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In the last few decades, several countries in the Region have made remarkable 

progress in reproductive health services, considerably reducing incidence of morbidity 

and mortality among women and children. However, in many countries, women still do 

not have easy access to high quality reproductive health services, nor do children have a 

good chance of survival. 

Some of the major reproductive health problems being faced at present in many 

countries include: high parity; closely-spaced deliveries with inadequate medical care; 

insufficient access to contraceptives; unwanted pregnancies; frequent abortions; and 

increasing rates of young people practising unprotected intercourse, leading to possible 

transmission of sexually-transmitted diseases and high fertility rates. 

Making use of available data, the document briefly examines the situation in 

selected countries of the Region and shows the large disparities between them in the 

field of reproductive health. Progress can only be achieved through coordinated efforts 

by many sectors; among these, the health sector has the major responsibility to develop 

strategies, formulate policies and implement programmes to improve reproductive 

health. 

Member States are asked to review their activities in the area of reproductive 

health and to develop the most appropriate programmes in consonance with resolutions 

on this topic adopted in several other United Nations forums and in close technical 

cooperation with WHO. 
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1. INTRODUCTION 

Reproductive health is concerned with all the reproductive processes, functions and systems, 

at all stages of life. The concept implies that individuals and couples are able to have a responsible, 

satisfying and safe life in all aspects related to sexuality, that they have the capability to reproduce, 

and the freedom to decide if, when and how often to do so. 

To make this possible, every individual, irrespective of social condition, race and any other 

characteristic, needs to be informed about and to have access to safe, effective, affordable and _ 

acceptable methods of family planning and of fertility regulation methods of their choice. This is 

especially important for sexually active teenagers. Appropriate health care services have to be 

available for this, to enable women to go safely through pregnancy and childbirth and provide 

individuals and couples with the best chance of having healthy infants. 

, .,) 

1.1 Policy basis f UJ ~ ~\ 4 l ' 

WHO's policy has been guided by resolutions of the World Health Asfo"mbly (WHA32.42, 

WHA38.22, WHA40.27, WHA41.9, WHA42.42, WHA43.1O, and WHA47.9!the Executive Board 

(EB95.RIO) and the Regional Committee (WPRlRC39.RIO and WPRlRC39.RI2), which place 

reproductive health as one of the essential components of general health, promote it as a fundamental 

human right, and advocate it as an issue to be further discussed and improved. 

WHO's working definition of reproductive health was adopted by the Programme of Action 

of the International Conference on Population and Development (lCPD), held in Cairo, Egypt, in 

September 1994 (see Annex I). 

The United Nations General Assembly, in a resolution adopted on 8 February 1995 

(UNGA 49/128), endorsed the report of the ICPD, and requested, inter alia, "the specialized agencies 

and all related organizations of the United Nations system to review and, where necessary, adjust 

their programmes and activities in line with the Programme of Action and take appropriate measures 

to ensure its full and effective implementation, taking into account the specific needs of the 

developing countries ... " (AlRes/49/128, para 22). 

-
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All the above resolutions serve as the basis for action by Member States and guide the 

support to be accorded by agencies and organizations ofthe United Nations system. 

1.2 Progres$ in tbe programme 

Over the past 20-30 years, several components of the reproductive health programme have 

been implemented to improve mothers' and children's health. These have often focused on the 

provision of fertility regulation methods to reduce imbalance caused by the population growing faster 

than the country's economic resources. 

In some instances, the programme has been promoted more for health reasons than 

demographic ones; on other occasions, the objectives of reducing population growth as well as social 

and environmental considerations have prevailed over health concerns. 

Recently another strong justification has emerged: the need for freedom for the couple and, 

particularly for the woman, to choose ifand when to have children, and how many. 

So far, however, most of the programme's components have not been promoted in a 

coordinated way. There has been a tendency to operate independently: the maternal and child health 

and family planning aspects were focusing on services related to pregnancy and child birth; sexually 

transmitted disease clinics were looking only at specific diseases related to sexuality; health 

education activities were focusing on various aspects of health issues, yet failing to provide 

individuals and couples with the required advice and counselling services to enable them to make 

informed decisions as regards sexual life and family formation. 

In addition, women were often regarded as "targets" of family planning programmes, instead 

of being protagonists, since their views and concerns were hardly sought in the establishment of 

maternal and child health and family planning programmes. Contraceptive users were recruited by 

service providers, without properly considering educational and motivational aspects, nor the cultural 

backgrounds or moral values of the population. 

Child health has been the subject of considerable national and international efforts. There 

have been major investments in the Expanded Programme on Immunization, control of diarrhoeal 

diseases, management of acute respiratory infections, promotion of breast-feeding, child growth 

monitoring and nutrition. These, combined with the general improvement of the social and economic 
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conditions in many countries, and better sanitation and hygiene practices, have all greatly contributed 

to the decline in infant mortality and to better chances of child survival. 

However, in most developing countries, the considerable gains in infant and child health have 

not been accompanied by corresponding improvements in maternal health. 

Increasing understanding Of the magnitude of reproductive health needs, as well as rising 

concerns over maternal health, led to the development of the "Safe motherhood programme" in 1987 

and later to the concept of "Reproductive health". 

1.3 Future directioDs 

The reproductive health programme needs to be implemented within the context of the health 

services and primary health care. It should include and promote the following elements in a cohesive 

and mutually supporting process: 

1. Family planning counselling, information, education, communication and services. 

2. Education and services for prenatal care, safe delivery, postnatal care, breast-feeding, and 

health care for infants and women; 

3. Prevention and appropriate treatment of infertility; 

4. Prevention of abortion and management of consequences of abortion; 

5. Prevention and treatment of reproductive tract infections, sexually transmitted diseases and 

other reproductive health conditions; 

6. Information, education and counselling on human sexuality, reproductive health and 

responsible parenthood. 

The implementation of reproductive health strategies is mainly carried out by the health 

sector. However, it will require coordinated and continuous support from many other agencies, 

sectors and political bodies in a multidisciplinary, integrated approach, at global, regional and 

national levels. 

Major organizations which may be involved in the implementation of reproductive health 

strategies include governmental and nongovernmental organizations active in the health and 

-
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education sectors. These would include departments of education, social welfare, labour, and justice, 

as well as religious affairs, professional and scientific associations, voluntary organizations and the 

mass media. 

Implementation will require a common understanding to be reached by many groups. A 

process leading to consensus will be needed, with community involvement, taking into consideration 

different needs, perspectives and cultural backgrounds. It will no longer be acceptable to consider 

people - and women in particular - as passive recipients of services. 

2. GLOBAL ESTIMATES OF REPRODUCTIVE ILL-HEALTH 

Data on the extent of reproductive health problems are scarce, often unreliable, and 

inaccurate. Information is inadequate and underreported. 

Existing data suggest that there are large areas of concern. According to recent analyses 

(World Bank and WHO), reproductive ill-health accounts for over 30% of the overall burden of 

diseases and disability among women, compared with 12% for men. 

Women in the reproductive age group bear the major burden of reproductive ill-health. 

Problems related to pregnancy and childbearing are the major causes of healthy years of life lost in 

women in the reproductive age group, followed by sexually transmitted diseases, which account for 

8.9% of the burden of diseases in women, compared to 1.5% in men of the same age group. 

Table I gives global estimates of reproductive ill-health. 

Maternal mortality is probably the single health indicator which best reflects inequities in 

resource distribution or service provision between and within countries. 

In 1994, 99.2% of all maternal deaths occurred in developing countries, with 14% of these 

occurring in east Asian and south-east Asian countries. Given what is known of the quality of data in 

this area, it is reasonable to believe that in many countries maternal mortality is underreported. 
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Table 1. Global estimates of reproductive ill-health 

Category Millions (worldwide) 

Cou~les with unmet family planning needs· 120 

Infertile couples· 60-80 

Maternal deaths+ 0.5 

Severe maternal morbid.!!r.+ 20 

Perinatal mortality+ 7.2 

Infants with low birthweight+ 23 

Unsafe abortion+ 20 

HIV infections by the year 2000· 30-40 

AIDS cases by the year 2000· 12-18 

Curable sexually transmitted diseases+ 298 
Female genital mutilation· 85-110 

... Total number 

+ Annual number 

Source: Achieving Reproductive Health/or All (WHO/FHE/9S.6). 

Likewise, the frequent complications of pregnancy and childbirth are not reported. These 

may lead to permanent disabilities in both the mother and the infant. Data on maternal morbidity are 

not available in most of the developing countries. 

The most common childbearing complications, leading to life-long suffering (unless properly 

treated), are urinary incontinence, vesicovaginal and rectovaginal fistulae, uterine prolapse, pelvic 

inflammatory diseases and infertility. 

Late identification of delivery complications and inappropriate obstetric practices often cause 

permanent damage to the child. This may range from minor physical injuries (e.g., marks due to 

forceps application) to major disabilities such as cerebral palsy and mental damage due to asphyxia 

during birth. The presence of Neisseria gonorrhoeae in the mother's genitals may cause permanent 

blindness to the offspring, unless prophylaxis is applied. 

-
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Many cultural practices and dietary restrictions affect the outcome of the reproductive 

process to various degrees. For example, in some countries, women during the months around the 

delivery are expected to eat only sticky salty rice, a diet which causes vitamin deficiency. Elsewhere, 

a generalized oedema is considered beneficial during pregnancy. In other countries, women's body 

fluids are considered to be polluting and women often have to deliver without any assistance at all. In 

several countries of the Region, beliefs (such as that colostrum is not to be given to newborn infants) 

prevent breashfeeding, thereby prolonging uterine bleeding during the immediate postpartum period. 

During the last few decades, newly industrialized countries have achieved remarkable 

progress in the reduction of maternal and child mortality (e.g., in the Republic of Korea, maternal 

mortality ratio has been reduced from 83 per 100000 live births in 1970 to 30 per 100000 live births 

in the 1990s, and the infant mortality rate has been reduced from 115 per 1000 live births in 1960 to 

12.26 per 1000 live births in 1990; in Malaysia, the maternal mortality ratio has been reduced from 63 

per 100 000 live births in 1980 to 20 per 100 000 live births in 1990, and the infant mortality rate 

from 99 per 1000 live births in 1960 to 12.20 per 1000 live births in 1990). However, considerable 

improvements should take place in many other countries where the rates of maternal and infant 

mortality are still above the regional targets. Maternal mortality ratios and infant mortality rates in 

selected countries in the Region are found in Annex 2. 

Figure I gives an overview of the maternal mortality ratios in selected countries of the 

Region. 
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Rate 
per 100000 

Figure I. Maternal mortality ratios (per 100 000 live births) 

in seleded countries of the Western Pacific Region 

900~---------------------------------------------------------' 

800 

700 

600 

500 

400 

300 

200 

100 

0 
o~ C o~ .. 

::' 
.. .. e .. " ~ 

~ V> U .. ~ .. 
'" 

.. ~ 
.. " e .. .. " -u :.: :a "0 " C. ;.., ~ "- e :a .. e c " - .c c c 

J:: .. .. " ;z " " 0c., .. c." " .. 0;; 
~ ~ 

'" 
~ .. U F- e c o 0. .0 :§ 

" '- '" o~ ~ :; " " " e " « ::E " > ::E "-0<: .. .. ~ .c 
~.~ U " o!! "- e .. 

:0 ...ll§ ;Z 

" 
0 .. 

c. u -0 " .. " en 0. 
0<: E .. 

" "-
Ci 

Maternal mortality ratio: Number of deaths due to or aggravated by maternal causes, 

during pregnancy, delivery, or within 42 days after the delivery or the expUlsion of the product of 

conception, per 100 000 live birthso 

Regional target: Maternal mortality ratios below 300 per 100 000 live births. 

-
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As shown in Figure 2, a parallel pattern exists for the infant mortality rate, which is higher 

where the maternal mortality ratio is high and vice-versa. 

Rate 
per 100000 

Figure 2. Infant mortality rates (per 1000 live births) in selected countries 

ofthe Western Pacific Region. 
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Infant mortality rate: Number of deaths of children below 1 year of age per 1000 

live births. 

Regional target: Infant mortality rate below 50 per 1000 live births. 

Note: Maternal and infant mortality are higher where contraceptive prevalence rate is lower, and 

vice-versa. 
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4. HEALTH PROTECTION AND PROMOTION 

4.1 Family plan Ding 

The use of contraceptives is certainly not the only factor affecting rates of mortality, since 

other elements such as education, particularly that of women, socioeconomic status, development of 

health services etc., are equally important. 

However, the availability and use of contraceptives, giving the opportunity to space, delay or 

limit children, to control fertility, to avoid unwanted pregnancies (and the abortion which often 

follows) as well as to provide protection from sexually transmitted diseases (through the use of 

condoms) is clearly one of the major factors contributing to the well-being of mothers and children. 

In most countries of the Region, data on contraceptive use are unreliable or incomplete. The 

recording system does not allow easy identification of women or couples who need resupply, and the 

reporting of data is often too late or inconsistent to be meaningful for effective management purposes, 

for the identification of areas at higher reproductive risk, or for programme evaluation. 

A high acceptance rate is sometimes followed by a similarly high rate of discontinuation; 

therefore the programme's gains may be negligible. 

A high dropout rate is generally a sign of client dissatisfaction. This may be due to a large 

variety of reasons, such as side effects, lack of counselling and motivation, logistic and resupply 

problems, inaccessibility of services, moral or religious pressures, rumours and misconceptions about 

possible medical consequences on fertility or on the health of subsequent offspring, and other similar 

reasons. 

Family planning remains the core intervention of the reproductive health services. However, 

m many countries the family planning programme is negatively affected by the lack of suitable 

referral services for appropriate obstetric and gynaecological care, as well as for treatment of side 

effects of contraceptives, or for the provision of more sophisticated fertility regulation methods 

(such as sterilizations and sub-dermal implants, not available at grass-roots level). 

In a few countries (Cambodia, China, the Lao People's Democratic Republic, Papua New 

Guinea and Viet Nam) the contraceptive choice is still relatively limited to the most cost-effective 

-

-
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fertility regulation methods (IUDs, sterilization, injec~ble contraceptives). These are often under the 

control of the service provider, not the user. 

Deficiencies and inadequacies in family planning services are often reflected by high rates of 

menstrual regulation (such as uterine evacuation, done in early or suspected pregnancy), and 

abortions. These are widely practised in a few countries, and often not reported, because of their 

political, religious, or moral implications. In countries where abortion is illegal, most cases are done 

under unsafe medical conditions, leading to high rates of complications. 

On the other hand, because of difficulties or fears in obtaining an abortion where this is 

illegal, unwanted pregnancies may be unwillingly continued to term. This may cause various 

psychological and social consequences suffered by parents and children, when the latter are born 

unwanted. 

An emerging problem which needs to be urgently addressed in an appropriate forum, is 

prenatal sex determination. Gender-selective abortion has already caused a population imbalance 

(115-120 males per 100 females in some countries of the Region). Should such a tendency continue, 

it may create considerable social and educational problems. 

According to the latest information obtained from government sources, the contraceptive 

prevalence rates, total fertility rates and population growth rates are illustrated in Table 2. 
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Table 2. Contraceptive prevalence rates, total fertility rates and population growth rates 

in selected countries of the Region 

Annual 
Contraceptive Total population 

Country prevalence rates· fertility rates·· growth rates Year 
(%) (01.) 

American Samoa ... 5.00 1.90 1988/1990 

Australia ...:.. ... 1.90 1.49 1990-1995...:. 

Brunei Darussalam ... 3.10 3.00 1991/1992 

Cambodia ... 4.80 2.80 1993-1995 

China ... 2.20 1.16 1992 

Cook Islands 47.00 ... 1.11 1991 
Fiji 32.20 3.00 1.10 1988/1990 

French Polynesia ... 2.80 1.99 1993 
Guam ... 3.65 2.23 1994 
Hong Kong 12.80 1.20 2.40 1993/1994 
J~an ... 1.60 0.40 1990-1995 
Kiribati 30.20 4.30 2.24 1990/1994 
Lao People's Democratic 
Republic 18.00 6.70 2.60 1992/1994 
Macao ... 2.80 4.70 1992 
Malaysia 34.20 3.30 2.30 1990/1992 
Mongolia ... 2.53 1.30 1994 
Marshall Islands ... 7.23 4.17 1988/1990 
New Caledonia ... 2.90 1.75 1994 
New Zealand ... 2.10 3.45 1993 
Niue ... ... -0.40 1991 
P~ua New Guinea 5.00 5.40 2.33 1990-1993 
Philippines 23.00 3.30 2.25 1994 
R~ublic of Korea 77.10 1.75 0.98 1990/1993 
Samoa 20.00 4.76 0.50 1991 
Singapore 67.00 1.80 2.00 1988/1993 
Solomon Islands 41.00 6.40 3.50 1986/1991 
Tonga 35.70 3.60 2.22 1994 
Tuvalu ... 3.00 1.20 1991/1993 
Vanuatu 7.20 5.10 2.80 1989 
VietNam 40.00 3.10 1.83 1993 

... Data not available. 

"'Contraceptive prevalence rate: Percentage of women in the reproductive age group (14-49) 

using contraceptives. 

"Total fertility rate: Number of children born to a woman during her lifetime. 

Sources: Replies of countries to questionnaire on reproductive health, 1995. 

WHO/WPR Data Bank on Socioeconomic and Health Indicators, June 1994. 

-

-
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Several countries in the Region are still facing major problems of expansion of coverage of 

health services, and the provision of adequate, high quality care. Where services exist, they are often 

inadequate to provide all women with the required counselling, motivation and care during 

pregnancy, delivery, and the postpartum period. 

Communities living in mountainous areas of China, the Lao People's Democratic Republic, 

Papua New Guinea, the Philippines and Viet Nam, or groups settled in remote rural areas or isolated 

islands in the Pacific, have little or no access to reproductive health services. There may be no 

contraceptive supply, or their choice may be limited to one or two methods. Contraceptive demand 

may be very limited, as motivation, education and counselling services are often absent in these areas. 

As a result, uncontrolled fertility and multiparity further compound existing problems due to 

lack of appropriate medical care, and the treatment of obstetric emergencies is often not possible. 

However, even in countries where medical services for safe obstetric practices are available, 

often deliveries take place at home, attended by traditional birth attendants, by relatives or by trained 

midwives (see Table 3). 

In the Philippines, where 90% of the population is covered by medical services, 75% of 

deliveries take place at home, 50% of which are attended by local traditional birth attendants. 

Changes in education and in cultural attitudes are therefore often one of the first steps required to 

improve the health and well-being of mothers and children. In many areas of the Region, it is a 

common belief that a natural event, such as human reproduction, does not require preventive medical 

services, unless (or until) there are clear signs of illness. 

Services for antenatal screening (at least three visits during the antenatal period), for the 

identification of signs of danger (high blood pressure, anaemia, anomalies in foetal growth, etc.), for 

the administration of tetanus toxoid (TT) and the other required drugs, are well developed in countries 

where maternal mortality rate is below 60-80 per 100000 live births (see Figure 1). However, 

considerable efforts are still needed in countries of the Region, to improve the utilization, the quality 

and the coverage of antenatal services. 
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Table 3. Antenatal coverage and percentage of deliveries attended by 

trained health personnel, traditional birth attendants or relatives 

in selected countries ofthe Western Pacific Region 

%of 0/0 of women % of women %of 
pregnant attended attended by women 
women bya nursel attended by 

Country receivinJ physician midwife TOAsl 
at least during during relatives during 

antenatal visits delivery delivery delivery , 

American Samoa 95.0 96.4 ... 
Australia 99.9 99.9 ... 
Brunei Darussalam 100.0 96.5 I.2 2.2 

Cambodia 52.0 1.0 42.0 57.0 

China urban 98.4 
rural 70.0 84.5 ... 

Cook Islands 100.0 8.2 91.8 0 

Fiji 100.0 100.0 ... 
French Polynesia 95.0 98.0 ... 

Hong Kong 99.3 100.0 0 

Japan 100.0 100.0 ... 

Kiribati 88.0 71.8 28.2 
Lao People's 
Democratic Republic 8.0 ... ..' ... 
Macao 35.0 100.0 ... 
Malaysia 70.6 95.0 5.0 
Marshall Islands 76.0 15.8 83.4 0.8 
Mongolia 97.4 28.8 69.7 1.5 
New Caledonia 97.0 0.9 97.2 1.9 
New Zealand ... ..' ... ... 
Niue 100.0 28.6 71.4 0 
Papua New Guinea 64.0 33.0 ... 
Philippines 32.7 27.8 31.5 40.7 
Republic of Korea 97.7 90.8 7.2 2.0 
Samoa 52.0 76.3 23.7 
Singapore 100.0 89.9 9.9 0.2 
Solomon Islands 58.0 72.0 ... 
Tonga 97.3 6.7 83.4 8.7 
Tuvalu 9.9 ... r . .. . .. 
Vanuatu ... 65.0 35.0 
VietNam 14.6 12.7 60.0 24.4 

... Data not available. 

Sources: Replies of countries to questionnaire on reproductive health, 1995. 

WHO/WPR Data Bank on Socioeconomic and Health Indicators, June 1994. 

Year 

1991 
1994 
1993 
1995 -
1994 
1991 
1994 
1993 
1993 
1991 
1993 

1994 

1988/1991 
1993 

1993/1994 
1994 
1994 
. .. 

1994 
1994 -1991 

199111994 
1992 
1993 
1989 
1994 
1993 
1993 
1993 
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The utilization of several WHO-devised tools and, training material (such as the Home-based 

Mother's Records (HBMR), the "Mother-baby package", training modules for traditional birth 

attendants, modules to train midwives on five major obstetric emergencies, manuals of family 

planning options and reproductive health counselling, etc,) 'Can all be instrumental in the expansion 

and improvement of reproductive health services. 

Recently considerable advocacy, jointly carried out by WHO and UNICEF, lmd the efforts to 

expand the concept of the "baby-friendly hospital" and enforce the International Code of Marketing of 

Breast-milk Substitutes, have, in some countries, increased the percentage and the duration of 

breast-feeding of infants, thereby improving the nutritional 'status of infants as well as conferring 

psychological benefits (such as improved mother-child bonding). 

4.3 Sexually transmitted diseases 

Diagnostic procedures and the reporting system on sexually transmitted diseases and on other 

reproductive tract infections, are very poor in most of the developing countries of the Region. 

Accurate data on sexually transmitted diseases and prevalence of sterility may be collected only 

through special surveys (which are expensive), as confidentiality often prevents patients from making 

use of government health services, and treatments are generally provided by private practitioners. 

Available data suggest that in many countries. and particularly among the high risk groups, 

sexually transmitted diseases are a problem of considerable concern and may facilitate the spreading 

of HIV / AIDS. The annual report on AIDS, including sexually transmitted diseases (WPRlRC4617) 

provides more detailed information. 

4.4 Prevention of abortion and management of its consequences 

Prevention of abortion and the application of safe medical procedures in order to minimize 

the consequences of abortion, whenever this is legally or illegally performed, are among the major 

and most difficult tasks of the reproductive health programme. 

It is widely acknowledged that abortion is not a means of family planning and all possible 

efforts should be made to reduce its occurrence, through contraception. There is, however, growing 

evidence that abortion is a major public health problem. It continues to be performed no matter how 
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restrictive the laws in each country and irrespective of the danger for the woman during the 

procedure. 

The provision of more choices and more safe contraceptive methods may lead to a decline in 

abortion rates. The need for abortion, whether for medical, psychological, economic, demographic or 

personal reasons, will never be eliminated, and will continue to represent a great threat to women's 

lives, unless managed under safe medical conditions. 

In the Region, only Japan, the Republic of Korea and Singapore have fairly accurate regular 

statistics on legal abortion, while in other countries only special surveys may reveal the dimension of 

the problem. 

4.S Information, education and counselling 

Information, education and communication activities on matters related to reproductive health 

and sexuality remain one of the crucial elements. and a major challenge, in the reproductive health 

programme. 

Various educational messages have to deal with behavioural patterns. moral or religious 

beliefs, with various cultural backgrounds and with personal and intimate behaviours. 

Moreover, what may be acceptable and natural in one culture may not be as acceptable in 

others. The development of appropriate responses to cultural diversities will remain one of the largest 

problems in the years to come. 

Through intersectoral cooperation, suitable education and communication strategies can be 

developed to reduce teenage pregnancies and the transmission of sexually transmitted diseases. In 

addition, such cooperation can improve knowledge of good health practices during pregnancy and in 

the postpartum period, reduce fear of side effects of contraception, and increase the possibility for 

women and couples to choose among many contraceptive methods. 

Finally, special strategies will be required to increase male involvement in family planning 

and in sharing responsibilities in parenthood. 

-

-
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Over the last few decades, remarkable progress has been noted in several countries of the 

Region in the field of reproductive health. However, even though maternal and infant mortality have 

been considerably reduced, in a few countries the reproductive process is still very dangerous. 

Uncontrolled fertility may often lead to a large number of long-term morbidity consequences or even 

to death, affecting women, children and the entire community. Unwanted and untimed pregnancies 

often have serious medical, psychological, economic and social effects for both the woman and the 

family. Large families and rapid population growth negatively affect the environment and the 

development process in many countries. 

Adequate maternal and child health services are not accessible to a large proportion of the 

population in many areas. Disparities still exist between and within countries. Likewise, large 

numbers of women do not have any reproductive choice. Their opinions are often neglected when 

reproductive health programmes are established. Sexuality, reproduction, abortion, and the diseases 

potentially associated with these subjects, are influenced by educational, moral, and religious 

attitudes, or cultural beliefs. Mention or discussion of these topics is usually only in private. 

Information, education, motivation and counselling activities, or the promotion of contraceptives can 

sometimes be regarded as an intrusion into private and personal matters, rather than as subjects of 

public health interest. 

Health staff are often ill equipped to deal even with problems associated with reproduction, 

let alone with sexuality, sexually-transmitted diseases and counselling. 

Educational curricula for basic training and refresher courses for health staff need to be 

updated or upgraded so as to enable health providers to improve their performance and the quality of 

services offered. 

In several countries, health services need to be redefined. The reproductive health services 

provided at each level of the health care system need to be reviewed in the light of expansion, 

increased coverage and formulation of policies and programmes of action. In some parts of the 

Region, over-medicalization and unnecessary medical interventions often convert a physiological and 

natural event into a pathological one, increasing health risks and medical costs. In countries where 
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the maternal mortality ratio and the infant mortality rates are already low, further reduction would 

only be achieved with very high capital investment and introduction of sophisticated technologies. 

However, in countries where maternal mcrtality is still higher than one hundred per 100000 

live births, the systematic application of relatively simple and inexpensive technologies, combined 

with improved referral systems, with better health staff training and increased maternal and child 

health and family planning service coverage would dramatically reduce the morbidity and mortality 

of mothers and children. 

Each Member State is therefore asked to review its existing reproductive health services, and 

to develop the most appropriate strategies to further improve the situation of women and children. -

-
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ANNEX 1 

REPRODUCTIVE RIGHTS AND REPRODUCTIVE HEALTH' 

"Reproductive health is a state of complete physical, mental and social well-being and not 

merely the absence of disease or infirmity, in all matters relating to the reproductive system and to its 

functions and processes. Reproductive health therefore implies that people are able to have a 

satisfying and safe sex life and that they have the capability to reproduce and the freedom to decide 

if, when and how often to do so. Implicit in this last condition are the right of men and women to be 

informed and to have access to safe, effective, affordable and acceptable methods of family planning 

of their choice, as well as other methods of their choice for regulation of fertility which are not 

against the law, and the right of access to appropriate health-care services that will enable women to 

go safely through pregnancy and childbirth and provide couples with the best chance of having a 

healthy infant. In line with the above definition of reproductive health, reproductive health care is 

defined as the constellation of methods, techniques and services that contribute to reproductive health 

and well-being by preventing and solving reproductive health problems. It also includes sexual 

health, the purpose of which is the enhancement of life and personal relations, and not merely 

counselling and care related to reproduction and sexually transmitted diseases." 

I Repon of the International Conference on Population and Development. Cairo, Egypt, September 1994 (AICONF. I 7 1/13). 
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ANNEX 2 

MATERNAL MORTALITY RATIOS (PER 100 000 LIVE BIRTHS) 

AND INFANT MORTALITY RATES (PER 1000 LIVE BIRTHS) 

IN SELECTED COUNTRIES OF THE WESTERN PACIFIC REGION 

As at 30 JUDe 1995 

Maternal mortality Infant mortality 
Country ratios (per 100 000 rates (g;:r 1000 Year 

live birtbs) live irths) -.i!ates!l 
American Samoa ... 14 1990 
Australia 3.4 7.0 1992/1993 
Brunei Darussalam 70 8.4 1994 
Cambodia 500 115.0 1995 

urban 13.5 
China 80 rural 21.5 1993 
Cook Islands 189 26 1991 
Fiii 41.1 16.8 1989-1990 
French Polynesia ... 9.4 1993 
Guam ... 9.5 1994 
Hong Kong 11 4.8 1994 
Japan 9 4.8 1991-1995 
Kiribati 225 65.0 1990 
Lao People's Democratic 
Reoublic 300 117.0 1991/1992 
Macao 30 7.3 1992 
Malaysia 20 12.2 1992 
Marshall Islands ... 63.0 1988 
Mongolia 212 46.8 1994 
New Caledonia 16 10.1 1994 
New Zealand 11.7 7.2 1993 
Niue 0 22.0 1994 
Papua New Guinea 800 57.0 1993 
Philippines 209 57.0 1990/1993 

Republic of Korea 30 9.61 1990/1991 
Samoa 43 25.0 1992 
Solomon Islands 549 38.0 1984 
Tonga 126 12.2 1994 
Tuvalu 0 41.0 1991/1993 
Vanuatu 200 45.0 1989/1993 

VietNam 115 44.2 1993 

... Data not available. 


