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Dr José Barzelatto was Director of the Special 
Programme of Research, Development and 
Research Training in Human Reproduction (HRP) 
from 1984 to 1989. A Chilean national and an 
endocrinologist by training, José Barzelatto was 
a strong defender of women’s rights, especially 
reproductive health rights. He joined WHO in 1975 
as Scientist in the Division of Family Health. From 
1977 to 1984 he served as Medical Officer in the 
Special Programme for Research and Training 
in Tropical Diseases (TDR). In 1984, he was 
appointed Director, HRP. During his five years as 
Director, the Programme benefited greatly from 
his strong leadership and clear vision. One of his 
key achievements as Director, HRP, came in 1988 
when he persuaded UNDP, UNFPA, WHO and the 
World Bank to jointly co-sponsor the Programme. 
This led to HRP acquiring worldwide recognition 
as the main instrument within the United Nations 
system for research on human reproduction. 
Moreover, it laid the foundation for a more secure 
funding base for the Programme, from which HRP 
benefits to this day. José Barzelatto also got the 
Programme’s Policy and Coordination Committee 
(PCC) to agree on a system of biennial reporting 
of technical activities rather than annual reporting. 
And it was during his tenure that the Programme 
produced its first biennial report for the years 
1986–1987. The present report, dedicated to the 
memory of José Barzelatto, is the Programme’s 
10th biennial report.

After leaving WHO, José Barzelatto became 
Director of  the Ford Foundation’s Reproductive 
Health Program, from which he retired in 1996. 
Never a man to actually retire, he then joined 
with Stephen Isaacs and Axel Mundigo to launch 
the Center for Health and Social Policy (San 

Francisco, CA, USA) – an institution devoted to 

advancing social justice and global sexual and 

reproductive health goals.

The legacy of José Barzelatto’s professional life 

is marked by three prominent attributes that he 

brought to all his work: his intellectual brilliance, 

his uncompromising honesty and his fearlessness 

in facing challenges.  He recognized—long before 

many others—that improving women’s lives was 

essential to both development and human rights, 

and that promotion of sexual and reproductive 

health and related rights was central to improving 

women’s lives.  He battled hard to put sexual 

and reproductive rights and health on the world’s 

development agenda.  He made ethics, religion 

and women’s health a centrepiece of the Ford 

Foundation’s work leading up to the International 

Conference on Population and Development 

(ICPD) in 1994.  As a result, he can be credited 

with having made a major contribution to the 

emphasis placed by ICPD on the importance of 

sexual and reproductive health, its widespread 

acceptance after that, and the improvement in 

women’s lives that followed.  

José Barzelatto’s legacy stands out as a beacon 

for others to follow. He leaves behind two sons and 

four daughters as well as several grandchildren. 

His death has saddened members of the global 

sexual and reproductive health community, 

which has lost a leader, scientist and great 

humanitarian.

(Based on an obituary contributed by Dr Axel Mundigo, 

formerly, Chief, Unit of Social Science Research, 

HRP.)

Dedication
This biennial report is dedicated to the memory of José Barzelatto, Director, HRP, 1984–1989.

José Barzelatto 
1926–2006
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PREFACE

Much is spoken and written these days about 
equity – equity between men and women, 
between rich and poor, between different 
population groups. For decades, equity has been 
pursued in health and development policies and 
strategies, explicitly or implicitly, as an end in itself 
or as a prerequisite for a more just society. Yet 
still, it remains elusive; indeed, in many domains, 
inequities are increasing.

The notion of equity appeals to our sense of 
fairness. In a world where some groups have 
more than enough to eat, it is unfair that millions 
are dying of hunger. When education is seen as a 
basic human right, it is unfair that so many children 
do not attend school, because they are girls, or 
because their families cannot afford the fees, or 
simply because there is no school nearby. 

In their historic Millennium Declaration in 2000, the 
Member States of the United Nations recognized 
that the world today is not fair, and resolved to 
do something about it. In setting eight clear 
development goals to be reached by 2015, they 
unequivocally stated that it is not acceptable for 
so many millions to live in poverty, with inadequate 
health care and education, for so many people 
to die of curable or preventable diseases, for so 
many women to die in childbirth, and for so many 
children to die before their fifth birthday. 

From the beginning, improving sexual and 
reproductive health was seen as key to the 
achievement of a number of these goals: reducing 
maternal mortality; reducing mortality among 
children under five years; reversing the spread 
of HIV/AIDS; and promoting gender equality and 
empowering women. However, in September 
2005, the importance of sexual and reproductive 
health was explicitly recognized and, indeed, 
reinforced at the World Summit, convened as 
a follow-up to the Millennium Summit. At that 
meeting, world leaders committed themselves 
to achieving universal access to reproductive 
health, and to “integrating this goal in strategies 
to attain the internationally agreed development 

goals, including those contained in the Millennium 
Development Declaration”.

This represents a considerable challenge both 
to countries and to the international community, 
including WHO, and in particular our Department 
of Reproductive Health and Research (RHR). 
To have any chance of meeting their targets, 
countries need to have access to the best available 
information on what works, and to translate that 
information into policies and programmes that 
respond to the local situation. In May 2004, the 
World Health Assembly approved a global strategy 
aimed at helping them do just that. The new global 
strategy to accelerate progress towards the 
achievement of international goals and targets in 
reproductive health in effect sets out a road map 
for RHR’s work with countries over the coming 
decade. Based on human rights principles, the 
strategy focuses on five core aspects of sexual 
and reproductive health: improving antenatal, 
perinatal, postpartum and newborn care; providing 
high-quality services for family planning, including 
infertility services; eliminating unsafe abortion; 
combating sexually transmitted infections 
including human immunodeficiency virus (HIV), 
reproductive tract infections, cervical cancer and 
other gynaecological morbidities; and promoting 
sexual health. This strategy is already guiding our 
work with and for countries, and will continue to 
do so in the years to come.

This report presents an overview of RHR’s 
work over the biennium 2004–2005. For the first 
time, we have produced a consolidated report, 
covering both the Department’s research activities 
– coordinated by the UNDP/UNFPA/WHO/
World Bank Special Programme of Research, 
Development and Research Training in Human 
Reproduction (HRP) – and its technical support 
initiatives. HRP activities are presented on white 
sheets and those relating to technical programme 
support to countries (Programme Development in 
Reproductive Health – PDRH) are presented on 
blue pages.
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Chapter 1 looks at activities in the area of family 
planning, a field that has seen tremendous 
advances in the past 30 years. Yet despite the 
availability of new, safer and more effective 
contraceptives, more than 120 million couples do 
not use a method of contraception even though 
they do not want a child, and some 300 million 
more couples are not satisfied with the method 
they use. HRP’s research in this area focuses 
on expanding the range of products available, 
assessing the safety and effectiveness of existing 
methods, and gaining a better understanding 
of the attitudes of sexually active couples to 
contraceptives and family planning services. 
For instance, a multicountry study in Africa has 
looked at people’s perspectives on the dual 
risks of unintended pregnancy and sexually 
transmitted infection (STI), including HIV, and 
how they deal with these risks. The findings have 
immediate implications for HIV and STI prevention 
programmes in the countries concerned. In 
parallel, the Department has produced a series of 
evidence-based and consensus-driven guidelines 
and tools, aimed at strengthening and supporting 
national family planning programmes.

Chapter 2 outlines activities aimed at improving 
maternal and perinatal health. Research in this 
area seeks to improve knowledge of the burden 
of leading causes of maternal and newborn 
mortality and morbidity and to generate evidence 
of the effectiveness of interventions to address 
these concerns. In addition, HRP promotes the 
implementation of research results in national 
programmes through a special series, “From 
Research to Action”. The technical support 
activities in this area were transferred in 
January 2005 to the new WHO Department of 
Making Pregnancy Safer; the present report 
thus describes these activities for 2004 only. In 
addition to producing guidelines and tools for use 
by countries in the formulation of policies and 
delivery of services, RHR provided support for 
the development of regional strategies in Africa 
and the Americas.

Work in the area of reproductive tract and sexually 
transmitted infections, including HIV infection, 
is described in Chapter 3. HRP is supporting 

a number of studies on the acceptability and 
effectiveness of the female condom in preventing 
both pregnancy and transmission of infection, as 
well as development of microbicidal products. A 
large study in Africa is seeking to determine the 
optimum antiretroviral drug regimen for prevention 
of mother-to-child transmission of HIV, partly as 
a response to resolve the critical issue of safe 
breastfeeding by women infected with HIV. To 
support national programmes, the Department 
has drafted a global strategy for the prevention 
and control of sexually transmitted infections. 
This strategy, which takes into account regional 
epidemiological variations, will be presented to 
the World Health Assembly in May 2006. 

HRP’s work on unsafe abortion, which responds 
both to the new global strategy for reproductive 
health and to the recommendations of the 
International Conference on Population and 
Development and its five-year follow-up review, is 
described in Chapter 4. In addition to documenting 
the size of the problem of unsafe abortion and 
its associated mortality, HRP supports research 
aimed at developing improved regimens for 
medical abortion, and increasing the safety and 
availability of surgical abortion, in countries where 
it is legally permitted. HRP has also worked with 
a number of countries to help them assess the 
quality of their legal abortion services and to 
follow up on the findings.

Chapter 5 describes the Department’s work in 
the fields of gender equity, reproductive rights and 
sexual health. Sexual health has recently been 
established as a separate area of work in the 
Department, following the widespread recognition 
that it is not simply a component of reproductive 
health, but a broader and more encompassing 
issue, relevant throughout the life course. 
Research in this field includes initiatives in the 
area of harmful sexual practices, such as female 
genital mutilation, and the field-testing of a human 
rights framework and policy-action tool. Training 
courses have been provided to several countries 
on integrating gender issues and reproductive 
rights into their reproductive health policies and 
programmes. 
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The Department’s work to promote the sexual 
and reproductive health of adolescents is outlined 
in Chapter 6. A number of studies have looked 
at how adolescents in different situations cope 
with unintended pregnancy, or deal with attempts 
to coerce them to have sexual intercourse. Many 
young people are reluctant to use sexual and 
reproductive health services, and the Department 
is supporting various projects to obtain a better 
understanding of young people’s needs and 
perspectives and to make services more “youth-
friendly”. 

Finally, Chapter 7 looks at the Department’s 
technical cooperation activities with countries, 
including its research capacity strengthening 
efforts. We continue to refine our strategic planning 
method, known as the Strategic Approach, which 
aims to build national and subnational capacity for 
strategic assessment, planning, implementation, 
evaluation and scaling-up of interventions to 
provide high-quality sexual and reproductive 
health services. To date, some 23 countries have 
used this approach to address a variety of sexual 
and reproductive health issues. A new initiative, 
which started in 2005, is promoting reproductive 
health through national health and development 
planning processes. And, of course, we continue 
to map best practices through systematic reviews, 
and to promote their implementation in countries.

Chapter 7 also briefly describes the work we do 
to track progress in reaching reproductive health 
targets, including those incorporated in the MDGs, 
and it draws specific attention to an emerging issue 
– the increasing inequalities between advantaged 
and disadvantaged groups in both developed and 
developing countries.

Reaching underserved populations, with 
interventions that have been shown to work 
and that are acceptable to the target audience, 
remains a considerable challenge for many 
countries. But it is a challenge that must be met 
if we are to fulfil the commitments made in the 
Millennium Declaration. 

Sexual and reproductive health is fundamental 
to the social and economic development of 
communities and nations, and a key component 

of a more equitable society. By working together, 
we can bring sexual and reproductive health care 
to those who need it most, saving lives, reducing 
suffering, and allowing men and women to make 
their own decisions related to their sexual and 
reproductive life. This would represent a vital 
contribution to making the world a fairer place.

Paul F.A. Van Look, MD PhD FRCOG 
Director 
April 2006 
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Chapter 1: Promoting family planning

In recent decades, there have been tremendous 

advances in the development of safer and more 

effective contraceptives, and in the provision of 

affordable and accessible family planning services. 

Yet, still millions of individuals and couples around 

the world are unable to plan their families as they 

wish. It is estimated that over 120 million couples 

do not use contraceptives, despite wanting to 

space or limit their childbearing. In addition, many 

women who use contraceptives nevertheless 

become pregnant. Other couples who want to 

have children are unable to conceive. 

Some of the causes of unmet need for family 

planning services are: (i) lack of services or barriers 

to their access; (ii) poor quality of services, such 

as suboptimal interactions between clients and 

providers, substandard technical competence of 

providers, inadequate information, poor design 

and management of service delivery systems; (iii) 

technology issues, such as limited or inappropriate 

choice of methods and fear, or experience, of side-

effects; and (iv) broader social issues, such as an 

individual’s lack of knowledge, power imbalances 

within couples and families, and sociocultural, 

religious and gender barriers.

In seeking to ensure that the maximum number of 

people are able to access the services they need, 

the Department of Reproductive Health and 

Research (RHR) focuses on four objectives: (i) to 

increase the availability of high-quality services; 

(ii) to broaden the range of safe, effective, 

acceptable and affordable family planning and 

infertility technologies and interventions that is 

available to all women and men; (iii) to strengthen 

the capacity of national health systems to ensure 

the availability of high-quality and sustainable 

family planning programmes and services in 

resource-poor settings; and (iv) to promote an 

environment at international level that is supportive 

of family planning.

Research activities
The Department’s research arm is the UNDP/
UNFPA/WHO/World Bank Special Programme of 
Research, Development and Research Training 
in Human Reproduction (HRP). In the area of 
family planning, research activities in 2004–2005 
included investigations for a greater understanding 
of the perspectives of users and potential users 
of family planning services, the development of 
potential new contraceptive products, and work on 
the safety and efficacy of existing family planning 
methods. 

Users’ perspectives
The attitudes of sexually active couples to 
contraception are shaped by various factors: 
prevailing social and cultural norms; their own 

assessment of the 
risks of unintended 
pregnancy and 
sexually transmitted 
infections (STIs), 
including human 
immunodeficiency 
virus (HIV) infection; 
and their perceptions 
of the quality of 
care they receive 
and the attitudes of 
providers. Increased 
understanding of 

how these different factors interact to influence the 
family planning decisions of couples is essential 
if services are to respond effectively to people’s 
concerns.

Condom use in marriage
A multicountry study in Kenya, South Africa, 
Uganda, the United Republic of Tanzania, 
Zambia and Zimbabwe, involving 6829 couples, 
explored people’s perspectives on the dual risk 
of unintended pregnancy and STIs, and how they 
deal with these risks. Analysis of data from 1245 
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couples in five of the countries examined the 
extent to which partners’ views on condom use 
and HIV risk were in agreement. It was found that 
60% of couples agreed that condom use is an 
effective way of preventing pregnancy. However, 
only 45% agreed that it is effective in preventing 
HIV transmission. While 25% of couples agreed 
that condom use was acceptable in a marriage, 
almost as many (23%) agreed that it was not. 
Similarly, while 29% of couples felt it appropriate 
for a married woman to ask her partner to use 
a condom, about 20% of couples believed it was 
not appropriate. 

An important finding was that, in these countries,  
married women play a relatively active role in 
decisions about using condoms. When asked who 
had more influence over whether a condom was 
used, 32% of women and 19% of men said that 
the woman had more influence; 34% of women 
and 47% of men said that both had influence. 
Condoms were more likely to be used by people 
who perceived themselves to be at risk of HIV, 
rather than simply to prevent pregnancy.

Interviews with 622 women and 523 men in 
KwaZulu Natal, South Africa, found a widespread 
perception of risk of acquiring HIV infection from 
a spouse or cohabiting partner; 37% of men 
and 57% of women believed they were at risk. 
Condom use was reported by 14% of the men 
and 17% of the women. Significantly, the odds 
of reporting condom use were six times higher 
among women who perceived themselves at risk 
of HIV infection from their spouse or cohabiting 
partner than among other women. This suggests 
that women who fear becoming infected are able 
to initiate and sustain condom use.

Three important conclusions can be drawn from 
this study so far in eastern and southern Africa: 
(i) condom use within marriage and stable 
relationships is increasing; (ii) women can and do 
negotiate condom use with their partner; and (iii) 
people who perceive themselves to be at risk of 
contracting HIV infection are much more likely to 
use condoms with their partners.

Quality of care
The social science research initiative on quality 
of care, launched in 2000, continued to produce 
significant findings in 2004–2005.

• In Argentina, exit interviews were conducted 
with people attending three family planning 
clinics. Both a standardized questionnaire and 
in-depth interviews were used with native and 
immigrant clients. The results highlighted users’ 
dissatisfaction with the non-medical aspects of 
care – long waiting times, poor accessibility, 
short consultations, and poor personal treat-
ment. In addition, immigrant women reported 
receiving a poorer quality of care than native 
women. Some of the reasons for the discrep-
ancy were the women’s inability to fully under-
stand the language in which the interaction 
occurred, a disjuncture between their expec-
tations and their experience, and perceived 
discrimination on the basis of their immigrant 
status. Findings from this study highlight the 
importance of considering cultural issues when 
assessing health-care delivery.

• A qualitative study in Turkey, involving 68 
men, explored their perspectives on the use 
of withdrawal as a method of fertility regula-
tion. According to those who had ever used the 
method, its advantages were that it was easily 
accessible, did not require a visit to health ser-
vices, and had no side-effects. Current users 
reportedly believed that the method was less 
prone to failure than modern methods. From 
these findings, the researchers drew the lesson 
that couples need better access to accurate 
information on modern methods, provided in a 
non-threatening, client-friendly environment.

Use of contraception after childbirth
An in-depth analysis was conducted of 
Demographic and Health Survey data from 19 
countries on contraceptive use after childbirth 
or pregnancy termination. The surveys covered 
196 274 pregnancies. The level of postpartum 
contraceptive uptake ranged from 24% in 
Guatemala to 74% in Colombia. Overall, 58% of 
those using contraceptives did not start until after 
their periods returned, i.e. when they were already 
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at risk of conceiving. About one-third started using 
contraceptives before their periods returned, i.e. 
while they were still naturally protected. Among 
all those who started using contraceptives, 30% 
discontinued use within twelve months. Women 
who had no contact with skilled health-care 
personnel during the pregnancy or delivery were 
more likely to delay adopting contraceptive use. 
Discontinuation was more likely among those who 
started using contraception late (Fig. 1.1). These 
findings suggest that family planning advice and 
information need to be made available to women 
during antenatal visits or at the time of delivery or 
pregnancy termination.

Broadening the range of products
Despite tremendous developments in contracep-
tive technology over the past 50 years, the choice 
of methods is still relatively limited, and each 
method has its particular drawbacks, in terms of 
convenience of use, reliability or side-effects. At 
the same time, there are few options available 
for the treatment of infertility, particularly in low-
resource settings. HRP therefore continues to 
invest in research aimed at broadening the range 
of technologies available, in particular:

• developing new and improved contraceptive 
methods;

• identifying new targets for contraceptive 
research; and

• evaluating new technologies for treating 
infertility.

Emergency contraception
Emergency contraceptive pills are often too 
expensive for individuals or family planning clinics 
in developing countries, because of the costs of 
marketing and packaging, and manufacturers’ 
profit margins. A study was therefore undertaken 
to investigate whether dedicated emergency 
contraceptive pills containing 0.75 or 1.5 mg of 
levonorgestrel could be replaced by the equivalent 
dose of levonorgestrel in the form of mini-pills, each 
containing 0.03 mg, which are normally used as 
oral contraceptives. It was found that the two types 

Fig. 1.1. Twelve-month contraception discontinuation rates, by time of uptake relative to return of 
fertility after childbirth, 19 countries
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Box 1.1. Infertility

In collaboration with ORC Macro, HRP 
analysed data from 47 Demographic and 
Health Surveys in developing countries, to 
determine levels of infertility, its consequences, 
and the coping mechanisms used by infertile 
couples. The study estimated that in 2002 
there were more than 186 million ever-married 
women of reproductive age in developing 
countries (excluding China) who were infertile. 
This represents more than a quarter of ever-
married women in these countries. Women 
who were unable to have children were much 
more likely to be divorced or separated, and 
childless women were more likely to have been 
married more than once.
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of pill produced similar blood concentrations of 
levonorgestrel, suggesting that mini-pills – which 
are widely available and generally inexpensive 
– can be used for emergency contraception. 

An immunocontraceptive for women
The Programme has been working for several 
years to develop an immunocontraceptive based 
on, and directed against, human chorionic 
gonadotrophin (hCG).The objective is to produce 
a nonhormonal method of contraception that can 
provide approximately six months of protection 
after a single injection. A candidate compound has 
been developed, and is currently being evaluated 
for stability, safety and immunogenicity. In 2004, 
the Swedish regulatory authorities approved 
an application to begin a Phase I trial with the 
compound. Funds for the trial were obtained in 
late 2005.

A hormonal contraceptive for men
For some years, researchers have sought to 
develop a hormonal contraceptive method for 
use by men that would be as effective, safe, and 
convenient as those available for women. HRP 
has taken a lead in this field, overseeing clinical 
trials as well as research into users’ perspectives 
and acceptability of the method. 

• A four-year Phase III study is being carried out 
in 10 centres in China to evaluate the effects of 
a monthly injection of 500 mg of testosterone 
undecanoate (TU). A total of 1045 men were 
recruited to the study. Preliminary analysis of 
data in 2004 revealed that 304 of the subjects 
had withdrawn or been discontinued from the 
study, for the reasons given in Table 1.1; ten 
of these men were discontinued because of a 
rebound in their sperm concentration to more 
than one million per ml. Nine pregnancies had 
occurred, six of them in the partners of men 
whose sperm concentration had rebounded.  
The most common side-effects included 
discomfort at the injection site and acne. A 
few men showed sensitivity to the steroid 
preparation, or reported coughing at the time 
of injection. Data collection is expected to be 
completed by mid-2006.

Table 1.1. Numbers of men discontinuing from 
the study, and reasons for discontinuation

Reason Number of men

Lost to follow-up 93

Change in contraceptive method 45

Inadequate response 43

Missed injection 36

Side-effects 17

Other* 70

Total 304

* The category of Other includes participants wishing to discontinue 
(n = 20),  sperm rebound (n = 10) and partner becoming pregnant (n = 9)

• HRP is also supporting a study in Italy to pilot-
test instruments to assess the acceptability of 
male hormonal methods of contraception, as 
well as their effect on mood and behaviour. 
Data collection was completed in 2003, and 
analysis has shown that the administration 
of TU combined with norethisterone enant-
ate (NET-EN) did not alter sexual behaviour 
or mood. A manuscript describing the results 
of the acceptability component of the trial has 
been submitted for publication; additional anal-
yses are continuing. The information gathered 
will be used to develop a standard instrument 
for data collection in conjunction with clinical 
trials of male hormonal methods.

Safety and efficacy of existing methods
Most of the information on the safety and clinical 
performance of methods of fertility regulation 
is generated in developed countries and may 
not apply to developing country populations. In 
addition, before registration, products are tested 
among carefully screened volunteers and their 
safety and effectiveness need to be assessed 
under actual conditions of use. Through its 
research, HRP fills these gaps in knowledge and 
produces evidence which informs the guidelines 
and training materials that the Department 
produces on fertility regulation methods.

Implantable contraceptives
HRP is supporting a randomized comparative 
study of two implantable contraceptives, Jadelle 
and Implanon. Jadelle, developed by the 
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Population Council, consists of two rods that 
release levonorgestrel; Implanon is a single-rod 
system delivering etonorgestrel. The study is 
being conducted in seven countries, and a total 
of 2000 women will be randomly allocated to 
receive one of the two implants. In parallel, an 
age-matched cohort of 1000 women who have 
chosen the TCu-380A intrauterine device (IUD) 
is being followed as controls for non-reproductive 
system complaints. The study looks at pregnancy 
rates, incidence of adverse effects, continuation 
rates, and reasons for discontinuation. 

Bone mineral density and progestogen-only 
contraceptives
In response to concerns that progestogen-only 
contraceptives may decrease bone mineral 
density, and thus increase subsequent risk of 
osteoporotic fracture, HRP has been supporting 
a study at the Reproductive Health Research Unit 
in Durban, South Africa, to investigate the impact 
of use of such contraceptives on women aged 
15–19 and 42–49 years.

Long-term use of copper-bearing IUDs
Between 1989 and 1998, a total of 5953 women 
had an IUD inserted as part of HRP-sponsored 
randomized trials comparing the safety and 
effectiveness of different devices. The first large 
cohort of users completed 10 years of use at the 
end of 2001, and more than 500 in nine countries 
completed 13 years of use by the end of 2003. 
HRP has made available final data on 12 and 13 
years of use for submission to the United States 
Food and Drug Administration (FDA), with a view 
to extending the registered lifespan of the device 
beyond the current 10 years.

Hormonal contraception in women with HIV 
infection
A multicentre study in Kenya, Thailand and 
Zimbabwe has been assessing the impact of 
different contraceptive methods on the clinical 
course of HIV infection. A total of 623 women, most 
of whom were using hormonal contraceptives at 
the time of enrolment, were followed up every 
six months to determine disease progression, 

the incidence of opportunistic infections, and 
changes in CD4+ cell count and viral load. 
Provisional data show a much steeper decline 
in CD4+ counts in Thailand and Zimbabwe than 
in Kenya, regardless of contraceptive method 
used. This possibly reflects the impact of different 
HIV subtypes. The study was discontinued at the 
end of 2005 because of lack of funds and data 
analysis is ongoing.

Hormonal contraception in women with systemic 
lupus erythematosus
An HRP-sponsored study in Mexico has looked 
at the safety of hormonal contraceptives in 
women with systemic lupus erythematosus (an 
autoimmune disease most commonly causing 
extreme fatigue, painful or swollen joints 
(arthritis), unexplained fever, skin rashes, and 
kidney problems). Contraceptive choices for 
such women are severely limited as exogenous 
hormones are usually contraindicated, there is a 
need to carefully plan pregnancy, and the patients 
are at increased risk of thromboses and infections. 
The study is the first to establish that hormonal 
contraception is safe for use by women with this 
rare condition.

Box 1.2. Updating a “gold standard” 
manual

In light of progress made in the development 
of a male contraceptive and the treatment 
of male subfertility, as well as concerns 
about potential environmental effects on 
male reproductive function, a new edition 
of WHO’s gold standard manual – WHO 
laboratory manual for the examination of 
human semen and sperm–cervical mucus 
interaction – is being prepared. The planned 
fifth edition will include several new sections, 
clearer descriptions of procedures, and 
evidence-based reference values for semen 
parameters in fertile men. Work on the 
preparation of the manuscript of the manual 
is expected to be completed in 2006, and 
will include a CD-ROM intended for use in 
training technicians.
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Support for national programmes
Guidelines for service delivery
National family planning programmes face a 
double challenge: to ensure that the care they 
provide is of high quality; and to reach the widest 
possible audience. To support them in these 
efforts, RHR is producing evidence-based and 
consensus-driven guidance, constructed around 
four “cornerstones” (Fig. 1.2):

• Medical eligibility criteria for contraceptive use 
(MEC). The third edition of this guide for policy-
makers and programme managers was pub-
lished in 2004. It provides guidance on who can 
safely use various contraceptive methods. The 
latest version includes guidance on three new 
contraceptive methods (the combined1 patch, 
the combined1 vaginal ring and etonogestrel 
implants) and three new topics (depressive dis-
orders, thrombogenic mutations, and the use 
of antiretroviral therapy). 

 Within three months of being placed on the 
Internet, the document had been downloaded 
by more than 6000 users. In addition, the print 
version was disseminated to over 6000 orga-
nizations in early 2005. It has been translated 
into seven languages, and introduced to 60 
countries through six regional workshops.

 A companion job aid for family planning provid-
ers – the Medical eligibility criteria wheel – was 
completed in 2005 and field-tested in three 
countries; it was found to be very useful to pro-
viders in helping them use the MEC. It will be 
published in 2006.

• Selected practice recommendations for contra-
ceptive use. The second edition of this guide 
was published in 2005, providing guidance on 
the use of contraceptives, with the goals of 
maximizing effectiveness and managing side-
effects and other problems. This new edition 
contains ten completely new recommenda-
tions, dealing with emergency contraceptive 
pills, levonorgestrel implants, levonorgestrel-
releasing intrauterine devices, and vasectomy.

 This document has also been translated into 
seven languages, and used in the workshops 
mentioned above.

• Decision-making tool for family planning clients 
and providers. This guide, developed in col-
laboration with Johns Hopkins University/Cen-
ter for Communication Programs (JHU/CCP), 
focuses on the client–provider interaction in 
family planning, and in particular the processes 
of decision-making and problem-solving. It 
was completed and published in 2005, and is 
currently being translated into 15 languages. 
National adaptations are being prepared in 
13 countries. Use of the tool was evaluated 
in Nicaragua, where it was shown to improve 
counselling and increase client satisfaction. 

 A CD-ROM containing materials to support 
implementation of the tool was in preparation 
in 2005. It includes guidance on adapting the 
tool and the tool itself, as well as additional 
methods, illustrations and other background 
resources. It also includes a training video on 
how to use the tool effectively.

• Global handbook for family planning provid-
ers. In partnership with JHU/CCP, and in col-
laboration with over 20 reproductive health 
organizations and agencies, RHR is preparing 
this handbook, which will be the successor to 
the widely distributed Essentials of contracep-
tive technology: a handbook for clinic staff. The 
draft has been pre-tested in five countries, and 
revised for final review. 

1 ‘Combined’ refers to containing both an estrogen and a progestogen.
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Fig. 1.2. The four cornerstones of evidence-based guidance in family planning

Box 1.3. Marshalling expert opinion

RHR has an unrivalled ability to bring together experts in sexual and reproductive health from around 
the world to establish norms and guidelines and provide authoritative advice on a range of issues.

• Hormonal contraceptives and bone health. In June 2005, a consultation was held to assess the 
evidence on the association between the use of hormonal contraceptives and bone health. The 
experts agreed that the benefits of these contraceptives – including progestogen-only methods 
– generally outweighed the risk of bone loss.

• Hormonal contraception and HIV infection. A meeting of experts concluded that no changes were 
warranted to the current guidelines for use of hormonal contraception among women at high risk 
of HIV infection, but that communication strategies need to be developed to avoid alarmist and 
sensational reports suggesting a possible association between use of certain hormonal contra-
ceptives and risk of acquiring HIV infection.

• Carcinogenicity and combined hormonal oral contraceptives. In response to a 2005 statement 
of the International Agency for Research on Cancer regarding the carcinogenicity of combined 
hormonal oral contraceptive preparations and combined hormone replacement therapy, RHR’s 
Guidelines Steering Group issued a statement explaining that, for most healthy women, the health 
benefits of combined oral contraceptives clearly exceed any health risks.
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Box 1.4. Ensuring that guidance is up to date

Since November 2002, RHR has used the Internet-based Continuous Identification of Research 
Evidence (CIRE) systema to identify and critically appraise new evidence relevant to family planning 
guidance. CIRE is operated by RHR in collaboration with JHU/CCP and the Centers for Disease 
Control and Prevention in the USA. Evidence identified and validated through CIRE was used to 
update the Selected practice recommendations for contraceptive use in 2005. 

a  A detailed description of the CIRE methodology can be found in: Mohllajee AP et al.  Keeping up with evidence: a new sys-
tem for WHO’s evidence-based family planning guidance. American Journal of Preventive Medicine, 2005, 28: 483–490.

The WHO/UNFPA Strategic Partnership 
Programme
The Strategic Partnership Programme (SPP) 
between UNFPA and WHO provides financial 
and technical support to countries that wish 
to introduce and use RHR’s evidence-based 
guidelines. In 2005, SPP expanded to 20 countries 
throughout the world, which are at different stages 
of adapting various WHO sexual and reproductive 
health guidelines into their national policy or 
service delivery guidelines and training curricula. 
As part of the SPP activities, RHR is supporting 
the Reproductive Health Research Unit at the 
University of Witwatersrand in South Africa, to 
introduce the Decision-making tool for family 
planning clients and providers. The project will:

• field-test the South African adaptation of the 
tool, pilot-test its implementation, and scale up 
dissemination; and

• document the in-country adaptation process so 
that lessons learnt can be shared with others.

This experience is expected to be of benefit to 
other countries in sub-Saharan Africa. 

Support is also being given to the East European 
Institute for Reproductive Health in Romania, 
to undertake a survey on the attitudes and 
perception of physicians who have received copies 
of Medical eligibility criteria for contraceptive 
use and Selected practice recommendations for 
contraceptive use. The survey will evaluate the 
perceived usefulness of the guides as well as 
their impact on the quality of services offered.
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CHAPTER 2. IMPROVING MATERNAL AND PERINATAL HEALTH

The figures for maternal mortality are among the 
most striking examples of health disparity between 
developed and developing countries – more than 
99% of pregnancy-related deaths occur in the 
developing world. In addition, many of the causes 
of maternal death and disability also jeopardize 
the survival and health of newborn infants; 
nearly four million newborn babies die each year 
because of poorly managed pregnancy or delivery, 
or because of the mother’s poor health. Global 
concern over this situation was reflected in the 
United Nations Millennium Development Goals 
(MDGs), which included a pledge to reduce the 
maternal mortality ratio by three quarters and the 
under-five mortality rate by two thirds by the year 
2015. To reach these goals, countries need to 
provide the best possible care during pregnancy 
and childbirth, by strengthening health systems 
and services and applying the most cost-effective 
interventions.

Research activities
HRP’s research programme in the area of maternal 
and perinatal health is focused essentially on 
research in developing countries that addresses 
the needs of those countries, and that supports 
efforts to strengthen their health systems. 
The programme has four specific objectives: 
(i) to generate evidence of the effectiveness 
of interventions; (ii) to stimulate fundamental 
research on outstanding obstetric problems of 
global importance; (iii) to improve knowledge of 
the burden of leading causes of maternal and 
newborn mortality and morbidity; and (iv) to 
promote the implementation of research results 
in national programmes.

Some of the highlights of HRP’s work in this area 
in 2004–2005 are described below.

Preventing and treating pre-eclampsia
Pre-eclampsia is a little-understood disorder of 
pregnancy, characterized by high blood pressure, 
excessive protein in the urine, gastric pain, swollen 
limbs, headache and visual disturbances. In about 
one case in 200, pre-eclampsia progresses to 

eclampsia, which is marked by convulsions and 
can be fatal. In addition, up to 12% of infants born 
to mothers with pre-eclampsia die before the age 
of one month. HRP is involved in various initiatives 
aimed at improving the prevention and treatment 
of the condition.

• The Global Programme to Conquer Pre-
eclampsia/Eclampsia, which was launched in 
2002, is a comprehensive research and service 
programme involving a network of institutions in 
developed and developing countries. It is based 
on the use of systematic reviews and the elu-
cidation of priority areas for research. Several 
systematic reviews – on etiological theories, 
screening methods and treatment options for 
pre-eclampsia – were published in 2004–2005. 
The evidence was also widely distributed using 
the WHO Research to Practice Series and The 
WHO Reproductive Health Library.

• A trial to assess the protective effect of calcium 
supplements during pregnancy was carried out 
on 8338 women and their offspring in Argen-
tina, Egypt, India, Peru, South Africa, and Viet 
Nam. The results suggest that calcium supple-
mentation has a protective effect on the risk of 
severe pre-eclamptic conditions and preterm 
delivery among women under 20 years of age, 
and can reduce maternal and neonatal morbid-
ity and mortality.

© WHO/J. Khanna
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• A multicentre trial is under way to determine 
whether the incidence of pre-eclampsia can be 
reduced by giving 1000 mg of vitamin C and 
400 IU of vitamin E daily to high-risk women, 
from the second trimester onwards. The United 
Kingdom component of the trial has been com-
pleted and data are being analysed. In addi-
tion, more than 900 women have so far been 
recruited to the study in India, Peru, South 
Africa and Viet Nam. 

Mapping maternal and perinatal ill-health
A global survey has been initiated to assess 
the relationship between burden of disease and 
services provided in the area of maternal and 
perinatal health. The first phase of the survey, 
involving Africa and Latin America, was completed 
in 2005, and included nearly 250 hospitals and 
some 180 000 deliveries. Eventually, a global 
network of institutions will be created, to monitor 

maternal and perinatal health services throughout 
the world. The countries that participated in the 
survey are shown in Fig. 2.1.

Revisiting the WHO Antenatal Care Trial
The WHO Antenatal Care Trial, which was 
conducted between 1996 and 1998 and involved 
over 40 000 women in four countries, generated 
a tremendous amount of data. In 2004, the data 
were reanalysed to study the epidemiological 
characteristics and risk factors for preterm 
delivery, impaired fetal growth and pre-eclampsia, 
as well as the cut-off points for anaemia in 
pregnancy. It was found that neonatal outcome 
in preterm deliveries varied according to clinical 
presentation, other pregnancy complications, and 
gestational age at delivery. Further, the analysis 
showed that the risk factors and outcomes for 
impaired fetal growth and pre-eclampsia may be 
different.

Fig. 2.1. Countries that participated in the global survey of maternal and perinatal health 
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Box 2.1. Finding out what works

Between 1990 and 2000, there was a 
significant reduction in maternal and neonatal 
mortality in Chile. HRP is collaborating with 
the Chilean Ministry of Health to document 
the factors that led to this. Data on some three 
million pregnancies have been analysed to 
identify the most cost-effective interventions. 
The study showed a 40% reduction in neonatal 
mortality rates in the decade 1990–2000.

Disseminating research results
If the potential benefits of research are to be 
fully realized, the results need to be made 
widely available, not only in major peer-reviewed 
journals, but also through other channels that 
reach different target audiences. The practical 
implications of research results, for example, 
need to be communicated to health practitioners, 
policy-makers and others in a position to influence 
health practice. With this in mind, RHR produces 
specifically designed materials in its series 
“From Research to Action”; these materials are 
distributed throughout the world, with the aim of 
facilitating the translation of research results into 
clinical and public health practice. During 2004, 
two new packages, on nutrition in pregnancy, and 
on pre-eclampsia and eclampsia, were added to 
the series. 

RHR, in collaboration with the newly established 
Department of Making Pregnancy Safer, also 
produces a series of discussion papers under 
the title “Moving towards Universal Coverage”, 
in which current evidence on initiatives towards 
universal coverage is reviewed (see section on 
“Maternal and newborn health and poverty” on 
page 13). Emphasis is given to the implications 
for health programmes and health systems of 
expanding coverage of health services for women, 
babies and children.

Box 2.2. Stimulating international 
collaboration

HRP is ideally placed both to coordinate 
large-scale multicentre trials, and to mobilize 
support and resources for international 
initiatives to conduct fundamental research in 
areas of global importance for maternal and 
perinatal health.

• A multicentre, randomized, placebo-con-
trolled trial to evaluate the effectiveness of 
a one-day versus a seven-day course of 
nitrofurantoin for the treatment of asymp-
tomatic bacteriuria in pregnancy started in 
2004. Almost 17 000 women have so far 
been screened, and nearly 400 recruited 
to the study. It has been found that up to 
5% of pregnant women have asymptom-
atic bacteriuria.

• A multicentre, randomized, placebo-con-
trolled trial to evaluate the effectiveness 
of misoprostol in the treatment of postpar-
tum haemorrhage, in addition to injectable 
uterotonics, started in July 2005. A total 
of 1400 women will be recruited in five 
collaborating centres over a period of 18 
months.

• The Preterm Birth and Genetics Interna-
tional Alliance (www.pregenia.org) seeks 
to identify gene variants related to the risk 
of preterm birth, with the ultimate aim of 
developing methods to identify women at 
risk, and provide appropriate and timely 
care.

• The Initiative for Research and Develop-
ment to Improve Maternal and Newborn 
Health seeks to engage investigators, 
donors, and other key stakeholders in a 
collaborative process aimed at developing 
a new focus on research to improve mater-
nal and newborn health systems globally. 
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Support for national programmes2 
RHR’s support to national programmes includes 
the production of guidelines and tools for use in the 
formulation of policies and delivery of services, as 
well as support for the development of strategies. 

Guidelines and tools
• Integrated Management of Pregnancy and 

Childbirth (IMPAC) is a comprehensive set of 
manuals and guidelines providing guidance 
on improving maternal and newborn health. 
The clinical guidelines series was completed 
in 2004 with the publication of two practice 
guides: Pregnancy, childbirth, postpartum and 
newborn care: a guide for essential practice 
(PCPNC) and Managing newborn problems: a 
guide for doctors, nurses and midwives (MNP). 
These two guides, as well as Managing com-
plications in pregnancy and childbirth: a guide 
for midwives and doctors (MCPC), have been 
endorsed by the United Nations Children’s 
Fund (UNICEF), the United Nations Population 
Fund (UNFPA), the World Bank, the Interna-
tional Federation of Gynecology and Obstetrics 
(FIGO) and the International Confederation 
of Midwives (ICM). The MNP has also been 
endorsed by the International Pediatric Asso-
ciation (IPA). 

 MCPC and PCPNC have been translated into 
143 and eight4 languages, respectively. They 
have been adapted for use by a number of 
countries, notably in WHO’s Western Pacific 
and South-East Asian Regions. MNP has been 
translated into three5 languages.

• The document Standards for maternal and 
neonatal care, which is complementary to the 
clinical guidelines, provides recommendations 

for policy-makers and programme manag-
ers on clinical and health system issues. The 
recommendations are in the form of evidence-
supported statements on the cost-effective-
ness and feasibility of interventions. There are 
also descriptions of actions that can be taken 
to implement the standards and indicators that 
can be used to monitor and evaluate them. 
Thirty-two clinical standards for maternal and 
neonatal care have been completed and peer-
reviewed, and the evidence for them graded.

• Beyond the numbers: reviewing maternal deaths 
and complications to make pregnancy safer 
was published in 2004. This guide describes 
a range of approaches to the investigation of 
maternal deaths and “near misses”, and pro-
vides guidance on the selection of appropriate 
approaches in different settings and circum-
stances. The launch of the guide was accom-
panied by a training workshop. Work is under 
way in countries in all regions to develop practi-
cal approaches based on the guidance in this 
document.

 • The midwifery training modules were updated 
and expanded, to bring their advice into line with 
the MCPC. The series now includes a full mod-
ule on the management of incomplete abortion 
and care after an abortion. The foundation mod-
ule for midwives working in the community has 
been substantially revised to include more ele-
ments on HIV/AIDS and human rights as well 
as ensuring that guidance in the community 
profiling section is in accordance with Beyond 
the numbers. Copies on CD-ROM have been 
made available to Afghanistan, Nepal and 
Sudan to aid in their development of a curricu-
lum for midwives. Translation into French has 
been completed, and a Portuguese version is 
in preparation.

Developing regional strategies
In 2005, ministers of health in the African Region 
approved a strategy to accelerate progress in 
maternal and perinatal health. The strategy 
document, prepared by the WHO Regional 
Office for Africa, was endorsed by 15 partners, 
including UNICEF and UNFPA, and adopted by 
17 countries.

2 This section covers the Department's programme support activities 
in the area of maternal and perinatal health for 2004 only. In January 
2005, this area of work became the responsibility of the newly created 
WHO Department of Making Pregnancy Safer.

3 Arabic, Bengali, Chinese, Farsi, French, Hindi, Bhasa Indonesia, 
Laotian, Mongolian, Pashto, Portuguese, Thai, Urdu, and 
Vietnamese.

4 Arabic, Bengali, Farsi, French, Hindi, Pashto, Spanish and 
Vietnamese.

5 Bengali, Bhasa Indonesia, and Mongolian; French and Spanish 
language versions are in preparation.
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In the Americas, the regional strategy for 
reducing maternal mortality and morbidity, which 
was approved in 2002, is being implemented. 
A regional meeting of representatives from 
ministries of health was held to disseminate the 
key interventions, analyse advances, and discuss 
challenges facing the implementation of the 
strategy at regional and country levels. 

The role of individuals, families and 
communities
In recognition of the important role that can be 
played by individuals and communities in improving 
maternal and neonatal care, the Department 
prepared a strategy paper, Working with 
individuals, families and communities to improve 
maternal and newborn health, which proposes a 
framework for the development of interventions 
to encourage and facilitate the involvement of 
these key constituencies. A number of countries 
are now focusing attention on this component of 
national strategies, and work has begun in three 
regions, as outlined below.

• The Americas. A regional meeting was held in 
Ecuador to discuss models of antenatal care 
including strategies to increase access to, 
and use of, services during pregnancy and to 
improve support and care in the home and in 
the community. National meetings were held in 
Bolivia and the Dominican Republic. 

• Europe. A national workshop on improving fam-
ily and community practices in maternal, new-
born and child health was held in the Repub-
lic of Moldova. The workshop recommended 
the formation of a national working group to 
oversee planning, implementation, monitoring 
and evaluation of activities in this area. Subse-
quently, a national group was formed and the 
national strategy was revised to include a com-
ponent for addressing activities at the house-
hold and community levels.   

• Africa. A 2-day meeting organized by the WHO 
Regional Office for Africa discussed the need 
for a more strategic and coordinated approach 
to improving the health of mothers and chil-
dren, including engaging communities and 
addressing barriers to the use of skilled care 

by women. The RHR document (Working 
with individuals, families and communities to 
improve maternal and newborn health) and a 
regional framework were presented to coun-
tries.  AFRO is providing follow-up support to 
countries to further their plans to strengthen 
capacities and to implement a comprehensive 
approach to health care for mothers and neo-
nates in Angola, Burkina Faso, Mozambique, 
Nigeria, and the United Republic of Tanzania.

Maternal and newborn health and poverty
Women living in poverty are likely to bear the 
greatest burden of ill-health related to pregnancy, 
either because they cannot afford to pay for 
services, or because they have little or no access 
to health-care facilities. To bring together existing 
evidence on the relationship between poverty and 
maternal and newborn health, 28 comprehensive 
reviews were undertaken. These reviews document 
the impact of strategies for alleviating poverty on 
maternal and neonatal health, survival and social 
development in general. The first eight papers were 
reviewed at a meeting in December 2004.

A global database on maternal and newborn 
health and poverty was developed in collaboration 
with WHO’s Cluster on Evidence and Information 
for Policy. The database will form the basis for 
recommendations for maternal and newborn 
health programmes at national level. 

Box 2.3. Promoting skilled attendance at 
birth

Making pregnancy safer: the critical role of 
the skilled attendant, a joint statement by 
WHO, ICM and FIGO, was endorsed by the 
International Council of Nurses in 2004. This 
endorsement joins those of all relevant UN 
agencies and the World Bank, and is important 
as countries start to report on the percentages 
of births attended by a skilled attendant in the 
context of the MDGs.  The document defines 
clearly who are considered to be skilled 
attendants, what skills they should have, and 
how they should be trained and supported. It 
is especially aimed at countries where fewer 
than 85% of births are currently attended by 
skilled personnel.
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CHAPTER 3. CONTROLLING SEXUALLY TRANSMITTED AND 
REPRODUCTIVE TRACT INFECTIONS

Sexually transmitted infections (STIs) and 
reproductive tract infections (RTIs) are 
responsible for considerable ill-health throughout 
the world, both directly and by increasing the risk 
of transmission of human immunodeficiency virus 
(HIV) infection. Each year, there are an estimated 
340 million new cases of curable STIs, as well 
as many millions of incurable viral STIs, including 
some 5 million new HIV infections.

In the 1980s, the prevention and treatment 
of STIs were identified as one approach to 
controlling the HIV epidemic. As antiretroviral 
treatment of people with HIV/AIDS acquires a 
higher profile, it is important not to lose sight of 
the continuing need for prevention, of which STI 
and RTI control is a key component. In addition, 
sexual and reproductive health services offer an 
opportunity to provide counselling and advice on 
HIV prevention.

Research activities
HRP’s work in this area focuses on developing 
chemical and mechanical barriers to STI 
transmission, testing the safety and effectiveness 
of highly active antiretroviral therapy in preventing 
mother-to-child transmission (MTCT) of HIV, and 
improving understanding of the epidemiology of 
STIs and RTIs.

Female condoms
Condoms are currently the only generally available 
means of protection against STIs, including HIV. 
The female condom, which was introduced in the 
early 1990s, is gaining in popularity and has the 
advantages that it can be inserted several hours 
before intercourse and is controlled by the woman. 
However, more information is still needed on 
whether female condoms are as effective as male 
condoms in protecting against both pregnancy 
and STIs.

• A study to evaluate the contraceptive effec-
tiveness of the female condom in comparison 
with the male condom was conducted in family 
planning clinics in Chengdu (China), Sagamu 
(Nigeria), Panama City (Panama), and Durban 
(South Africa). Women aged between 18 and 
39 years were provided with male or female 
condoms, according to their choice, and fol-
lowed up for a total of twelve months. The 
results are summarized in Table 3.1. The over-
all 6-month life-table probabilities of pregnancy 
were not significantly different for the male and 
female condoms. However, 6-month probabili-
ties of discontinuation for reasons other than 
pregnancy were significantly higher among 
women who relied on the male condom. This 
was mainly attributable to the high drop-out 
rate among this group in Durban.

Table 3.1. Pregnancy and discontinuation rates by pattern of condom use

Pattern of  
condom use

Number of 
women

Time in study 
(woman‡ 
years)

Number of 
pregnancies

Cumulative 6-month 
pregnancy rate  
(95% confidence interval)

Cumulative 6-month 
discontinuation rate for  
reasons other than pregnancy  
(95% confidence interval)

Male condom 393 215.7 10 2.9 (0.9‡4.9) 35.1 (30.2‡40.1)

Female condom 455 283.6 8 1.8 (0.5‡3.1) 19.3 (15.4‡23.2)

Mixed use 112 90.4 0 0

Total 960 589.7 18
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• As part of preparations for a study among sex 
workers in Johannesburg, South Africa, a pilot 
feasibility study was completed to determine 
whether female condoms are as effective as 
male condoms in preventing exposure to sexu-
ally transmitted pathogens. In the main study 
women will take self-collected vaginal swabs 
before and after intercourse, and used con-
doms will be assessed for the presence of STI 
organisms in the ejaculate. The pilot feasibility 
study compared the performance of self-col-
lected swabs with that of vaginal and cervi-
cal swabs collected by a doctor. The self-col-
lected swabs showed a sensitivity of 100% for 
chlamydia and gonococci, but only 86.6% for 
Trichomonas. Respective specificities for swabs 
collected by a doctor were 99.7%, 99.7% and 
99.6%. The women found the self-collection of 
swabs acceptable.

Microbicides
Microbicides that can be applied in the vagina to 

prevent the transmission of HIV and other STIs 
are urgently needed. There are as yet 

no such microbicides available  
for general use, 
although five products 

are undergoing Phase III 
clinical evaluation.

A new generation of 
microbicidal products is 

under development. These are 
antiretroviral (ARV) agents with 

poor systemic absorption, which 
can be applied in the vagina to inhibit 

local viral replication. Such products pose safety 
concerns beyond those of other microbicides 
currently undergoing clinical testing, particularly 
the potential to select for resistant virus if used 
by someone with an established HIV infection, as 
well as the potential for transmission of resistant 
virus. A technical consultation meeting was held 
in 2004, in collaboration with the United States 
Centers for Disease Control and Prevention and 
the International Partnership for Microbicides, to 
review the implications of the possible selection 

of drug-resistant virus and the types of safety 
studies needed to address these issues. Some key 
conclusions from the meeting were as follows.

• If ARV microbicides are used by women with 
established HIV infection, they are likely to 
select for resistant HIV. Although the clinical 
significance of this selection is unknown, it 
could compromise the future use of antiretrovi-
ral therapy (ART) in these women. 

• No special safety tests are required for this 
new class of products, beyond those usually 
performed for microbicidal products.

• Initially, ARV microbicides are likely to be avail-
able only on prescription, for use by women not 
infected with HIV. The additional infrastructure 
needed to test women for HIV before prescrib-
ing the product may limit their accessibility.

Preventing mother-to-child transmission of 
HIV
Single-dose nevirapine is widely used in 
developing countries to prevent mother-to-
child transmission of HIV. This regimen has the 
advantage of simplicity, but it is less effective 
than more intensive combination regimens. In 
collaboration with research teams from Belgium, 
France, and the USA, HRP is coordinating a study 
in three sites in Africa to determine the optimum 
regimen of antiretrovirals used in late pregnancy 
and during the first six months of breastfeeding to 
preserve the health of the mother, minimize side-
effects, and reduce the risk of MTCT. 

The Kesho Bora project (“A better future” in 
Swahili) is a cohort study of pregnant women 
who are infected with HIV and who have been 
identified during late pregnancy; they are offered 
antiretroviral treatment or prophylaxis according 
to the stage of their disease and CD4+ count. 
Women who require treatment for their own 
disease (because they are symptomatic or have a 
CD4+ count less than 200 cells/mm3) are offered 
triple-combination antiretroviral treatment, which 
is continued as long as required for their own 



17

Chapter 3: Controlling sexually transmitted and reproductive tract infections

health. Women with early stage disease (CD4+ 
count greater than 500 cells/mm3) are offered a 
short-course regimen during the last month of 
pregnancy.

Women with intermediate-stage disease are 
enrolled in a nested randomized controlled 
trial comparing triple-combination antiretroviral 
prophylaxis started late in pregnancy and 
continued for a maximum of six months during 
breastfeeding with a short-course prophylaxis 
regimen. All infants in the cohort study and the 
nested trial receive a single dose of nevirapine 
within 72 hours of birth. The women and their 
infants will be followed for two years. 

The study will address key issues of acceptability, 
safety and effectiveness, as well as the impact of 
the triple-combination antiretroviral prophylaxis 
on the rate of MTCT. It responds to the critical 
question of safe breastfeeding by women infected 
with HIV, and makes an explicit link between 
MTCT prevention and care of the HIV-infected 
mother and her family.

Study instruments were developed and pilot-
tested in 2004, and a comprehensive training 
course was organized for the study teams. Three 
sites – Bobo-Dioulasso (Burkina Faso), and 
Mombasa and Nairobi (Kenya) – are currently 
recruiting participants.

Epidemiology of STIs
The lack of data regarding the prevalence and 
etiology of STIs limits the effectiveness and 
efficiency of prevention and care programmes. 
This is a particular concern in the WHO South-
East Asian and Western Pacific Regions. HRP 
has thus supported studies in China, Indonesia, 

Lao People’s Democratic Republic, Mongolia, 
and Myanmar to assess STI and RTI prevalence, 
in facilities that provide sexual and reproductive 
health services and in the community.

Pelvic infection following induced abortion
The incidence and risk factors for pelvic infection 
following surgical abortion are being examined in a 
multicentre case–control study in eight countries. 
The study is nested in a randomized double-
blind trial to evaluate the effect of misoprostol 
prior to vacuum aspiration on the incidence of 
complications. The nested study aims to: (i) 
measure the incidence of post-abortion pelvic 
inflammatory disease (PID); (ii) identify risk factors 
for the development of post-abortion PID; and (iii) 
assess the relative contribution of the identified 
risk factors to the overall risk of post-abortion PID. 
A total of 3149 women from ten centres have been 
enrolled in the study, and vaginal and cervical 
samples have been collected for examination for 
STIs and RTIs.
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Support for national programmes
RHR acts on a number of fronts in support of 
national programmes aimed at preventing and 
treating STIs and RTIs, including: formulating 
relevant and applicable strategies for STI 
prevention and control, and advocating for their 
adoption by all stakeholders; preparing and 
disseminating practical guidance and tools for 
use in countries; and developing consensus 
statements on controversial issues in the field. 

Global strategy
A draft Global strategy for the prevention and 
control of sexually transmitted infections was 
prepared for presentation to the 117th meeting 

of the WHO Executive Board in January 2006. 
The strategy, which takes into account regional 
epidemiological variations, recommends a mix 
of interventions depending on the setting, and 
highlights the importance of the links between 
STIs and HIV transmission, and between STIs 
and sexual and reproductive health. The draft 
strategy is currently being translated into Arabic, 
Chinese, French, Spanish and Russian. 

An advocacy brochure has also been developed, 
summarizing the key elements of the strategy, the 
main reasons to invest in STI prevention and control 
and the opportunities for synergies between STI 
prevention and control, sexual and reproductive 
health, and HIV prevention and care programmes. 

Box 3.1. Eliminating congenital syphilis

In 2004, RHR developed a draft strategy and advocacy document on the elimination of congenital 
syphilis. The four pillars of the strategy are:

• to develop political commitment and advocacy;

• to increase and improve access to maternal and neonatal health services;

• to screen and treat pregnant women according to prevalence and resources; and

• to monitor and evaluate the implementation and effectiveness of the strategy. 

The document was considered by a technical consultation in December 2004, which recommended 
as an achievable intermediate goal a reduction in the incidence of congenital syphilis by 90% in at 
least four countries by 2009. Discussions are now under way on screening strategies, and on the 
indicators to be used for surveillance, and for monitoring and evaluation of control efforts.

Box 3.2. Ensuring access to drugs for STIs

In many developing countries, access to modern drugs for the treatment of STIs is a problem: 
even if they are available, the drugs are often so expensive that they are beyond the reach of many 
people. In October 2004, RHR, in collaboration with the WHO Regional Office for Africa, convened 
a consultation aimed at improving a.ccess to STI drugs in the African Region. The consultation was 
attended by 27 participants from 16 countries, as well as a number of international partners, and 
made a series of recommendations to governments and international agencies aimed at increasing 
access to appropriate drugs.

In parallel, RHR prepared applications for the inclusion of cefixime (for the treatment of uncomplicated 
anogenital infections caused by Neisseria gonorrhoeae) and the retention of spectinomycin in the 
WHO Model List of Essential Medicines. The applications were accepted in 2005. The addition 
of cefixime is important because it is highly effective in a single oral dose and has limited side-
effects. The retention of spectinomycin, which is also used for treatment of gonococcal infection, 
was recommended because treatment options for gonorrhoea are shrinking as the bacteria develop 
resistance to a number of drugs.
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Guidelines and tools
To be effective, services for the prevention and 
management of STIs and RTIs need to be of high 
quality, culture- and gender-sensitive, and non-
stigmatizing. In support of this, RHR develops 
and promotes guidelines and tools dealing with 
the control, prevention and management of 
STIs and RTIs in various settings and among 
different populations. The guidelines reflect a 
comprehensive view of STI and RTI prevention and 
control, which goes beyond clinical management 
to address population-level factors that affect 
sexual and reproductive health.

• Guidelines for the management of sexually 
transmitted infections provides treatment pro-
tocols and flowcharts for STI management. A 
total of 15 000 copies of these guidelines have 
been printed in English in 2004–2005, and dis-
seminated through various channels. Transla-
tions into French, Portuguese and Spanish have 
been completed. The related training modules 
have been finalized and translated into French 
and Spanish, and an interactive self-learning 
CD-ROM is being compiled.

• Sexually transmitted and other reproductive 
tract infections: a guide to essential practice 
describes a comprehensive approach to STI 
and RTI management, adapted to meet the 
needs of clients 
attending sexual 
and reproductive 
health facilities. The 
English version was 
published in 2005; 
the guide has been 
translated into Chi-
nese and French, 
and Portuguese, 
Russian and Span-
ish versions are in preparation. A draft of an 
adaptation guide, for use by countries in cus-
tomizing the advice to their particular situation, 
has been prepared.

• RTI/STI programme guidance tool is an action-
oriented tool aimed at helping programme 
managers identify the information they need 
to make decisions on the interventions most 

appropriate in the local context. Based on the 
Strategic Approach (see Chapter 7, pages 
38‡40), it comprises two documents: a set of 
seven modules outlining the implementation of 
the tool and assessment of its impact; and a set 
of three modules describing the experiences of 
Brazil, Ghana, and Latvia in implementing the 
guide. 

• Comprehensive cervical cancer control: a guide 
for essential practice describes activities to be 
implemented at dif-
ferent levels of the 
health-care system, 
and covers anatomy 
and physiology, pre-
vention, counselling 
and health education, 
screening, treatment 
and palliative care. 
Early drafts were 
reviewed by some 
50 experts, and final 
editing was under way at the end of 2005.

Preventing mother-to-child transmission of HIV
With the rapid expansion in availability of 
antiretroviral drugs in low-resource settings, 
there has been a need to reassess WHO’s 
recommendations on the selection of drugs 
used to prevent MTCT of HIV. In February 2004, 
RHR, in collaboration with the Department of 
HIV/AIDS, convened a technical consultation to 
review scientific and programmatic developments 
in MTCT prevention. The consultation’s 
recommendations were published in 2004.

In May 2004, RHR, together with the Department 
of HIV/AIDS and UNFPA, convened a high-
level consultation to consider the opportunities 
for linkages between family planning services 
and programmes to prevent MTCT of HIV. 
The consultation concluded with the “Glion 
Call to Action on Family Planning and HIV/
AIDS in Women and Children”, which calls on 
governments, United Nations agencies, donors 
and civil society to strengthen efforts to prevent 
MTCT of HIV, including better integration of family 
planning services with MTCT services. 
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CHAPTER 4. PREVENTING UNSAFE ABORTION

Unsafe abortion – defined as a procedure for 
terminating an unwanted pregnancy either by 
persons lacking the necessary skills or in an 
environment lacking minimal medical standards 
or both – results in the deaths of 68 000 women 
every year and leaves an additional five million 
temporarily or permanently disabled. Yet unsafe 
abortions are entirely preventable: they are a result 
of unmet need for family planning, contraceptive 
failure, a lack of information about contraception, 
and restricted access to safe abortion services.

As noted in WHO’s global strategy on 
reproductive health, adopted by the 57th World 
Health Assembly in May 2004: “As a preventable 
cause of maternal mortality and morbidity, unsafe 
abortion must be dealt with as part of the MDG on 
improving maternal health and other international 
development goals and targets.” The Programme’s 
work in this area responds to this call, as well 
as to the recommendations of the International 
Conference on Population and Development in 
1994, which urged countries and organizations 
to address the health consequences of unsafe 
abortion and to ensure that, in circumstances in 
which abortion is not against the law, it is provided 
safely. 

Box 4.1. The size of the problem

The fourth edition of Unsafe abortion: global 
and regional estimates of the incidence of 
unsafe abortion and associated mortality in 
2000 was published in 2004. Estimates indicate 
that 19 million unsafe abortions take place each 
year, i.e. approximately one in ten pregnancies 
ends in an unsafe abortion. Almost all unsafe 
abortions take place in developing countries.

The print version of this document has been 
distributed in some 4000 copies, while over 
9000 copies have been downloaded from the 
Programme’s Internet web site.

The Programme focuses on four main areas of 
work: (i) generating evidence on the prevalence 

of unsafe abortion and practices; (ii) developing 
improved techniques and interventions for safe 
abortion; (iii) translating evidence into norms, 
tools and guidelines; and (iv) assisting countries 
to develop programmes and policies aimed at 
reducing unsafe abortions and increasing access 
to safe abortion and high-quality post-abortion 
care.

Surgical abortion by mid-level workers
Even in countries where legislation permits early 
termination of pregnancy, access to safe services 
is often restricted because of limited resources, 
including a shortage of trained personnel. To 
assess whether abortion can be safely provided 
by trained mid-level health workers (such as 
nurses and midwives), HRP supported a study 
in South Africa and Viet Nam to compare the 
rate of complications and overall quality of care 
received by women having first-trimester abortion 
by manual vacuum aspiration (MVA), performed 
either by physicians or by mid-level providers. The 
results from Viet Nam became available in 2004, 
and those from South Africa in 2005. The rates of 
complications seen in the Vietnamese arm of the 
study are shown in Table 4.1.

The study found that first-trimester MVA abortion 
services provided by trained mid-level health-care 
providers were comparable in safety and efficacy 
to those provided by physicians. The results 
suggest that, with appropriate training and in a 
supportive clinical environment, mid-level health-
care providers can perform first-trimester MVA 
abortions as safely as physicians.

Priming of the cervix with misoprostol
In order to reduce the incidence of complications 
related to vacuum aspiration, WHO recommends 
preparation of the cervix6  before the procedure 
for all women under 18 years of age, nulliparous 
women with a gestation of 9 weeks or more, and 

6 Either hydrophilic dilators or prostaglandins, such as misoprostol, are 
commonly used to prepare the cervix.
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Table 4.1. Number and percentage of women with complications after first-trimester abortion, by 
type of provider, Viet Nam

Indicators
Number (%) procedures 
performed by physician 
(n = 812)

Number (%) procedures 
performed by mid-level 
provider (n = 824)

Number of women with verified complications: 10 (1.2) 10 (1.2)

  Immediate complications  

     Reaction to anaesthesia 1 ( 0.1) 0

  Delayed complications

     Retained products 8 ( 1.0) 9 ( 1.1)

     Infection 1 ( 0.1) 1 ( 0.1)

Number of women reporting symptoms at follow-up:* 57 (7.0) 51 (6.2)

  Abnormal bleeding problem 29 ( 3.6) 19 ( 2.3)

  Abnormal vaginal discharge 20 ( 2.5) 18 ( 2.2)

  Persistent pain or cramps 9 ( 1.1) 12 ( 1.5)

  Raised temperature 4 (0.5) 5 (0.6)

  Sickness, nausea, vomiting 4 (0.5) 4 (0.5)

Distribution of symptoms reported by women at follow-up:

  One symptom 51 (89.5) 45 (88.2)

  Two symptoms 4 (7.0) 5 (9.8)

  Three or more symptoms 2 (3.5) 1 (2.0)

* Six women in each group had more than one symptom

all women with a gestation of 12 weeks or more. In 
practice, however, this is often not done, because 
it increases both the cost and the time needed 
for abortion. In October 2002, HRP launched a 
large, randomized, double-blind multicentre trial 
to test whether routine vaginal administration of 
misoprostol three hours before vacuum aspiration 
would reduce the rate of complications. The 
study involves 4063 women in 14 centres in nine 
countries. The results are expected in 2006.

Medical abortion
Medical abortion offers women an effective 
alternative to vacuum aspiration. HRP’s work 
over the past three decades has contributed 
significantly to the emergence and wide 
acceptance of the current recommended regimen 
of 200 mg of mifepristone, given orally, followed 
36–48 hours later by a prostaglandin – either 0.8 
mg of misoprostol or 1 mg of gemeprost – given 
vaginally. This combination results in complete 
abortion in more than 96% of cases. 

The Programme continues to support research 
to develop improved regimens, and to reduce the 
duration of post-abortion bleeding. 

• A randomized, multinational trial was con-
ducted to test the efficacy and safety of miso-
prostol-only regimens for first-trimester abor-
tion. The study, which took place in 11 centres 
in six countries, looked at the effectiveness of 
up to three 0.8 mg doses given vaginally or 
sublingually at 3-hour or 12-hour intervals. It 
was found that vaginal and sublingual admin-
istration of three doses had similar efficacy if 
given at 3-hour intervals. However, if the interval 
was 12 hours, vaginal administration was sig-
nificantly more effective than sublingual admin-
istration. Women reported more side-effects 
after sublingual administration. This study was 
the first ever to compare sublingual and vaginal 
administration of misoprostol, as well as two 
alternative intervals between doses. Misopro-
stol alone is not as effective as the sequential 
mifepristone-misoprostol regimen. However, 
where mifepristone is not available, the three 
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misoprostol regimens (excluding the sublingual 
12-hour administration) can be recommended.

• A second multinational trial, conducted in seven 
countries, involved 681 women who requested 
legal termination of pregnancy at 14–20 weeks’ 
gestation. The women received up to five doses 
of misoprostol, either vaginally or sublingually, 
at intervals of three hours. An interim analysis 
of 607 women in 2004 suggested that vaginal 
administration was more effective, although 
most women preferred sublingual administra-
tion. There was no significant difference in the 
occurrence of side-effects in the two groups.

• A randomized, double-blind trial was carried 
out in 13 centres in nine countries to deter-
mine whether 100 mg of mifepristone is as 
effective as 200 mg when given in combination 
with misoprostol, at an interval of either 24 or 
48 hours. The clinical phase of the trial, which 
includes 2184 women, was completed in 2005. 
The data are currently being analysed to com-
pare the four regimens for effectiveness, side-
effects, and duration of bleeding.

Box 4.2 A practical guide for service 
providers

An international consensus conference on 
medical abortion was organized by HRP in 
November 2004. Participants reviewed the 
scientific evidence on medical abortion and 
drafted a guide for service providers, in the 
form of questions and answers on a range of 
practical issues, covering legal and regulatory 
matters, service delivery, recommended 
regimens, pre-abortion assessment of the 
client, and post-abortion care. The guide, 
entitled Frequently asked questions on 
medical abortion, has now been finalized 
and is expected to be published in 2006. 

Technical support to countries
The Programme has assisted a number of 
countries, at their request, to assess the quality 
of their abortion services, and to follow up on the 
findings of the assessment.

• Mongolia. Following the HRP-supported 
national strategic assessment in 2003, a proj-
ect was started to develop, test, and scale up 
comprehensive abortion care in the country. A 
baseline survey, conducted in 2004, identified 
the need to improve both infrastructure and 
skills. A workshop to train trainers in comprehen-
sive abortion care was conducted in November 
2004. Norms and standards for abortion care 
have been approved, and national dissemina-
tion was planned for January 2006. Manual 
vacuum aspiration has been widely introduced 
for early abortion and, following the registration 
of mifepristone and misoprostol, providers have 
been trained in the use of medical abortion for 
both first- and second-trimester termination of 
pregnancy. To date the project has trained over 
100 gynaecologists, nearly one-third of those 
in the country, and three regional model train-
ing centres are currently being established.

• Romania. In 2004, the Reproductive Health 
Law was enacted, which mandates the provi-
sion of quality abortion care, the availability of 
medical abortion and the routine use of MVA 
rather than dilatation and curettage. The Min-
istry of Health and Family has promulgated 
national standards and guidelines for abortion 
care, and developed a proposal for a project 
to test a model of comprehensive abortion and 
post-abortion care. In the meantime, the Gov-
ernment is giving priority to expanding contra-
ceptive services, especially in rural areas.

• Viet Nam. The Comprehensive Abortion Care 
project, launched in 2002–2003, under the 
leadership of Ipas has been expanded through 
training at four hospitals in two provinces. Activ-
ities to introduce medical abortion were started 
in April 2004 with the training of 90 providers 
from central and provincial sites. 

• Republic of Moldova. A strategic assessment, 
focusing on the prevention of unintended preg-
nancy and the quality of abortion and post-
abortion services, was conducted in 2005. A 
proposal for implementing the recommenda-
tions is in preparation. This will include a proj-
ect to test interventions for comprehensive 
abortion care in the public sector, including the 
introduction of MVA and medical abortion.
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• Ghana. HRP provided technical support to a 
strategic assessment of issues related to unin-
tended pregnancy, abortion and post-abortion 
care. Follow-up activities include the develop-
ment of national abortion standards and guide-
lines, and the development and testing of a 
package of interventions for safe, comprehen-
sive abortion care in the public sector, includ-
ing training of both specialists and mid-level 
providers.

Technical and policy guidance
The guide, Safe abortion: technical and policy 
guidance for health systems, published in 2003, 
has been distributed in over 26 000 copies. This 
document is available from WHO in English, 
French, Russian and Spanish, and can be 
downloaded from the Department’s web site 
(www.who.int./reproductive-health/); by December 
2005, the number of downloads exceeded 16 000. 
Polish and Portuguese versions have also been 
prepared.

In June 2004, HRP, in collaboration with the 
WHO Regional Office for Europe, organized 
a regional workshop in Latvia, attended by 
teams from Latvia, Lithuania, the Republic of 
Moldova, the Russian Federation and Ukraine. 
Participants were introduced to the guidance 
document and to the Strategic Approach (see 
Chapter 7, pages 38‡40), and used the material 
as a basis for developing draft proposals for a 
strategic assessment of fertility regulation in their 
countries. All five countries have since finalized the 
proposals; Moldova has implemented the strategic 
assessment, while the remaining countries await 
available funding. 

The guide was also used as a framework 
for developing-country action plans at an 
intercountry workshop organized by HRP, the 
WHO Regional Offices for South-East Asia and 
the Western Pacific, and Ipas. Stakeholder teams 
from Bangladesh, Bhutan, Cambodia, India, 
Indonesia, Maldives, Mongolia, Myanmar, Nepal, 
the Philippines, Sri Lanka, Thailand and Viet Nam 
attended the workshop, and proposals for follow-
up activities have been developed by Nepal, Sri 
Lanka, and Thailand. Bangladesh is planning the 
expansion of its menstrual regulation programme, 

and a strategic assessments is planned in India to 
guide introduction of medical abortion into public 
sector services.

Abortion and fertility decline
Since contraception and abortion are two means 
of regulating fertility, it seems self-evident that 
increased use of contraception will lead to a 
decrease in induced abortion. However, in some 
countries, rising levels of contraceptive prevalence 
have been accompanied by a rise in the number 
of abortions. A document published by HRP in 
2004 – The effects of contraception on obstetric 
outcomes – includes a review of the evidence on 
the relationship between contraceptive use and 
induced abortion. It concludes that, during the 
“fertility transition”, as smaller families become 
the norm, family planning services cannot meet 
the increased demand for contraception, and as a 
result the number of abortions may also increase. 
As fertility rates stabilize, however, increased 
contraceptive use will result in fewer abortions.

Abortion and fertility decline in Togo
A study was conducted in Lomé, Togo, to examine 
the role of abortion in fertility decline. In Togo, as 
in many west African countries, the rate of fertility 
decline is too high to be explained solely by the 
relatively small increase in contraceptive use. 
Abortion is legally permitted in Togo, in order to 
save the life of the woman. Official interpretations 
of this, however, permit abortion on the grounds 
of preserving physical or mental health, and 
in cases of rape, incest or fetal impairment. In 
practice, the decision to terminate pregnancy 
is made by the physician, with the consent of 
the family. A reproductive health survey of 4500 
women aged between 15 and 49 years found that 
25% of sexually active women reported having 
had at least one induced abortion. Among women 
under 25 years of age, 39% of those who had ever 
been pregnant reported having had a clandestine 
abortion, and of these 66% reported complications. 
Reasons for seeking abortion included avoiding 
the scandal of being a single mother, having been 
raped, and not knowing who was the father of the 
child. The study concluded that increasing the 
level of effective contraceptive use would reduce 
the recourse to induced abortion in Lomé.
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CHAPTER 5. GENDER ISSUES, SEXUAL HEALTH AND REPRODUCTIVE 
RIGHTS

The International Conference on Population 
and Development (ICPD), in 1994, defined 
reproductive health as incorporating sexual health. 
However, recently this conceptualization has 
changed, with the recognition that sexual health 
is, in fact, broader and more encompassing than 
reproductive health, and is relevant throughout 
the life span and not only during the reproductive 
years. 

If they are to achieve sexual and reproductive 
health, people must be empowered to exercise 
control over their sexual and reproductive lives, 
and must have access to related health services. 
While these rights, and the ability to exercise 
them, constitute an important value in themselves, 
they are also a condition for well-being and 
development. 

Discrimination against girls and women often 
places them at a disadvantage in terms of decision-
making power, choices and opportunities. In 
some countries, the low level of control that young 
women have over their circumstances has critical 
consequences for their sexual health. They may 
be under severe pressure to marry early, begin 
childbearing immediately, and engage in sexual 
activity as a marital obligation. It is thus clear 
that issues of gender inequality and reproductive 
rights are inextricably intertwined with sexual and 
reproductive health.

Research activities
Generating evidence
There is currently insufficient evidence to allow 
broad recommendations to be made on how 
programmes should deal with sexuality and sexual 
health. The specific cultural context is often cited 
as a reason why good practice in one country 
cannot necessarily be transferred elsewhere. 
HRP is therefore seeking to identify projects or 
programmes where sexuality counselling has 
been successfully integrated into some aspect 
of reproductive health services, examine what 
the elements of success are, and develop health 

systems guidance on the basis of these good 
practices. In 2005, a systematic literature review 
was undertaken to identify primary studies that 
showed or measured the effect of counselling 
programmes in improving sexual health. Several 
of these programmes will be further evaluated, 
and the lessons learned will be distilled into an 
overall guidance document. This project is being 
carried out in collaboration with the Royal Tropical 
Institute of the Netherlands. 

A similar procedure is planned regarding the 
treatment of victims of sexual violence. The 
experiences of several programmes in integrating 
counselling, diagnosis, treatment and referral will 
be evaluated for the elements that led to success. 
This study will be carried out in collaboration 
with the WHO Department of Gender, Women 
and Health, and in conjunction with the London 
School of Hygiene and Tropical Medicine.

Harmful sexual practices
Research initiatives in the area of female genital 
mutilation (FGM) and other harmful sexual 
practices began in 2003. The work aims to develop 
a better understanding of the cultural significance 
of these practices for those who engage in them, 
and to strengthen efforts to eradicate them. 

• A study on the decision-making dynamics 
related to FGM in areas on the Senegal–Gam-
bia border was started in 2005. Preliminary 
results show that the driving factor behind 
the persistence of FGM has been female 
peer pressure. In addition, a growing fear of 
contracting HIV/AIDS through contaminated 
razors appears to be contributing to a dramatic 
increase in the “medicalization” of the practice. 
The second, quantitative phase of the study 
will seek to elaborate on these findings and 
ultimately make recommendations for inter-
ventions to encourage people to abandon the 
practice.

• An operations research study has been 
designed to introduce a combination of commu-
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nity-based interventions that have been shown 
to contribute to the abandonment of FGM. An 
extensive review of interventions has shown 
that activities such as community awareness-
raising, promotion of intergenerational dia-
logue, and other social mobilization activities 
can contribute to behaviour change. The study 
will start in Burkina Faso and Djibouti in 2006.  

• A multicountry study on gender, sexuality and 
vaginal practices is being conducted in Indone-
sia, Mozambique, South Africa and Thailand. 
Qualitative data on the meaning and reasons 
behind various vaginal practices are being col-
lected from women and men aged 18 years and 
older. Preliminary findings from this first phase 
reveal that vaginal practices are more common 
and more varied than expected. In all the study 
sites, a variety of herbal medicines – either 
inserted in the vagina or swallowed – are used, 
both for hygienic purposes and to improve sex-
ual performance. In general, women perceive 
these substances as contributing to tightening, 
cleaning and “closing” the vagina. The aim is, 
thereby, to increase friction during sexual inter-
course, and enhance the “skin-to-skin” contact. 
The most important reason behind these vagi-
nal practices appears to be that women are 
concerned not to lose their marital or sexual 
partner, who is often the source of their social 
and economic security. Other reasons for using 
such medicines include the alleviation of itch-
ing, the reduction of white discharge, and the 
alteration of the size and colour of the genitals.  

 These results are being used to guide the 
design of a quantitative survey to assess the 
prevalence of such practices and their associa-
tion with STIs, to be carried out in 2006. Final 
analysis of the data from both phases will allow 
better targeting of health services and health 
information and prevention messages.

Health and human rights tool
HRP has developed a human rights framework for 
examining laws and policies related to maternal 
and neonatal health entitled Using human rights 
for maternal and neonatal health: a tool for 

strengthening laws, policies and standards of 
care. In 2004–2005, field tests of the tool were 
launched in Brazil, Indonesia and Mozambique. 

In Mozambique, it was found that, although the 
Government has made significant progress 
in reducing maternal and neonatal mortality, 
coverage of antenatal care services is still limited 
and patchy. Pregnant women are often not 
screened for congenital syphilis, a leading cause 
of death among newborn infants. In addition, 
because of logistic and organizational issues, the 
essential medicines package does not include 
a number of potentially life-saving drugs, such 
as oxytocics. These findings will be used to set 
priorities for focusing resources in the next few 
years and to change policies to help resolve some 
of the problems. 

In Brazil and Indonesia, the field tests involved 
a wide spectrum of stakeholders from different 
ministries, civil society organizations, professional 
associations and universities. The results from 
both these tests will be available during 2006.

An evaluation of all three field tests will be 
conducted in 2006, and the instruments and 
processes refined. Possible adaptations of the 
tool to examine laws and policies related to 
adolescent sexual and reproductive health, and 
to HIV and sexual health, are being considered.

Sexual health research course
In 2004, HRP, in collaboration with the Fonds 
Universitaire Maurice Chalumeau of the University 
of Geneva, and the Geneva Foundation for Medical 
Education and Research, developed a sexual 
health research course. This course emphasizes 
the need for biomedical, epidemiological, 
operational and social science research in areas 
related to sexual health to capture both the 
determinants and effects of sexual practices. It 
also aims to teach researchers from developing 
countries how to use and interpret qualitative 
and quantitative data to refine their research 
objectives. Twelve scientists from developing 
countries attended the first six-week course in 
February–March 2005.
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Box 5.1. Documents on sexual health

Three important documents dealing with sexual health were prepared during 2004–2005. 

• Defining sexual health is the report of a technical consultation convened to review and update 
definitions of sexual health and related concepts, identify challenges and opportunities in 
addressing sexual health, and define strategies that countries and regions might adopt in order 
to promote sexual health.

• Integrating sexual health interventions into reproductive health 
services: programme experience from developing countries, pro-
duced in collaboration with the Royal Tropical Institute of the Neth-
erlands, attempts to define the challenges posed by integration 
of sexual health interventions in reproductive health programmes 
and highlights the gaps that remain.

• A conceptual framework for programming in sexual health pro-
vides a basis for understanding and developing programmes that 
include sexuality and sexual health in primary and reproductive 
health-care settings.

Support for national programmes
Training on gender and rights
If countries are to integrate the promotion of 
gender equity and reproductive rights into their 
sexual and reproductive health policies and 
programmes, managers and decision-makers 
need to be equipped with relevant skills and 
tools. RHR, together with various partners, has 
elaborated a training curriculum and course for 
healthcare managers, which integrates gender 
issues and rights analysis into policy development 
and health services planning. Regional centres 
in Argentina, Australia, China and Kenya have 
run the course several times, with support from 
RHR. The course has also been adapted for other 
settings:

• The Kazakhstan School of Public Health ran a 
two-week adapted regional course on gender 
and rights in reproductive health for 23 partici-
pants from six Central Asian countries. RHR 
assisted the School with the adaptation of the 
course, and the Russian version of the curricu-
lum was finalized in 2005. 

• The course was also adapted by the Al Ahfad 
University for Women in Omdurman, Sudan, 
with the help of RHR and the WHO Regional 
Office for the Eastern Mediterranean. A two-
week course was subsequently organized in 
November 2004 for 25 people from Afghanistan 
and Sudan. In 2005, the University organized 
further courses, with participants from Ethio-
pia, Morocco, Nigeria, Sudan, United Republic 
of Tanzania and Yemen, with partial financial 
support from the WHO/UNFPA Strategic Part-
nership Programme. 

• A one-week version of the course, focusing 
more specifically on maternal health, was con-
ducted in Malaysia, in collaboration with the 
WHO Regional Office for the Western Pacific 
and the Malaysian Ministry of Health, with par-
ticipants from ten countries.

• An adapted French version of the course has 
been prepared for use in French-speaking 
Africa. It will be used for a two-week regional 
course in Burkina Faso in 2006, which will be 
conducted in collaboration with two national 
training institutes and partners at the University 
of Geneva, Switzerland.
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Reproductive rights of people living with HIV/
AIDS
In 2004, RHR commissioned six review papers on 
programmes and policies aimed at upholding the 
reproductive rights of people living with HIV. The 
papers covered: sexual health; contraception, 
abortion and fertility; parenthood; health 
providers’ perspectives; perspectives of the users 
of services; and legal, policy and service delivery 
issues. The policy implications emerging from 
these reviews will be compiled and discussed 
at an international consultation in March 2006, 
organized in collaboration with UNFPA and 
Engender Health. Participants will include people 
living with HIV, policy-makers, health programme 
managers, donors and other concerned agencies. 
It is intended that this consultation will lead to the 
development of a guidance document for health 
systems on how best to ensure that women and 
men living with HIV have access to sexual and 
reproductive health services that help them realize 
their reproductive goals, while guaranteeing that 
their human rights are respected, protected and 
fulfilled. 

Collaboration with United Nations treaty 
monitoring bodies
During 2004–2005, RHR continued to prepare 
reports on the sexual and reproductive health 
situation in selected countries, reporting to the 
various United Nations human rights treaty 
monitoring bodies, with special focus on the 
Committee on the Elimination of All Forms of 
Discrimination Against Women (CEDAW). To 
assist in this process, which involves extensive 
consultation with country and regional offices, 
a handbook on CEDAW has been developed 
in collaboration with the WHO Department of 
Gender, Women and Health. This provides 
practical information for WHO staff about how 
the right to health and other health-related rights 
are enshrined in the CEDAW Convention, what 
obligations governments have to implement these 
rights, and how WHO can both contribute to and 
use the process to support its work.  
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Many of HRP’s ongoing studies form part of a 
social science research initiative on adolescent 
sexual and reproductive health, comprising some 
45 projects in 29 countries. These studies continue 
to yield information critical for adolescent sexual 
and reproductive health programmes and policies, 
broadening the provision of quality services, and 
increasing access to services by those who are 
most in need.  

Unintended pregnancy, abortion and decision-
making
• A research project in the South Nyanza region 

of Kenya examined possible explanations for 
poor pregnancy outcomes. The study found 
that about one in five of the adolescent girls 
surveyed had ever been pregnant, and that 
about 8% of the pregnancies had ended in an 
abortion or stillbirth. Pregnancies occurring out-
side of marriage were significantly more likely 
to end in abortion or stillbirth than those within 
marriage. In addition, unintended pregnancies 
were highly likely to result in premature birth. 
One possible explanation for this may be that 
adolescent girls with an unintended pregnancy 
make unsuccessful attempts to terminate it.

• In a project in a poor area of Bangladesh, which 
looked at the sexual and reproductive health 
needs of married adolescents, 72% of young 
women reported being coerced into childbear-
ing soon after marriage. The advantages of 
producing a child reportedly included greater 
social acceptance, increased security in the 
marriage, and greater decision-making power 
in the household. On the other hand, 20% of 
respondents said they had been coerced into 
terminating their first pregnancy, by their hus-
band or parents-in-law, for economic reasons. 
In summary, because of unequal gender and 
power relations, as well as structural, political 
and economic factors, many married adoles-
cent women in this poor community felt obliged 
to comply with decisions made by others. 

CHAPTER 6. PROMOTING THE SEXUAL AND REPRODUCTIVE HEALTH 
OF ADOLESCENTS 

Adolescence – the period between 10 and 19 
years of age – is a time of transition between 
childhood and adulthood, of preparation for the 
roles, privileges and responsibilities of adulthood, 
and of physical and psychological changes 
associated with puberty. In particular, for most 
adolescents, it is the time when they start to 
explore their sexuality and to establish sexual 
relationships. It is, thus, also when they are first 
exposed to the risks of unintended pregnancy 
and sexually transmitted infections, and when 
they need accurate information and support to 
help them make appropriate and healthy choices 
and to enter into equitable and responsible sexual 
relationships.

The sexual and reproductive health needs of 
adolescents differ from those of adults, and remain 
poorly understood and inadequately served in 
many parts of the world. Addressing the needs 
of young people, and promoting healthy sexual 
and reproductive development, maturation and 
behaviour, undoubtedly represent a considerable 
challenge for many countries. HRP seeks to help 
them meet this challenge by supporting research 
relevant to policy and programme development, 
as well as increasing the evidence base on 
the sexual and reproductive health needs and 
perspectives of young people.

Research activities
In many countries, young people are increasingly 
exposed to the health risks associated with unsafe 
sex. Adolescents in general are not well informed 
about sexual and reproductive matters, including 
contraception and sexually transmitted infections 
(STIs), and young women in particular are often 
ill equipped to negotiate safe sex. Misinformation 
and misperceptions, combined with social and 
cultural barriers to services, expose adolescents 
to greater risks of STIs, including HIV infection, 
unintended pregnancy and unsafe abortion.
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Non-consensual sexual experiences
• A study in Nigeria explored the contexts 

in which non-consensual sexual activities 
occurred and assessed the consequences of 
coercion among victims aged 15–25 years. 
It was found that 15% of young women had 
experienced forced sexual intercourse, over 
27% had experienced attempts to force them 
to have intercourse, and 44% reported being 
touched sexually against their wishes. Some 
females, and an even greater proportion of 
males, considered that forced sex was accept-
able when the man had spent a lot of money 
on the woman. Both women and men generally 
agreed that once a woman agrees to be some-
one’s girlfriend, she “should be available for 
sex”. The study also found that rape was used 
as a punishment. Six out of eight women who 
had been raped had not told anyone about it, 
because they were ashamed or afraid of being 
stigmatized or blamed for provoking the inci-
dent. 

 Young men and women who attended a work-
shop in the context of the study reported 
becoming aware of the unacceptability of coer-
cion. The women reported that the workshop 
had empowered them to counteract coercive 
behaviour, while many of the men made com-
mitments not to use force to obtain sex. 

• A study in Goa, India, involving students aged 
14–21 years, looked at coerced sex, psycho-
social outcomes, and relationships with par-
ents. One in three students reported sexual 
abuse and 6% reported being forced to have 
sexual intercourse. The study found that both 
boys and girls suffered negative psychosocial 
effects. However, for girls, the negative psycho-
social effects were reduced if they had a good 
relationship with both parents.

• Sex without consent: young people in devel-
oping countries, a publication based on a 
consultative meeting organized by the Popu-
lation Council (Delhi), Family Health Interna-
tional/YouthNet and HRP, was produced in 
2005. The 23 chapters of the book document 
evidence from a number of pioneering studies 
that sexual coercion is more widespread than 

previously thought, and that perpetrators are 
often well known to the victims. These studies 
report prevalence rates of non-consensual sex 
ranging from 1% to 32% for both boys and girls. 

All chapters also highlight the fact that pro-
grammes and policies rarely take into consid-
eration the effects that such experiences may 
have on the sexual and reproductive health of 
young people.

Services for vulnerable populations
• The Mekong Delta Research Project is look-

ing at the sexual and reproductive health of 
young people who have migrated from rural to 
urban areas in China, Lao People’s Democratic 
Republic, Thailand and Viet Nam. The first 
phase, which has now been completed, sought 
to identify the sexual and reproductive health 
risks faced by the migrants, and the barriers 
preventing them from receiving the informa-
tion and services they need. It was found that 
young men in the four countries had greater 
sexual freedom than young women. The wom-
en’s behaviour was restricted by conventional 
norms, which protect them to some extent from 
sexual and reproductive health risks. However, 
once a couple becomes engaged, it is “accept-
able” for them to have sexual relations – but 
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not for the woman to become pregnant. Social 
norms discourage unmarried people – espe-
cially women – from learning about contra-
ceptive methods, and there is a lack of con-
fidentiality at public hospitals. In addition, the 
young migrants do not necessarily perceive 
themselves as at risk or in need of sexual and 
reproductive health information. The investiga-
tors conclude, nevertheless, that use of ser-
vices would increase if they were made more 
convenient, affordable, and confidential, and if 
providers were trained to deal specifically with 
the concerns of migrant adolescents. A work-
shop was held in January 2005 to present and 
discuss the findings from the four centres, and 
a book based on the study results is in prepa-
ration. In addition, plans have been developed 
for the next phase of the initiative.

Reproductive health services for adolescents
• A project in Shanghai, China, evaluated the 

effectiveness of a youth-friendly intervention 
aimed at promoting the use of contraception 
and condoms among sexually active unmarried 
people aged 15–24 years. After the interven-
tion, which included counselling, lectures, and 
distribution of contraceptives and educational 
materials, participants were 15 times more 
likely than controls to use contraceptives at the 
start of intercourse. Regular contraceptive use 
rose from 34% to 89% (Fig. 6.1). To examine 
whether the effect of the intervention would be 
long-lasting, a supplementary study was car-
ried out in the same area two years later; this 
study confirmed the long-lasting effect of the 
intervention. 

• An operations research project has been under 
way for some time in five French-speaking Afri-
can countries. The project has three phases: 
(i) a baseline survey of adolescents using 
health services and of the quality of services 
offered; (ii) an intervention to address the infor-
mation needs of adolescents, to train service 
providers, or to make services more youth-
friendly; and (iii) a post-intervention survey to 
evaluate effectiveness. The status of the proj-
ect in the five countries at the end of 2005 was 
as follows:

 o Senegal: the project has been completed 
and the final report is available.  The proj-
ect highlighted the need for greater coordi-
nation between all organizations providing 
sexual and reproductive health services to 
adolescents.

 o Guinea: the project has been completed 
and the final report is available. The evalu-
ation highlighted the need for better coor-
dination between organizations providing 
sexual and reproductive health services to 
adolescents, and activities aimed at achiev-
ing this are currently being planned.

 o Cameroon: following the baseline study, 
youth-friendly services are being estab-
lished in two locations and will be compared 
with existing services. This intervention 
phase is expected to last two years.

 o Benin: funds are being sought to implement 
the intervention activities.

 o Côte d’Ivoire: the project has been halted 
because of political instability.

Box 6.1. Guidelines, norms and tools

Almost all RHR’s guidelines include information 
related to the specific needs of adolescents. 
For example, Medical eligibility criteria for 
contraceptive use (see Chapter 1), provides 
guidance on the use of contraceptives by 
women of different age groups, including 
those younger than 18 years. The guidelines 
indicate that these women can safely use most 
hormonal contraceptives or IUDs, but that 
progestogen-only injectable contraceptives 
should not be considered a first choice. They 
also warn that women under 20 years of age 
may require special follow-up when using an 
IUD.

Similarly, the Decision-making tool for family 
planning clients and providers is designed to be 
youth-friendly and client-oriented. It contains 
specific information about counselling young 
clients, and encourages providers to explore 
their concerns. 
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Services in central Asia
In June 2004, a workshop was held in Baku, 
Azerbaijan, with participants from Azerbaijan, 
Bashkordostan, Kazakhstan, Kyrgyzstan, 
Tatarstan, Turkey and Uzbekistan. The aims of 
the workshop were to: (i) discuss the importance 
of adolescent sexual and reproductive health and 
the rights of adolescents, (ii) assess the sexual 
and reproductive health needs of adolescents, 
(iii) identify gaps in knowledge and appropriate 
interventions, and (iv) develop a plan for future 
projects and studies. The major sexual and 
reproductive health problems and challenges in 
the countries were identified. Solutions proposed 
included establishing youth-friendly services, 
providing confidential services, preparing 
educational programmes for students, training 
service providers, and preparing educational 
manuals for parents, teachers and adolescents.

Box 6.2. National policy discussions

• A national seminar was held in Ankara, 
Turkey, to disseminate findings from the 
HRP-supported study on adolescent sex-
ual and reproductive health, and to discuss 
their implications for national policies and 
programmes. Participants developed a list 
of recommendations and drew up a plan of 
action aimed at improving the sexual and 
reproductive health of adolescents in Tur-
key.

• A project in Croatia has led to the creation 
of an interactive Internet web site and a 
number of publications addressing ado-
lescents’ sexual and reproductive health 
needs. A policy brief was also issued and 
widely distributed. A key recommendation 
of the project was that sexual health edu-
cation programmes should be established 
in schools, aimed at emphasizing commu-
nication with parents and peers, question-
ing stereotyped sexual expectations, and 
providing information on negotiating safe 
sex.

Fig. 6.1. Percentage of unmarried young people aged 15–24 years reporting regular contraceptive 
use, Shanghai
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CHAPTER 7. TECHNICAL COOPERATION WITH COUNTRIES

RHR works closely with countries to strengthen 
their capacity to undertake research and 
programme activities in sexual and reproductive 
health, both to respond to national needs and 
priorities, and to contribute to regional and global 
efforts. The work is organized in three main 
areas: research capacity strengthening; policy 
and programmatic issues; and mapping and 
implementing best practices. 

In its research activities, HRP works with a 
network of over 120 institutions in 59 developing 
countries, of which 53 institutions were officially 
designated as WHO Collaborating Centres at the 
beginning of 2004. In 2004, the status of these 
Collaborating Centres was reviewed, as part of 
a WHO-wide effort to ensure that all designated 
centres are, in fact, active and engaged in relevant 
work. As a result of this exercise, nine institutions 
had their designation discontinued.  In 2005, the 
designation process was completed for one of the 
new institutions that had requested designation. 
Thus, in 2005, the HRP network included a total 
of 43 officially designated WHO Collaborating 
Centres.

The WHO/UNFPA Strategic 
Partnership Programme (SPP)
The SPP has been set up as a collaboration 
between WHO and UNFPA, to improve linkages 
between the development of evidence-based 
guidelines and tools, and the implementation of 
recommendations in programmes and service 
delivery. More specifically, the objectives of the 
SPP are:

• to introduce selected practice guides to improve 
sexual and reproductive health, initially in the 
areas of family planning and STI/RTI control;

• to support the dissemination, adaptation and 
adoption of the guidelines in countries; and

• to strengthen technical capacity, by providing 
orientation on new guidance, knowledge-shar-
ing and technical assistance to regional and 
national colleagues.

Five regional workshops, involving 52 countries, 
were held in 2004–2005, with the following 
objectives:

• to review the situation in countries, in terms of 
policies, practices, guidelines, epidemiological 
data and indicators;

• to identify needs in sexual and reproductive 
health, in particular family planning and STI/
RTI management;

• to familiarize participants with evidence-based 
guidelines on these topics from WHO and part-
ners;

• to develop action plans for adoption or adapta-
tion of the guidelines by countries; and

• to identify countries’ needs for technical assis-
tance in implementing these plans.

Following the workshops, 25 countries submitted 
follow-up proposals that were approved for 
financial and technical support in 2005. Each 
country has made its own decisions regarding 
its area of particular focus, and most have 
established coordinating mechanisms, including 
expert working groups. Specific activities are 
described under the regional updates, below. 

Africa and the Eastern 
Mediterranean
In 2004–2005, HRP collaborated with 42 
institutions or research groups in 24 countries 
in Africa and the Eastern Mediterranean. Ten 
institutions received long-term institutional 
development grants or resource maintenance 
grants. These centres were involved in 121 
studies, more than 50% of which were clinical 
research projects, most of them in the areas of 
maternal health or family planning. 

Among its research training activities, HRP 
provided support to an MSc course in biostatistics 
at the University of Ibadan in Nigeria, and 
organized workshops and short courses on various 
themes, including research methods, evaluation 
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of semen, ethics, and research synthesis and 
systematic reviews. A special initiative is under 
way, in collaboration with the Population Council’s 
FRONTIERS Project and the WHO Regional Office 
for Africa, to develop the Centre de Recherche 
sur la Population et le Développement in Bamako, 
Mali, as an operations research training centre 
for francophone Africa. Two training and protocol 
development workshops were held in 2004, with 
teams of programme managers, service providers 
and researchers from a number of countries. Each 
team chose a theme that was a priority for their 
country, and developed a proposal for operations 
research.  

Box 7.1. New capacity-strengthening grants

• The Centre for Reproductive Health of the 
University of Malawi was awarded a long-
term institutional development grant. This 
Centre will carry out research in support 
of the national sexual and reproductive 
health priority programmes, which include 
safe motherhood, adolescent sexual and 
reproductive health, family planning, pre-
vention and management of STIs, RTIs 
and HIV/AIDS, early detection and man-
agement of cervical cancer, elimination of 
harmful practices, and reduction of domes-
tic violence.

• The Department of Obstetrics and Gyn-
aecology at the University of Nairobi in 
Kenya was awarded a service guidance 
centre grant, to promote and support the 
use of evidence-based recommendations 
and best practices throughout the country. 
HRP provided support to the Department 
to expand the use of The WHO Reproduc-
tive Health Library to all provincial hospi-
tals and to introduce the new WHO ante-
natal care model at the Kenyatta National 
Hospital.

Regional networks
The African Reproductive Health Research and 
Training Network seeks to improve reproductive 
health in the region by linking, coordinating, and 
strengthening other reproductive health research 
networks. Membership is open to individuals7  
and institutions involved in research and research 
training activities in reproductive health. In 2004–
2005, the draft constitution was finalized and 
an Executive Group elected. The Network also 
updated its research directory, and developed an 
information leaflet and other materials. 

With the support of HRP, the WHO Regional 
Office for the Eastern Mediterranean has created 
a network for reproductive health research, aimed 
at facilitating the exchange of information and 
experiences both between and within countries.

Regional research activities
• A study in 28 obstetric units in six countries 

investigated the incidence of obstetric compli-
cations in women who had undergone female 
genital mutilation. A total of 28 393 women 
were enrolled in the study: 7171 (25.3%) with-
out genital mutilation; 6856 (24.1%) with type 
I mutilation (excision of the prepuce); 7771 
(27.4%) with type II (excision of the clitoris); 
and 6595 (23.2%) with type III (excision of the 
external genitalia and narrowing of the vaginal 
opening). Analysis of the data was completed 
in 2005. Overall, deliveries to women with FGM 
were significantly more likely to be complicated 
than those to women with no mutilation, and 
the risks appeared to be greater with more 
extensive FGM. A paper has been accepted for 
publication in 2006.

• Project coordinators from Nigeria, Uganda, 
the United Republic of Tanzania, and Zambia 
submitted proposals for demonstration proj-
ects on cervical cancer screening using visual 
inspection with acetic acid (VIA). On the basis 
of these, a generic proposal was developed, in 

7 In countries where there is no local representation of the African 
Reproductive Health Research and Training Network, researchers 
are encouraged to apply for membership in their individual 
capacity.
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collaboration with the African Centre for Popu-
lation and Health, Nairobi, for a demonstration 
project to be implemented in these countries, 
plus Madagascar and Malawi. A meeting of 
project coordinators took place in Nairobi to 
finalize the project proposal and a workshop 
was conducted in Harare to train project coor-
dinators and nurse managers in VIA and cryo-
therapy.

• A study was conducted in seven centres in Nige-
ria to compare the efficacy and side-effects of 
two regimens of levonorgestrel for emergency 
contraception: (i) two doses of 0.75 mg given 
24 hours apart, and (ii) one dose of 1.5 mg. 
A total of 3034 subjects were recruited to the 
study, and data analysis began in April 2005. 
The study is also being used to train research-
ers in good clinical practice, and to develop a 
network of clinical research centres in Nigeria.

The WHO/UNFPA SPP
In Zambia, a complete set of updated guidelines 
on family planning, STI/RTI management, and 
maternal and newborn health have been prepared 
and are ready for dissemination to regions. 
Similar work is near completion in Benin and the 
United Republic of Tanzania. Particular emphasis 
has been given to integrating services for family 
planning and STI management and updating in-
service training curricula, respectively. Cameroon 
and Nigeria, on the other hand, have put a strong 
focus on building consensus on STI management 
and training needs at all health-care levels.

Morocco and Sudan have started to adapt 
guidelines on family planning and maternal and 
newborn health, following a workshop for policy-
makers and programme managers. Orientation 
workshops were conducted in Afghanistan and 
Iraq.

Box 7.2. Reproductive health research 
priorities in Afghanistan

At the request of the Ministry of Health of 
Afghanistan a strategic assessment of family 
planning was carried out in 2005, focusing on 
the following questions:

• What are community needs in reproductive 
health and, in particular, family planning?

• How accessible are family planning ser-
vices, and what is their quality?

• How can community linkages with health 
service providers be developed? 

The assessment was done by a team of 19 
members representing the Ministry of Public 
Health, Ministry of Women’s Affairs and 
relevant nongovernmental organizations, with 
the technical support of RHR. The findings 
highlighted the following issues:

• Most people are very interested in using 
family planning and, in general, the authori-
ties, community leaders and religious lead-
ers are in favour. 

• People would like to have information 
provided through individual contacts with 
health workers and through mass media 
and schools.

• Services are not easily accessible and 
health personnel have limited knowledge 
of family planning counselling and method 
delivery. 

The Americas
The seven centres in the region that receive 
resource maintenance grants were involved 
in some 119 projects addressing regional and 
national priorities, of which 12 were supported 
by HRP. Projects supported by grants to build 
research capacity included basic research in the 
area of male fertility, assessment of interventions 
to improve access to and quality of family planning 
services, maternal and neonatal health care, 
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and social science research in the area of male 
involvement in sexual and reproductive health. 
A subregional research initiative on physicians’ 
knowledge of, and attitudes towards, emergency 
contraception was started in Barbados and 
Jamaica.

In 2004, staff of the seven supported centres 
authored 169 research articles and 79 books or 
book chapters. They also made 124 presentations 
at national and international scientific events 
and presented 17 official reports to national and 
international authorities.

Courses, workshops, seminars (CWS) grants 
were awarded to support postgraduate courses 
in reproductive biology (Mexico), reproductive 
epidemiology (Mexico), and social sciences 
(Argentina). Individual training grants were given 
to 18 scientists, while the supported centres 
themselves organized training for almost 2000 
people in both formal courses and short-term 
group learning activities.

Capacity building in research ethics
HRP is collaborating with the Office of International 
Research Ethics of Family Health International 
(FHI), both to train individuals in research 
ethics and work with local ethics committees to 
upgrade their operation. The individual training 
is based on a curriculum developed by FHI, for 
a one-day workshop using participatory adult 
education techniques. Two such workshops were 
organized in Guatemala and Panama in 2004, 
and two in Peru in 2005. Altogether, more than 
120 investigators, non-scientific personnel and 
members of ethical review committees took part 
in these workshops; around 50 of the participants 
also attended a training-for-trainers workshop. 

The work with local ethics committees includes a 
needs assessment, using a document developed 
by the UNICEF/UNDP/World Bank/WHO Special 
Programme for Research and Training in Tropical 
Diseases. A team of up to three observers works 
with the committee for three days to review 
its practices and make recommendations to 
strengthen its operation. HRP and FHI then 
provide continuous technical support to the 
committees and monitor their progress.

Use of research findings and evidence-based 
guidelines
Activities were carried out in Bolivia, Cuba 
and Peru to disseminate the results of a local 
research project on men’s perceptions and 
behaviour in decision-making about sexual and 
reproductive issues. Country teams produced 
a booklet containing a summary of the project’s 
findings, in simple language, as well as specific 
recommendations for policies and programmes. 
Investigators made oral presentations of the 
results and their implications at several meetings 
and workshops involving various professional 
groups.

A subregional workshop, jointly organized by 
UNFPA, PAHO and WHO, in Montevideo, Uruguay, 
brought together 96 participants, including policy-
makers, researchers, representatives of civil 
society and of professional organizations, as 
well as UNFPA country officers and PAHO/WHO 
representatives. The workshop discussed ways 
of promoting greater use of research findings 
and evidence-based guidelines in sexual and 
reproductive health programmes and services in 
countries.

Facilitating access to scientific literature
The Health InterNetwork, launched by the 
Secretary-General of the United Nations 
in September 2000 and led by WHO, was 
created to bridge the “digital divide” in health, 
by ensuring that relevant information, and the 
technologies to deliver it, are widely available 
and effectively used by health personnel. As 
a first step, a vast online library was created, 
including more than 2000 scientific publications 
– the Health InterNetwork Access to Research 
Initiative (HINARI). Subscription to services 
offered by HINARI is free for countries with a 
per capita gross national product (GNP) of less 
than US$1000; countries with a GNP between 
US$1000 and US$3000 pay US$1000 per year 
per institution. HRP provided a grant to cover the 
subscription costs for one institution in each of the 
twelve countries in the Americas in this second 
category: Bolivia, Colombia, Costa Rica, Cuba, 
the Dominican Republic, Ecuador, El Salvador, 
Guatemala, Jamaica, Panama, Paraguay, and 
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Peru. An assessment of the level of use of the 
service showed a total number of 100 625 log-ins 
to the HINARI system in these institutions from 
November 2004 to October 2005, 20% more than 
in the previous 12-month period (81 840). A total 
of 237 176 articles were downloaded during the 
same period.

The WHO/UNFPA SPP
Honduras, Paraguay and Peru have started to 
harmonize their national guidelines on family 
planning and STIs with WHO’s evidence-based 
guidelines. It is planned to hold training-of-trainers 
workshops to disseminate the updated guidelines 
to regions.

Asia and the Western Pacific
In 2004–2005, nine centres in the South-East 
Asia Region and 12 centres in the Western Pacific 
Region received research capacity strengthening 
grants. The centres were involved in some 491 
projects in the biennium, and staff published a 
total of 710 research articles, as well as 74 books 
or book chapters. A total of 404 presentations 
were made at national or international meetings. 

Proposals for support for three new centres 
in Cambodia, Myanmar and Sri Lanka were 
reviewed and endorsed by the Regional Advisory 
Panel. Four centres that had received two cycles 
of long-term institutional development grants – in 
Indonesia, Mongolia, Myanmar, and Viet Nam 
– were evaluated. Each of the four centres has 
attained the status of national reference centre 
for human reproduction, and the results of their 
research have been widely disseminated and 
used in developing policy and programmes. 

Regional and national workshops were held 
on subjects such as operations research, data 
analysis, research methods, scientific writing, 
health-care reform, ethics, and STI epidemiology, 
management and laboratory diagnosis.

Box 7.3. Scientific writing workshops

HRP’s scientific writing workshops aim to teach 
the skills involved in writing research papers 
for publication in peer-reviewed journals, and 
to encourage researchers working in centres 
supported by the Programme to publish the 
results of their studies. Nine workshops were 
held in seven countries during 2004–2005, 
involving over 200 participants; seven of the 
workshops were for biomedical scientists, 
and two for social scientists. 

Regional research activities
• The behaviour and perceptions of adolescents 

who have migrated from rural to urban areas 
have been investigated in four of the six coun-
tries of the Greater Mekong region: China, Lao 
People’s Democratic Republic, Thailand, and 
Viet Nam. (See Chapter 6 for further details.)

• A study in 14 centres in nine countries, to 
examine patterns and predictors of caesarean 
section (CS), has collected data from 19 980 
deliveries, of which 12 590 were vaginal deliv-
eries, 3062 were elective caesarean sections, 
and 4328 were emergency caesarean sec-
tions. The maternal mortality ratios for the three 
modes of delivery were 0.5, 0.7 and 2.8 deaths 
per 1000 live births, respectively. Eclampsia 
was the commonest cause of maternal death. 
Maternal complications followed the same pat-
tern, i.e. they were lowest in the vaginal deliv-
ery group and highest in the emergency CS 
group. Severe birth asphyxia and early neona-
tal mortality rate were lowest in the elective CS 
group, whereas other neonatal complications 
were lowest among the vaginal delivery group. 

 The total cost of both types of caesarean section 
was approximately double that of vaginal deliv-
ery; complications independently increased 
costs by 20%. Classical socioeconomic vari-
ables played relatively little independent role 
in determining the mode of delivery. Access to 
antenatal care, either in the private or public 
sector, increased the likelihood of both types 
of CS. Health insurance coverage and prenatal 
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identification of the sex of the fetus were also 
associated with higher rates of elective CS. 

The WHO/UNFPA SPP
Regional workshops were held in 2004, following 
which activities for adaptation and implementation 
of family planning and RTI/STI guidelines 
were carried out in a number of countries. In 
Indonesia, work proceeded on the adaptation 
and field-testing of STI guidelines. An updated 
set of guidelines on RTI/STI is expected to be 
available for implementation at district level in 
2006. In Myanmar, selected guidelines on family 
planning were translated and adapted for use in 
the context of the new national five-year strategic 
plan on reproductive health, and more specifically 
for updating the undergraduate and postgraduate 
training curricula. In China and Viet Nam, family 
planning and STI guidelines were translated, 
adapted and pilot-tested at provincial level. 
These countries have also set up systems for 
translating The WHO Reproductive Health Library 
into the two languages. In the South Pacific, 
the Solomon Islands, Tonga and Vanuatu gave 
priority to updating their family planning manuals 
and developed a rapid needs assessment tool 
to support the introduction of the guidelines at 
district level. 

Central and Eastern Europe
This region includes the countries of Central and 
Eastern Europe, the newly Independent States, 
and the Central Asian Republics. HRP has been 
collaborating with the United States Agency for 
International Development and the Population 
Council’s FRONTIERS Project to build capacity 
in operations research in the region. In 2004, 
the achievements of this collaboration were 
assessed. 

The WHO/UNFPA SPP
The guidelines on family planning and STI, which 
are available in Russian, have been endorsed as 
part of the national reproductive health strategic 
plans in Tajikistan and Turkmenistan. The updated 
guidelines have been translated into Turkmen 
for use by primary health-care providers. New 
guidelines on the prevention, diagnosis and 

management of STIs were developed and field-
tested in two regions of Uzbekistan. Plans have 
been approved for similar work in Kyrgyzstan.

Policy and programmatic issues in 
reproductive health
One of RHR’s main objectives is to build capacity 
at national and subnational levels for strategic 
planning, development, implementation and 
evaluation of interventions aimed at ensuring the 
provision of high-quality sexual and reproductive 
health services. Central to this work is the continual 
refining of the strategic planning method known 
as the Strategic Approach. This process has three 
stages: 

• Stage I is a strategic assessment, based on a 
systems framework, of: (i) the needs and per-
spectives of current and potential users; (ii) the 
extent of coverage; and (iii) the mix of technolo-
gies and other sexual and reproductive health 
interventions.

• In Stage II, the recommendations coming from 
Stage I, for policy change or other interven-
tions, are tested on a limited scale.

• In Stage III, the findings from Stage II are 
applied to policy-making and planning for wider 
implementation.

The Strategic Approach has been used by 23 
countries to address a variety of sexual and 
reproductive health issues (Figure 7.1). Examples 
of country experiences with the Strategic Approach 
during 2004-2005 are given in Boxes 7.4–7.7. 

In 2004–2005, a core document was prepared 
giving an overview of the philosophy and 
framework of the Approach, and providing generic 
guidance on implementation of all three stages. A 
shorter advocacy and information document was 
also prepared for policy-makers and programme 
managers.

A new network has been formed – ExpandNet 
– with the aim of expanding knowledge on the 
determinants of successful scaling-up of pilot 
or demonstration projects to broader service 
delivery. The network brings together policy-
makers, programme managers, researchers 
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and technical experts, to share experiences and 
promote the practice of scaling-up, as well as to 
foster research on how to scale up sexual and 
reproductive health interventions. An ExpandNet 
Internet web site has been developed (http://www.
Expandnet.net). In 2005, the network finalized a 
collection of papers, which included a theoretical 

framework and a series of country case studies. 
It also developed a draft document, From pilot 
projects to policies and programmes: practical 
guidance for scaling up health service innovations, 
to provide guidance to policy-makers, programme 
managers and donor organizations. The draft will 
be field-tested in 2006. 

Figure 7.1. Countries implementing the Strategic Approach
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Box 7.4. Rajasthan, India

In 2004, a comprehensive strategic assessment was carried out in Rajasthan, India, with a special 
focus on access to, and use of, services by the poor. Reproductive health indicators in Rajasthan 
lag behind those of other Indian states, and progress in strengthening reproductive health services 
has been slow. The assessment team noted a broad range of challenges and weaknesses, and 
formulated a series of recommendations for strengthening services and providing more equitable 
access.

The first recommendation was to move to a model of service provision based on district and local 
needs, paying particular attention to human resources. Quality of care needed to be improved at all 
levels, but specific attention needed to be given to ensuring access to and coverage of a range of 
services that were currently underused, such as emergency obstetric care, birth-spacing methods, 
vasectomy, and manual vacuum aspiration and medical abortion services. A comprehensive 
programme dealing with adolescent sexual and reproductive health was also needed. 

A proposal has since been developed for a pilot NGO-based adolescent sexual and reproductive 
health service. A second proposal is also under development for a demonstration project to address 
human resources issues in district planning and to provide essential technologies.
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Box 7.5. China

A prior strategic assessment of the need to 
introduce particular contraceptives in China 
had led to the implementation of systematic 
reviews of the safety and efficacy of IUDs 
and hormonal contraceptives provided 
in the Chinese national family planning 
programme. Based on the outcome of these 
reviews, in 2005, the National Commission 
for Population and Family Planning took the 
policy decision to discontinue providing the 
least effective, but most commonly provided 
IUD (the MRCu165 ring), the potentially 
unsafe monthly combined oral contraceptive, 
and one of the less effective varieties of 
“visiting pills”. 

Box 7.6. Myanmar

In Myanmar, a research project has been 
developing and testing a district-level model 
for improving the quality of care offered 
by family planning and other reproductive 
health services. The final activity, which took 
place in 2004, was the development and 
implementation of a management-training 
programme in reproductive health for district 
staff. Training modules were developed by 
the International Council on Management 
of Population Programmes (ICOMP), and 
health teams from five districts were trained. 
It is envisaged that the modules will be used 
to train health staff in all districts supported 
by the reproductive health project funded by 
UNFPA. 

Box 7.7. Paraguay

A team led by the Ministry of Health undertook a strategic assessment of issues related to maternal 
and neonatal health and family planning, focusing on the community level. The team found significant 
weaknesses in both provision of family planning services and in the quality of maternal health care. 
The cost of emergency obstetric care was a major barrier to use. Shortages of trained personnel, 
a lack of supplies both for emergency obstetric care and for family planning, and a lack of technical 
supervision and coordination all contributed to the low quality of reproductive health services. In 
follow-up, an action research project is planned to develop and test interventions to strengthen 
organizational capacity and training in order to improve the quality of services. 

Impact of health sector reforms on sexual 
and reproductive health
Health sector reforms have been promoted as a 
means of improving the effectiveness, efficiency, 
quality, equity, and financial soundness of health 
systems. While some reforms have involved 
significant changes in the financing, organization, 
and regulation of health systems, others have 
introduced more limited modifications, such 
as changing the way that providers are paid. In 
general, a better understanding is needed of how 
various health reforms affect access to, use of and 
quality of sexual and reproductive health services 
and outcomes.  

A high-level technical consultation in 2004 
brought together some 70 leaders in health 
sector reform and sexual and reproductive health, 
donors, government representatives, local and 

international NGOs and international organizations 
to advise WHO on priority research topics and 
contemporary policy issues. A summary report of 
the meeting is available on the RHR Website. Key 
points that emerged from the consultation were:

• Research on the process of reform is as impor-
tant as studying effects on output and out-
come.

• Evidence suggests that sexual and reproduc-
tive health services have not been valued dur-
ing the priority-setting process that underpins 
different elements of health sector reform, or in 
the decentralized structures that exist in many 
countries.  

• Financing and payment reforms, including new 
models for government contracting and devel-
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oping partnerships with the private sector, are 
a rapidly evolving area of innovation, and have 
implications for sexual and reproductive health 
services.

• The effects of reforms on sexual and reproduc-
tive health equity are critically important, as are 
mechanisms to ensure equity in financing, and 
protection of individuals against financial risk 
(e.g. through community insurance schemes or 
targeting of subsidized services).

Promoting sexual and reproductive health 
through national development processes
A new initiative was started in 2005 to promote 
sexual and reproductive health through national 
health and development planning processes, 
including sector-wide approaches (SWAps) and 
poverty reduction strategy papers (PRSPs). This 
activity addresses a critical issue in contemporary 
development processes in countries, namely the 
need to ensure that the provision of equitable, 
accessible and affordable quality care for sexual 
and reproductive health is valued in national 
planning documents and resource allocation 
processes. This area of work was launched with 
a 12-month project covering four areas: research, 
knowledge management, training and in-country 
technical support. The initiative is being conducted 
by four WHO departments under the leadership 
of RHR.

• Case-studies of country experiences in promot-
ing reproductive health in SWAps and PRSPs 
were conducted by multidisciplinary teams 
using a standard methodology in Mongolia, 
Nicaragua, Senegal and Yemen. The findings 
were discussed at a technical consultation 
meeting, the report of which will be available in 
2006.  

• Following the case studies, RHR provided Nica-
ragua and Senegal with technical assistance 
for the development of workplans for producing 
national health accounts for sexual and repro-
ductive health. 

• Staff from the ministries of health of Ethiopia 
and Mongolia participated in a World Bank 

Institute (WBI) course on poverty reduction, 
PRSPs and reproductive health. The Ethiopian 
country team plans to adapt the WBI course to 
its national context.

At the end of 2005, a technical consultation was 
held to review the results from the four country 
case studies. The report of this consultation will 
be available in 2006.

Mapping and implementing best 
practices
Many health workers do not have access to the 
evidence-based information they need to make 
informed decisions on programmes and policies 
or to provide the most effective care. RHR seeks 
to help bridge this so-called “know-do gap” 
through two main approaches. First, it maps 
best sexual and reproductive health practices 
by conducting, and disseminating the results 
of, systematic reviews on aspects of sexual 
and reproductive health care. A key instrument 
in this effort is The WHO Reproductive Health 
Library, which is described below. Second, the 
Department leads a global collaborative effort, 
known as the Implementing Best Practices (IBP) 
Initiative, which involves 23 partner agencies in 
working with countries to support their translation 
of knowledge into practice.

The WHO Reproductive Health 
Library
The WHO Reproductive Health Library (RHL) 
is an electronic review journal, containing 
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Cochrane reviews of various aspects of sexual 
and reproductive health care, accompanied by 
commentaries and practical recommendations 
prepared by authors with extensive knowledge of 
medical practice in developing countries. Issue No. 
7 was published on CD-ROM in 2004 and issue 
No. 8 in 2005, containing a total of 101 systematic 
reviews (Figure 7.2). An Internet version was also 
launched in 2004. Both the online version and the 
CD-ROM are available free to users in developing 
countries. There are over 15 000 subscriptions 
to the Library, and more than 30 000 copies in 
English and Spanish were distributed in 2005. 
Abridged Chinese, French and Vietnamese 
versions were under preparation. 

In a survey of WHO and UNFPA country 
representatives and reproductive health 
programme managers, RHL was found to be the 
most widely known guidance document produced 
by RHR, and received the highest number of 
gradings as a high-quality publication.

Figure 7.2. Number of Cochrane reviews 
included in RHL since 1997

Box 7.8. Using RHL

A randomized controlled trial was conducted in 
Mexico and Thailand, to evaluate the impact of 
an educational programme promoting evidence-
based medicine, using RHL. The programme 
aimed to improve both medical and non-medical 
practices related to pregnancy and childbirth. 
It was found that, while the programme led to 
improved knowledge and use of RHL, it did 
not have a consistent and clinically meaningful 
effect on practice. A paper on the study has 
been submitted for publication.

Box 7.9. Building capacity for evidence-
based decision-making

Workshops were held in Fiji, Kenya, Nigeria, 
South Africa and Zambia on evidence-based 
decision-making in sexual and reproductive 
health care. Originally developed in collabora-
tion with the WHO Regional Office for Africa 
and the South African Cochrane Centre, these 
workshops aim to help policy-makers and prac-
titioners obtain, understand and use research 
evidence in their work.
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SUPPORT FOR NATIONAL 
PROGRAMMES

The Implementing Best Practices 
Initiative
Following the launch of the IBP Initiative in India in 
2003, a similar launch took place in Africa in 2004, 
under the theme “Repositioning reproductive 
health in Africa: linking challenges with best 
practices”. More than 300 senior health-care 
officials from 12 African countries attended, and 
country teams prepared action plans focused on 
applying knowledge to improve key performance 
indicators. 

Knowledge-sharing using electronic 
communication systems
The IBP Initiative has launched an electronic 
communication system (ECS) aimed at 
encouraging the development of knowledge-
sharing discussion forums and communities of 
practice. Following pilot-testing in Ethiopia, Kenya 
and Uganda, the system was launched in Africa 
and India in 2004. By the end of 2005, it had over 
3000 users and 83 communities of practice.

An on-line discussion forum on adolescent health 
in June 2005 involved over 600 participants 
from 82 countries. A similar global forum on the 
female condom was held in November 2005, 
with the support of the Program for Appropriate 
Technology in Health.

Monitoring and evaluating sexual 
and reproductive health
Monitoring and evaluation work in RHR 
encompasses a number of activities to track 
progress towards reproductive health goals and 
targets, including the Millennium Development 
Goals. The Department’s work focuses on data 
collection and synthesis at the global level, and 
on providing guidance for both international 
agencies and national governments on sexual and 
reproductive health status. An emerging issue is 
the increasing inequalities between advantaged 
and disadvantaged groups in both developed and 
developing countries.

Maternal mortality and morbidity
A systematic review of maternal mortality and 
morbidity, carried out in 2002–2003, evaluated 
over 2500 citations, which provided 6540 data 
sets for morbidity outcomes, and 1380 for 
mortality. Articles describing the methodology 
and outcomes were published, and three others 
– on maternal mortality and stillbirths – were 
prepared. 

The results for stillbirth suggest a prevalence of 
less than 1% in developed countries, and over 
3% in developing countries. Observed rates were 
higher in developing countries and in studies of 
inadequate quality. 

Sexual and reproductive health indicators
At global level, 17 sexual and reproductive health 
indicators have been agreed upon for measuring 
progress towards sexual and reproductive 
health goals. A database of these indicators, 
which allows queries by country or region, is 
available on RHR’s Internet web site (http://www.
who.int/reproductive-health/global_monitoring/
RHRxmls/RHRmainpage.htm). In addition, WHO 
and UNFPA have agreed on four indicators of 
reproductive health care use, which will allow 
measurement and monitoring of access to 
services: percentage of births attended by skilled 
health personnel; contraceptive prevalence; 
knowledge of HIV prevention practices; and 
percentage of men reporting that they have had 
treatment for urethritis. RHR has developed a 
protocol for a research project to investigate and 
explain inequalities among population subgroups 
with regard to these indicators. The first phase of 
the study will take place in South Africa.  

A technical consultation on reproductive health 
indicators in September 2005 reviewed proposed 
revisions to the MDG monitoring framework 
in the field of reproductive health. The group 
recommended that, under a target of “universal 
access to reproductive health”, the following 
indicators should be included in the MDG 
monitoring framework: contraceptive prevalence 
(CPR), unmet need for family planning (UMN), 
and age-specific fertility rate (ASFR) among 15–
19-year-olds. 
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The report of this consultation was submitted to 
the gender and health subgroups of the United 
Nations Inter-Agency Expert Group (IAEG) on 
MDG indicators. The IAEG tentatively accepted, 
in addition to the existing indicators of maternal 
mortality ratio and proportion of births attended 
by skilled health personnel, to include CPR, UMN 
and coverage of antenatal care under MDG 5 
(improving maternal health), and ASFR for 15–
19-year-olds under MDG 3 (promoting gender 
equity and empowering women). 
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ANNEX 1. FINANCIAL OVERVIEW FOR THE BIENNIUM 2004–2005

Department of Reproductive Health 
and Research
In 2003, the World Health Assembly approved a 
programme budget for the biennium 2004–2005 
for WHO’s work in sexual and reproductive health 
at its Headquarters in Geneva. This budget – 
which included objectives, expected results and 
corresponding budget figures – totalled US$ 51 
million and covered both the UNDP/UNFPA/WHO/
World Bank Special Programme of Research, 
Development and Research Training in Human 
Reproduction (HRP), and the non-research 
component of the Department of Reproductive 
Health and Research (RHR), namely Programme 
Development in Reproductive Health (PDRH).  

The Department pursued the implementation of 
budgeted activities diligently and spent overall 
some US$ 44 million, or 86% of the budget. 
Details of HRP income and expenditures are given 
in the section below. In the case of PDRH, the 
total expenditure amounted to US$ 15.5 million, 
representing  120% of the planned budget. It was 
possible to surpass the original budgeted amount 
owing to extra funding becoming available to 
this area. Fig. 1 shows the trend in recent years 
(2000–2005) in the income levels of HRP and 
PDRH, and Fig. 2 shows the relative contributions 
of HRP and PDRH to the Department’s budget. 
Table 1 provides an overview of the income 
and expenditure of both HRP and PDRH for the 
biennium 2004-2005. Tables 2 and 3 show the 
sources of income of HRP and PDRH, respectively, 
with cumulative totals for each contributor.  

HRP 
In June 2003, the HRP Policy and Coordination 
Committee approved the Programme’s budget 
(and workplan) for 2004–2005, totalling US$ 
38.3 million. However, income for the biennium 
reached only US$ 25.2 million, representing a 
shortfall of over US$ 13 million. As can be seen in 
Fig. 1, HRP’s income has steadily declined during 
2000–2005. In view of the shortfall, a curtailed 

budget was implemented in 2004–2005, based 
on higher-ranked priorities set by the Policy and 
Coordination Committee at its meeting in 2003.

Table 2 shows the sources of contributions 
received by HRP during the 2004–2005 biennium 
as well as totals of contributions from each donor 
for the period 1970–2005. Three of the four 
HRP cosponsors – namely the United Nations 
Population Fund (UNFPA), the World Bank and 
WHO – contributed substantially to HRP in 2004–
2005. Income from WHO Member States was also 
strong, with contributions having been received 
from 12 countries, including four developing 
countries. 

During the biennium, the following foundations, 
intergovernmental and nongovernmental 
organizations and universities contributed to the 
Programme:

• Ford Foundation
• Bill and Melinda Gates Foundation
•    Indonesian International Education    
     Foundation 
• International Society of Andrology
• Ipas 
• Joint United Nations Programme on HIV/AIDS 

(UNAIDS)
• David and Lucile Packard Foundation
• Program for Appropriate Technology in Health
• Rockefeller Foundation 
• Save the Children
• United Nations Children’s Fund (Unicef)
• University of Edinburgh (United Kingdom)
• University of Michigan (USA)
• Wellcome Trust 
• William and Flora Hewlett Foundation

In order to strengthen its financial position and to 
expand into new and emerging areas of research 
in human reproduction, HRP, and the Department 
as a whole, are working actively to retain existing 
donors while exploring new sources of income.
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Fig. 2. RHR income by programme area for 2004–2005

Table 1. Overview of HRP and PDRH income and expenditure for 2004–2005 (US$ 1000)
Income/expenditure/balance HRP PDRH Total RHR

Opening balance on 1 January 2004 8 122 5 117 13 239

Income

HRP cosponsors and other UN agencies 10 248 5 976 16 224

National governments 11 707 11 700 23 407

Foundations and other income 3 199 839 4 038

Total income 25 154 18 515 43 669

Expenditure 28 644 17 029 45 673

Closing balance on 31 December 2005 4 632 6 603 11 235

Programme Development 
in Reproductive Health

UNDP/UNFPA/WHO/World Bank 
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42%

58%

Fig. 1. RHR income, 2000–2005 (US$ millions)

0

2

4

6

8

10

12

14

16

18

20

2000 2001 2002 2003 2004 2005

HRP

PDRH

US$ millions



47

Annex 1

So
ur

ce
19

70
-1

99
9

20
00

20
01

20
02

20
03

20
04

20
05

G
ra

nd
 T

ot
al

HR
P 

Co
sp

on
so

rs
 a

nd
 o

th
er

 U
N 

sy
st

em
 a

ge
nc

ie
s

  J
oi

nt
 U

ni
te

d 
N

at
io

ns
 P

ro
gr

am
m

e 
on

 H
IV

/A
ID

S
12

40
5

15
0

33
8

33
8

-
50

5
1 

74
8

  U
ni

te
d 

N
at

io
ns

 C
hi

ld
re

n'
s 

Fu
nd

-
-

-
-

-
-

30
30

  U
ni

te
d 

N
at

io
ns

 D
ev

el
op

m
en

t P
ro

gr
am

m
e

1 
69

5
-

-
-

-
-

-
1 

69
5

  U
ni

te
d 

N
at

io
ns

 P
op

ul
at

io
n 

Fu
nd

61
 0

40
1 

00
0

2 
00

0
2 

65
3

22
8

2 
42

2
1 

23
0

70
 5

73
  U

ni
te

d 
N

at
io

ns
 F

ou
nd

at
io

n 
fo

r I
nt

er
na

tio
na

l P
ar

tn
er

sh
ip

s
13

1
10

5
89

-
-

-
-

32
5

  T
he

 W
or

ld
 B

an
k

29
 0

08
2 

00
0

2 
00

0
1 

00
0

2 
00

0
2 

00
0

2 
00

0
40

 0
08

  W
or

ld
 H

ea
lth

 O
rg

an
iz

at
io

n 
R

eg
ul

ar
 B

ud
ge

t
15

 7
14

1 
24

0
66

1 
15

3
-

1 
62

5
-

19
 7

98
  W

H
O

 D
ire

ct
or

-G
en

er
al

 D
ev

el
op

m
en

t F
un

d
-

-
-

-
-

-
43

6
43

6
  W

H
O

 S
pe

ci
al

 A
cc

ou
nt

 fo
r S

er
vi

ci
ng

 C
os

ts
1 

18
5

-
-

-
-

-
-

1 
18

5
Su

bt
ot

al
 C

os
po

ns
or

s 
an

d 
ot

he
r U

N
 s

ys
te

m
 a

ge
nc

ie
s

10
8 

78
5

4 
75

0
4 

30
5

5 
14

4
2 

56
6

6 
04

7
4 

20
1

13
5 

79
8

Na
tio

na
l g

ov
er

nm
en

ts
Ar

ge
nt

in
a

45
-

-
-

-
-

-
45

Au
st

ra
lia

4 
10

9
-

-
-

-
-

-
4 

10
9

Ba
ng

la
de

sh
5

-
-

-
-

-
-

5
Be

lg
iu

m
-

-
-

-
23

8
-

34
0

57
8

C
an

ad
a

10
 3

76
27

0
25

3
28

3
28

8
30

1
32

5
12

 0
96

C
hi

le
35

-
-

-
-

-
-

35
C

hi
na

93
0

-
11

0
-

11
0

55
55

1 
26

0
C

ub
a

25
-

-
-

-
-

-
25

D
en

m
ar

k
29

 5
15

-
-

-
-

-
-

29
 5

15
Fi

nl
an

d
3 

34
9

-
-

-
-

-
-

3 
34

9
Fr

an
ce

7
-

-
-

-
-

-
7

G
er

m
an

y
16

 5
37

19
9

25
8

25
-

-
-

17
 0

19
In

di
a

76
4

35
35

35
35

-
35

93
9

Ita
ly

65
5

-
-

-
-

-
-

65
5

Ja
pa

n
30

0
-

-
-

-
-

-
30

0
Ke

ny
a

1
-

-
-

-
-

-
1

M
al

ay
si

a
1

-
-

-
-

-
-

1
M

ex
ic

o
10

5
3

4
3

3
3

-
12

1
N

et
he

rla
nd

s
8 

71
7

1 
72

4
1 

72
6

1 
66

5
2 

19
9

1 
47

0
1 

43
7

18
 9

38
N

ew
 Z

ea
la

nd
27

-
-

-
-

-
-

27
N

ig
er

ia
60

-
-

-
-

-
-

60
N

or
w

ay
48

 7
33

1 
22

8
1 

23
7

1 
45

2
1 

49
7

1 
63

0
1 

69
4

57
 4

71
Pa

ki
st

an
5

-
-

-
-

-
-

5
R

us
si

an
 F

ed
er

at
io

n
99

-
-

-
-

-
-

99

Ta
b

le
 2

. H
R

P
 in

co
m

e,
 1

97
0–

20
05

 (
U

S
$ 

10
00

)



48

Biennial Report 2004–2005

So
ur

ce
19

70
-1

99
9

20
00

20
01

20
02

20
03

20
04

20
05

G
ra

nd
 T

ot
al

Sp
ai

n
20

-
20

22
-

25
51

13
8

Sw
ed

en
96

 2
04

1 
05

7
1 

02
8

1 
20

9
1 

75
1

1 
54

7
1 

76
2

10
4 

55
8

Sw
itz

er
la

nd
3 

24
7

14
6

15
5

-
37

2
21

9
20

3
4 

34
2

Th
ai

la
nd

21
8

-
-

-
75

-
39

33
2

U
ni

te
d 

Ki
ng

do
m

72
 4

78
1 

08
9

-
85

7
-

41
7

99
74

 9
40

U
ni

te
d 

St
at

es
 o

f A
m

er
ic

a
19

 4
71

2 
25

0
2 

75
0

-
-

-
-

24
 4

71
Su

bt
ot

al
 n

at
io

na
l g

ov
er

nm
en

ts
31

6 
03

8
8 

00
1

7 
57

6
5 

55
1

6 
56

8
5 

66
7

6 
04

0
35

5 
44

1
Fo

un
da

tio
ns

 a
nd

 o
th

er
 s

ou
rc

es
Bu

ffe
tt 

Fo
un

da
tio

n
-

-
-

-
-

50
-

50
C

om
m

is
si

on
 o

f t
he

 E
ur

op
ea

n 
C

om
m

un
iti

es
-

-
-

-
57

1
-

-
57

1
C

on
tra

ce
pt

iv
e 

R
es

ea
rc

h 
an

d 
D

ev
el

op
m

en
t P

ro
gr

am
28

-
-

-
-

-
-

28
Fa

m
ily

 H
ea

lth
 In

te
rn

at
io

na
l

20
5

-
-

-
-

-
-

20
5

Fo
rd

 F
ou

nd
at

io
n

1 
16

2
-

23
0

-
15

0
15

0
-

1 
69

2
Bi

ll 
& 

M
el

in
da

 G
at

es
 F

ou
nd

at
io

n
2 

00
0

2 
00

0
2 

00
0

2 
00

0
2 

00
0

-
35

9
10

 3
59

W
illi

am
 a

nd
 F

lo
ra

 H
ew

le
tt 

Fo
un

da
tio

n
15

0
-

15
0

15
0

-
30

0
55

0
1 

30
0

In
do

ne
si

an
 In

te
rn

at
io

na
l E

du
ca

tio
n 

Fo
un

da
tio

n
-

-
-

-
-

-
31

31
In

te
rn

at
io

na
l D

ev
el

op
m

en
t R

es
ea

rc
h 

C
en

tre
71

6
-

-
-

-
-

-
71

6
In

te
rn

at
io

na
l S

oc
ie

ty
 o

f A
nd

ro
lo

gy
-

-
-

-
-

-
10

10
Ip

as
-

-
-

-
-

-
10

0
10

0
Jo

hn
 D

. a
nd

 C
at

he
rin

e 
T.

 M
ac

Ar
th

ur
 F

ou
nd

at
io

n 
15

30
20

25
0

-
-

-
31

5
An

dr
ew

 W
. M

el
lo

n 
Fo

un
da

tio
n 

36
0

-
-

-
-

-
-

36
0

O
rth

o-
M

cN
ei

l P
ha

rm
ac

eu
tic

al
, I

nc
.

5
-

-
-

-
-

-
5

D
av

id
 a

nd
 L

uc
ile

 P
ac

ka
rd

 F
ou

nd
at

io
n

40
2 

02
0

-
-

-
40

0
-

2 
46

0
Pr

og
ra

m
 fo

r A
pp

ro
pr

ia
te

 T
ec

hn
ol

og
y 

in
 H

ea
lth

18
3

5
-

-
76

-
-

26
4

R
ep

ro
du

ct
iv

e 
H

ea
lth

 A
llia

nc
e 

Eu
ro

pe
-

41
-

-
-

-
-

41

R
oc

ke
fe

lle
r F

ou
nd

at
io

n 
3 

68
1

22
0

-
36

50
-

29
4 

01
6

Sa
ve

 th
e 

C
hi

ld
re

n/
Sa

vi
ng

 N
ew

bo
rn

 L
iv

es
-

-
-

-
-

32
(7

)
25

W
el

lc
om

e 
Tr

us
t

39
-

25
-

-
-

24
88

U
ni

ve
rs

ity
 o

f E
di

nb
ur

gh
-

-
-

-
-

17
-

17
U

ni
ve

rs
ity

 o
f M

ic
hi

ga
n

-
-

-
-

-
-

69
69

Su
bt

ot
al

 fo
un

da
tio

ns
 a

nd
 o

th
er

 s
ou

rc
es

8 
58

4
4 

31
6

2 
42

5
2 

43
6

2 
84

7
94

9
1 

16
5

22
 7

22

M
is

ce
lla

ne
ou

s 
in

co
m

e
22

0
11

3
2

25
7

73
2

44
5

31
7

2 
08

6

R
oy

al
tie

s 
an

d 
lic

en
si

ng
 fe

es
73

9
35

4
51

1
42

2
97

43
1

2 
16

7

In
te

re
st

 a
nd

 a
dj

us
tm

en
ts

13
 4

62
43

4
47

8
56

7
22

1
17

3
10

6
15

 4
41

Su
bt

ot
al

 fo
un

da
tio

ns
 a

nd
 o

th
er

 in
co

m
e

23
 0

05
5 

21
7

3 
41

6
3 

68
2

3 
89

7
1 

61
0

1 
58

9
42

 4
16

G
ra

nd
 T

ot
al

44
7 

82
8

17
 9

68
15

 2
97

14
 3

77
13

 0
31

13
 3

24
11

 8
30

53
3 

65
5

Ta
b

le
 2

. (
Co

nt
’d

)  
H

R
P

 in
co

m
e,

 1
97

0–
20

05
1 

(U
S

$ 
10

00
)



49

Annex 1

Table 3. PDRH income, 1970–2005 (US$ 1000)

Source
1996-
1999

2000 2001 2002 2003 2004 2005
Grand 
total

UN system agencies

Joint United Nations Programme on HIV/
AIDS

921 657 576 315 250 360 720 3 799

United Nations Population Fund 1 253 603 374 367 328 1 729 1 613 6 267

World Health Organization Regular Budget 3 995 1 276 - 1 404 - 1 508 (350) 7 833

WHO Director-General Development Fund - - - - - - 396 396

WHO Special Account for Servicing Costs 
(AS)

556 151 - - - - - 707

Sub-total UN system agencies 6 725 2 687 950 2 086 578 3 597 2 379 19 002

National governments

Canada - - - - - - 241 241

Denmark - - - - - 342 323 665

Flemish Government, Belgium - - - - - 186 94 280

Italy 150 218 - 75 - - 121 564

Japan 800 200 - 100 - - - 1 100

Netherlands 1 701 642 642 245 324 858 838 5 250

Norway 2 224 558 563 264 272 267 277 4 425

Sweden 1 751 438 378 542 426 281 659 4 475

Switzerland 194 - - - - - - 194

United Kingdom 2 571 - - 811 - 417 - 3 799

United States of America 765 300 820 - 6 850 2 600 4 196 15 531

Sub-total national governments 10 156 2 356 2 403 2 037 7 872 4 951 6 749 36 524

Foundations and other sources

Family Health International - - - 196 434 300 200 1 130

Grounds for Health - - - - - - 10 10

William and Flora Hewlett Foundation - - - - - 200 - 200

Open Society Institute - - - - - 45 - 45

David and Lucile Packard Foundation - - - - - - 70 70

Program for Appropriate Technology in 
Health

- - - - 2 - - 2

Interest and adjustments 1 007 348 307 204 44 10 4 1 924

Miscellaneous income - 5 18 - - - - 23

Sub-total foundations and other sources 1 007 353 325 400 480 555 284 3 404

Grand total 17 888 5 396 3 678 4 523 8 930 9 103 9 412 58 930
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ANNEX 2. CENTRES COLLABORATING WITH HRP IN 2004–20058

WHO Africa Region
Benin
Centre for Research in Human Reproduction   
 and Demography (CERRHUD), Cotonou

Ethiopia
Addis Ababa University, Addis Ababa

Republic of Guinea
Reproductive Health Research Unit    
 (CERREGUI), Conakry

Kenya
Institute of Primate Research, Nairobi
International Centre for Reproductive Health,   
 Mombasa
Population Council East and Southern Africa   
 Regional Office, Nairobi
University of Nairobi, Nairobi

Mali
Sahel Institute (INSAH), Bamako

Mozambique
International HIV/AIDS Alliance, Beira

Nigeria
Centre for Reproductive Health Research, Jos
Ogun State University Teaching Hospital,   
 Sagamu
University of Benin Teaching Hospital, Benin City
University of Ibadan, Ibadan
University of Lagos, Lagos

Senegal
Centre for Research and Training in    
 Reproductive Health (CEFOREP), Dakar

South Africa
Chris Hani Baragwanath Hospital, Johannesburg
Coronation Hospital, University of    
 Witwatersrand, Johannesburg

National Health and Laboratory Service,   
 University of Witwatersrand, Johannesburg
Reproductive Health Research Unit, Addington   
 Hospital, Durban
University of Cape Town, Cape Town
University of Natal, Durban
University of Western Cape, Belleville

Uganda
Makerere University, Kampala

United Republic of Tanzania
Tumaini University, Moshi

Zimbabwe
University of Zimbabwe, Harare

WHO Americas Region
Argentina
Centre for Population Studies (CENEP), Buenos  
 Aires
Centre for Studies of the State and Society   
 (CEDES), Buenos Aires
Institute of Biology and Experimental Medicine,   
 Buenos Aires
Rosario Centre for Perinatal Studies (CREP),   
 Rosario

Bolivia
Centre for Social Research, Appropriate   
 Technology and Capacity-Building, La Paz

Brazil
Campinas Research Centre for the Control of   
 Maternal and Childhood Diseases    
 (CEMICAMP), Campinas
Institute of Collective Health (ISC), Federal   
 University of Bahia, Salvador
SOS Corpo, Recife

Canada
University of Western Ontario, London

8  This list includes institutions with which the Programme entered into a technical services agreement, either for the conduct of research or for training 
activities.
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Chile
Chilean Institute of Reproductive Medicine 
 (ICMER), Santiago

Colombia
Latin American Association for Research on   
 Reproduction, Cali
Costa Rica
University of Costa Rica, San Jose

Cuba
Eusebio Hernandez Obstetric and Gynaecology   
 Teaching Hospital, Havana
National Institute of Endocrinology, “Cmdte.   
 Fajardo” Hospital, Havana

Dominican Republic
Dominican Association for Family Welfare Inc.,   
 Profamilia, Santo Domingo

Ecuador
Ministry of Public Health, Quito

Mexico
National Institute of Nutrition, Mexico City
Population Council (Latin America and the   
 Caribbean Regional Office), Mexico City

Nicaragua
National Autonomous University, Leon

Panama
Centre for Research on Human Reproduction,   
 Panama

Paraguay
FIGO, Asunción

Peru
National Research Institute, Lima
Peruana Cayetano Heredia University, Lima

United States of America
Boston University Medical Center, Boston, MA
Distance Education for Health, Boston, MA
Marine Biological Laboratory, Woods Hole, MA
Ohio State University Research Foundation,   
 Columbus, OH
Reproductive Health Technologies Inc.,    
 Galveston, TX

The Guttmacher Institute, New York, NY
University of Texas, Galveston, TX

WHO Eastern Mediterranean Region
Pakistan
Quaid-i-Azam University, Islamabad

Sudan
University of Khartoum, Khartoum

Tunisia
National Office for Family and Population, Tunis

WHO European Region
Armenia
Armenian Research Centre of Maternal and   
 Child Health Protection, Yerevan

Belgium
International Centre for Reproductive Health   
 (ICRH), Ghent University, Ghent

France
Victor Segalen University, Bordeaux

Germany
Institute for Reproductive Medicine, University   
 Hospital, Münster

Hungary
Albert Szent-György Medical University, Szeged
University Medical School of Debrecen,    
 Debrecen

Lithuania
Public Hospital of Panevezys, Panevezys

Netherlands
International Society for Sexually Transmitted   
 Diseases Research Municipal Health Service   
 (GG&GD), Amsterdam
Royal Tropical Institute, Amsterdam

Romania
East European Institute of Reproductive Health,   
 Targu-Mures

Slovenia
University Medical Centre, Ljubljana
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Switzerland
Geneva Foundation for Medical Education and   
 Research, Geneva

Turkey
Hacettepe University, Ankara
University of Istanbul, Istanbul

United Kingdom
Cochrane Pregnancy and Childbirth Group,   
 Liverpool Women’s Hospital, Liverpool
Institute of Cancer Research, Royal Cancer   
 Hospital, Sutton
Institute of Health Sciences, Magpie Trial   
 Coordinating Centre, Headington
London School of Hygiene and Tropical    
 Medicine, London
Reproductive Health Matters, London
University of Oxford, Oxford

WHO South-East Asia Region
India
All India Institute of Medical Sciences, New Delhi
Christian Medical College, Vellore
Government Medical College, Nagpur
India Institute of Management, Ahmadabad
National Institute for Research in    
 Reproductive Health, Mumbai
Sangath Society for Child Development and   
 Family Guidance, Goa

Indonesia
Airlangga University, Surabaya
National Family Planning Coordinating Board   
 (BKKBN), Jakarta
West Indonesian Reproductive Health    
 Development Centre (WIRHDC), Medan

Sri Lanka
University of Kelaniya, Ragama

Thailand
Chulalongkorn University, Bangkok
Khon Kaen University, Khon Kaen
Mahidol University, Nakhon Pathom
Prince Songkla University, Hat Yai
Siriraj Hospital, Bangkok

WHO Western Pacific Region
Australia
Monash University, Clayton
Prince Henry’s Institute of Medical Research,   
 Clayton

China
Beijing Obstetrics and Gynaecology Hospital,   
 Beijing
Family Planning Research Institute of Sichuan,   
 Chengdu
Institute of Medical Biology, Chinese Academy of  
 Sciences, Kunming
International Peace Maternity and Child Health   
 Hospital (IPMCH), Shanghai
Jiangsu Family Health Institute, Nanjing
National Population and Family Planning   
 Commission, Beijing
National Research Institute for Family Planning,   
 Beijing
Peking University, Beijing
Renji Hospital, Shanghai Second Medical   
 University, Shanghai
Shanghai Institute of Planned Parenthood   
 Research, Shanghai
Shanghai Medical University, Zhong Shan   
 Hospital, Shanghai
Tianjin Municipal Research Institute for Family   
 Planning, Tianjin
University of Hong Kong, Hong Kong, Special   
 Administrative Region

Lao People’s Democratic Republic
Ministry of Health Mother and Child Health   
 Centre, Vientiane

Mongolia
State Research Centre for Maternal and Child   
 Health and Human Reproduction, 
 Ulaanbaatar

Myanmar
Ministry of Health, Yangon

Viet Nam
Hanoi Obstetric and Gynaecology Hospital,   
 Hanoi
Hung Vuong Hospital, Ho Chi Minh City
Institute for the Protection of the Mother and   
 Newborn, Hanoi
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National Hospital for Obstetrics and    
 Gynaecology, Hanoi
Tu Du Hospital, Ho Chi Minh City
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ANNEX 3. CENTRES COLLABORATING WITH PDRH9 IN 2004–
200510

WHO Africa Region
Angola
Ministry of Health, Luanda

Democratic Republic of Congo
University Clinics of Kinshasa, Kinshasa

Ethiopia
Ethiopia Field Office, Save the Children, Addis   
 Ababa

Kenya
Kenyatta National Hospital, Nairobi
Population Council, Nairobi
University of Nairobi, Nairobi

Nigeria
Ogun State University Teaching Hospital,   
 Sagamu
University of Ibadan, Ibadan

South Africa
South African Cochrane Centre, Medical 
 Research Council, Cape Town
University of Witwatersrand, Johannesburg

Uganda
Makerere University, Kampala

Zimbabwe
University of Zimbabwe, Harare

WHO Americas Region
Argentina
Rosario Centre for Perinatal Studies (CREP),   
 National University of Rosario, Rosario

Brazil
Campinas Research Centre for the Control of   
 Maternal and Childhood Diseases    
 (CEMICAMP), Campinas
Reprolatina, Campinas

Chile
Chilean Institute of Reproductive Medicine   
 (ICMER), Santiago

Paraguay
Ministry of Public Health and Social Welfare,   
 Asuncion

United States of America
Family Health International, Research Triangle   
 Park, NC
Harvard School of Public Health, Boston, MA
International Partnership for Microbicides, Silver   
 Spring, CA
Johns Hopkins University, Baltimore, MD

WHO Eastern Mediterranean Region
Oman
Ministry of Health, Muscat

Sudan
Afhad University for Women, Omdurman

WHO European Region
Belgium
International Centre for Reproductive Health   
(ICRH), Ghent University, Ghent

France
International Union for the Scientific Study of   
Population, Paris

Kazakhstan
Kazakstan School of Public Health, Almaty

Lithuania
Joint Stock Company “Vitae Litera”, Kaunas

Norway
HeSo Centre for Health and Social    
Development, Oslo

9 Programme Development in Reproductive Health – the non-research component of the Department of Reproductive Health and Research

10 This list includes institutions with which PDRH entered into a technical services agreement, either for the conduct of research or for training activities.
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Portugal
Associaçao Para o Desenvolvimento e   
 Cooperaçao Garcia de Orta, Lisbon

Romania
East European Institute of Reproductive Health,  
 Targu-Mures

Sweden
Karolinkska Hospital, Stockholm

United Kingdom
Imperial College, London
International Working Group on Microbicides,  
 London
London School of Hygiene and Tropical   
 Medicine, London
Reproductive Health Matters, London
Thomas Coram Research Unit, London

WHO South-East Asia Region
India
Cancer Foundation of India, Kolkata
National Institute for Research in   
 Reproductive Health, Mumbai

Thailand
Mahidol University, Nakhon Pathom

WHO Western Pacific Region
China
China Cancer Research Foundation, Beijing
Institute of Medical Information, Beijing
National Centre for Women and Children’s  
  Health, Beijing
Shanghai Institute of Planned Parenthood  
  Research, Shanghai
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