for prenatal visits. It 
is speculated that some of the major 
causes for the low utilization rate are 
lack of information and motivation 
among women to use available services, 
and deficiencies in interpersonal skills 
among front-line workers. 

Services relating to 
reproductive health, 
sexually transmitted 
diseases and HIV/AIDS 

There are various government 
programmes that are concerned with 
reproductive health, sexually transmitted 
diseases and HIV/AIDS. A large 
number of nongovernmental 
organizations also operate in this field. 
Government programmes originate from 
the Department of Health, the 
Department of Education, Culture and 
Sports and the Department of Social 
Welfare and Development. 

Department of Health 

1. National Programme on 
Sexually Transmitted 
Diseases 

The National Programme on Sexually 
Transmitted Diseases is one of the 
oldest programmes of the Department 
of Health. It was set up in 1945 by the 
United States Health Service and the 
then Department of Public Health in 
response to the high incidence of 
sexually transmitted diseases among the 
United States military personnel 
stationed in the Philippines and the 
civilian population. Until the departure 
of the United States military bases from 
the Philippines in 1991, the United States 
government contributed to the 
establishment and maintenance of 
"social hygiene clinics", which served 
primarily to prevent the spread of 
sexually transmitted diseases among 
Filipino women entertainers and their 
mostly United States military and other 
foreign clientele. Today, the 
Department of Health maintains around 
130 social hygiene clinics in the «ountry, 
but these are found mostly in urban 
areas. Of this number, 47 are purely 
centres for sexually transmitted 
diseases, while 83 Rural Health Units 
have been given the added function of 
prevention of sexually transmitted 
diseases, 
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The primary objective of the national 
programme on sexually transmitted 
diseases is to prevent and control the 
spread of sexually transmitted diseases 
by specifically targeting commercial sex 
workers and other high-risk groups, and 
by embarking on an information 
dissemination dri ve on sexually 
transmitted diseases. 

Programme services include the 
detection and surveillance of sexually 
transmitted diseases cases through 
laboratory examinations and contact
tracing. The programme also includes 
treatment of identified cases by 
prescribing drugs and referrals, and 
follow-up care and counselling services 
to those positively tested for sexually 
transmitted diseases. It is in this 
connection that the programme regularly 
screens commercial sex workers for 
sexually transmitted diseases. 
Commercial sex workers and others in 
the entertainment industry are required 
to undergo these routine and regular 
examinations in order to obtain health 
certificates to continue working. 

More recently, the programme has also 
stepped up its campaign for the 
promotion of safe sex and condom use, 
and its health and information drive on 
sexually transmitted diseases. It 
produces sexually transmitted diseases
information, counselling and education 
materials that are variously distributed 
in special lectures and seminars through 

print and broadcast (radio and TV) 
media It is through its health education 
and information component that the 
programme holds the greatest potential 
for reaching young and adolescent 
Filipinos. In addition to those aired on 
radio and TV, information materials 
come in the form of brochures, posters, 
stickers and comic books that are 
available to interested adolescents and 
other readers. To date, however, no 
systematic study has been done to 
determine the readership of these 
materials among the country's 
adolescent youth. 

By specifically targeting commercial sex 
workers, the programme currently 
serves a small but high-risk group of 
young Filipino women. Of the 22 426 
commercial sex worker-clientele of the 
programme in 1992, 95 per cent are 
females, and most of them are between 
15 to 24 years of age. The most 
common forms of sexually transmitted 
diseases afflicting these women are 
gonorrhoea and syphilis. 

2. National AIDS Prevention 
and Control Programme 

Established after the detection of the 
first AIDS case in the Philippines in 
the mid-1980s, the National AIDS 
Prevention and Control Programme is 
the newest reproductive health care
related programme of the Department 
of Health. The programme's objectives 
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are to 1) reduce the transmission of 
HIV infection; 2) reduce deaths and 
illnesses associated with HlV infection; 
and 3) reduce the impact of HlV 
infection and AIDS on individual victims, 
their families and society. 

In pursuit of its objectives, the 
programme implements a continuous 
monitoring and an epidemiological 
surveillance of the incidence of HlV 
infections through serosurveys and other 
techniques. The programme maintains 
the National AIDS Registry, which 
contains a listing of the number and 
description of AIDS cases reaching the 
attention of government and private 
medical practitioners. 

The programme also provides testing, 
laboratory and counselling services. 
Initial screening for HIV antibodies and 
confirmatory testing are provided 
through the Department of Health 
Bureau of Research and Laboratory, 
the Research Institute for Tropical 
Medicine (RITM) and a few accredited 
private clinics and laboratories. The 
programme then manages the care of 
HlV I AIDS positive patients at the San 
Lazaro Hospital and the RITM, where 
patients undergo a series of laboratory 
follow-up examinations (stool exam, 
CBC, x-rays, T4 count, vaginal smear, 
sputum exam, etc.) and counselling. 
The laboratory tests, clinical services 
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and hospital care provided by the 
programme are directed to special target 
groups including commercial sex 
workers, male homosexuals, injecting 
drug users, overseas contract workers, 
and the spouses and children of HlV -
positive persons. Commercial sex 
workers who are HIV -positive are 
cared for at the San Lazaro Hospital, 
while positive cases from among 
overseas contract workers and other 
groups are confined at the RTM. 

As with the sexually transmitted 
diseases programme, it is the 
information, counselling and education 
services of the National AIDS 
Prevention Programme that reach the 
Filipino youth and the general public. 
The programme relies heavily on the 
mass media to create awareness on 
AIDS, and on the publication and 
distribution of informational leaflets 
promoting safe sexual behaviour and 
practices and the sterilization of needles 
for injections and other skin-piercing 
instruments. The programme likewise 
has worked for the integration of AIDS 
education in school curricula 
administered by the Departl)1ent of 
Education, Culture and Sports. It has 
also instituted an AIDS hotline service, 
which it manages in coordination with 
nongovernmental organizations. 
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Current estimates place the number of 
HIV -infected persons in the Philippines 
at 50 000. As of August 1993, the 
National AIDS Registry had 431 cases 
on its list, 92 of which are AIDS cases 
and 64 of whom have died from the 
disease. Most of those infected with 
HIV are yOllllg people. The largest 
category of HIV victims are yOllllg 
people in the age group 15 to 29 years 
(46.2 per cent) followed by those aged 
30 to 44 (31.5 per cent). Similar to tf}e 
sexually transmitted diseases 
programme therefore, the AIDS 
programme serves that subset of the 
Filipino youth who because of poverty 
or other reasons have either become 
commercial sex workers or injecting 
drug users and are exposed to a higher 
risk of contracting AIDS and sexually 
transmitted diseases. 

Department of Education, 
Culture and Sports 

Reproductive health-related lessons are 
incorporated in vari{j)us subjects taught 
to pupils and students from Grades 3 to 
6 and from First to Fourth Year high 
s~hooI. Following the New School 
Curriculum, subjects containing sex 
education and reproductive health topics 
are taught in all public and private 
schools. Currently, there are a total of 
6032 elementary schools and 5793 

secondary schools llllder the supervision 
of the department. The mandatory 
nature of the new curriculum ensures 
that all Filipino youth going to school 
receive some formal instruction on sex 
and reproductive health. 

The Department of Social 
Welfare and Development 

The discussion of sex and reproductive 
health issues are incorporated into the 
social awareness component of the 
Department of Social Welfare and 
Development programme, and also in 
commllllity volllllteer work in areas 
which have a youth volunteer for 
commllllity health services. Similar to 
the sex and reproductive health 
education in schools, the Department's 
social awareness sessions on these 
matters are oriented towards raising 
young people's knowledge on population 
growth as a national issue, and its 
relationship to the environment, the 
economy, health and family welfare. 
Sex education is given within the context 
of family life and responsible 
parenthood. Therefore, in the school 
yOllllg people are encouraged to avoid 
sex until after marriage, to delay 
marriage to a later age, and to have 
small families. 
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Nongovernment 
Programmes 

Owing to the proliferation of 
nongovernmental organizations variously 
engaged in youth progranunes, sexually 
transmitted diseases/HIV I AIDS 
prevention and other reproductive health 
issues, it is difficult to estimate the 
number of organizations currently 
providing some form of reproductive 
health service to adolescents. The 
Philippine Directory of 
Nongovernmental Organizations for 
Health lists 123 nongovernmental health 
organizations and community-based 
progranunes in Metro Manila alone, and 
UNICEF Philippines is collaborating 
with some 12 nongovernmental 
organizations nationwide to work 
specifically on adolescent sexuality. A 
large number of organizations have also 
affiliated themselves with broader-based 
networks that address issues pertaining 
to the youth and/or reproductive health. 
For example, over 3Q nongovernmental 
organizations have constituted 
themsel ves into the HIV I AIDS 
Network, Philippines, while 21 
nongovernmental organizations have 
joined the Alliance of Women's 
Nongovernmental Organizations for 

Health to direct their efforts toward 
different aspects of reproductive health. 

Compared to government programmes, 
nongovernment programmes display a 
wide range of philosophies with regard 
to reproductive health issues and the 
sexual behaviour and practices of 
adolescents. Some nongovernmental 
organizations for instance, are open to 
providing young (and unmarried) adults 
with condoms and other contraceptives, 
and actively promote their use among 
workers in the sex trade and in 
entertainment industries. Others are 
concerned simply with providing as 
much information and education on the 
transmission of sexually transmitted 
diseases and AIDS, on the assumption 
that education is the best means of 
prevention. Still other groups abide by 
the philosophy that "prevention is the 
best cure" and enjoin adolescents and 
young adults to avoid sex and serious 
relationships until they are more 
prepared to assume adult responsibilities. 
Toeing a more religious line, there are 
also some nongovernmental 
organizations who are concerned not 
only with teaching young people not to 
engage in sex but to avoid the use of 
artificial contraceptives within marriage. 

~ I 
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