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Foreword 

Women's health - in particular, their reproductive health - has become an increasingly 
important issue over the past two decades. The resultant policies and programmes 
have been concemed primarily with maternal health and its impact on infant and child 
health and well-being. Nutrition programmes, for instance, have been directed largely 
towards the effects of malnutrition on women's ability to give birth to healthy infants, 
to breast-feed, and to care for their growing children. Family planning and maternal 
and child health programmes have served to reinforce society's definition of women 
as mothers, as have safe motherhood and child survival programmes. These 
programmes have often viewed women purely as mothers. 

Although such efforts do contribute to the health of women during one period of their 
lives, they do not respond to equally important health needs at other periods. For 
instance, adolescent women's mental and physical well-being has not been given much 
attention, nor have the problems of aging. 

These programmes also tend to obscure the significant fact that a woman's health is 
associated with conditions at the beginning of her life - and indeed, thoughout her life. 

Some of the existing literature recognizes that reproductive health involves factors 
other than the reproductive system, but most people still view it as a biomedical issue, 
an area entrusted only to obstetricians and gynaecclogists. This biomedical reproductive 
health perspective reduces women to conditions peculiar to their reproductive system 
and has important implications for policies and programmes. It may also retIect how 
most societies perceive and define women as mothers, confined to their homes and 
caring for their families. 

Reproductive health is affected by the interrelationships of diverse and complex factors. 
Women's health now requires a broader perspective within which programmes like 
family planning and maternal and child health can be situated. Attitudes towards 
reproductive health must be extended beyond obstetrics and gynaecology, and 
reproductive health must be situated within women's overall health. The ability of 
women to achieve autonomy and self-determination, to strengthen their position in 
society, to assume control over their own bodies - especially their fertility - to bear 
and raise healthy children, and to live without fear of sexually transmitted diseases or 
stigmatization are the issues of today. 



The status of women in society has a direct impact on their health and the extent to 
which their lives may improve. Status affects a woman's access to employment and 
other income-generating opportunities, food, resources such as housing, credit, water, 
technology and land, information and education, and to health, welfare and other social 
services. Access to and control of these factors can provide women with skills and 
financial resources that enhance their status, widen their choices and help them to 
explore other opportunities to improve their position within and outside the home. 

This report examines the concept of reproductive health and studies a wide range of 
indicators and population policy information from arOlmd the Western Pacific Region. 
Recommendations on some of the key issues are made. It is hoped that the results 
of this effort will shape policies that will enhance women's entire lives and not just 
their reproductive phase. 

$~~ 
S.T. Han, MD, Ph.D. 

Regional Director 
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1 . Introduction 

The health of women has received much 
attention over the past 21 years. This 
concern has resulted in documents such 
as the World Population Plan of Action 
(1974), Convention on the Elimination 
of All Forms of Discrimination Against 
Women (1979), the Nairobi Forward 
Looking Strategies for the 
Advancement of Women (1985), the 
Safe Motherhood Initiative (1987), the 
Amsterdam Declaration on a Better Life 
for Future Generations (1989), and, 
more recently, the Programme of Action 
endorsed at the United Nations 
International Conference on Population 
and Development (ICBD, 1994). 

Policies and programmes resulting from 
this attention have focused mainly on 
maternal and child health, and have not 
considered the broader picture of 
women's health in the context of how 
and where women live their lives and 
the external influences they are subject 
to. 

Putting women's health and 
reproductive health at the forefront of 
the global health agenda requires a 
statistical portrait and analysis of the 

_1_ 

status and contributions of women. 
Efforts to create this portrait and 
present solid evidence to highlight the 
visibility of women have been hampered 
in the past by serious lack of data and 
limited analysis, including a male bias in 
the definition and collection of statistics 
and indicators. Many statistics have 
been defined in terms that portray 
conditions and contributions for men, not 
women, or that simply ignore gender 
considerations altogether. 

This report presents a reproductive 
health profile of women in the Western 
Pacific Region. Extending the concept 
of women's reproductive health beyond 
issues of motherhood is addressed in 
Section 2 and a conceptual framework 
is introduced. Reproductive health 
profiles and indicators are presented and 
analysed in Section 3, and conclusions 
and recommendations are presented in 
Section 4. 

A conceptual framework is essential for 
a common understanding of the scope 
and extent of women's health. The 
factors that affect women's overall 
health are included in the framework, 
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and the detenninants of women's status 
within their different roles and positions 
in society are analysed. The effect of 
status on women's health is also 
examined. 

Gender disaggregated statistics and 
reproductive health indicators highlight 
the differences in the profiles of women 
and men in selected countries of the 
Western Pacific Region. Planning and 
policy-making require data on fertility, 
maternal mortality, pregnant women with 
anaemia, and other demographic and 
health indicators. However, these data 
are often treated as discrete factors, 
isolated from the context in which 
women live their daily lives, and do not 
reveal all the information that may help 
policy-makers reach appropriate 

decisions. Information such as how men 
behave if their wives want to control 
their fertility, what men's attitudes are 
towards their wives and how health 
professionals treat the women who 
consult them could also be important. 

Women's overall health may be greatly 
improved if they are able to demand 
the conditions that will help them 
maintain their health and excercise their 
reproductive right to decide whether to 
have children or not, how many children 
to have and the timing or termination of 
their pregnancies. The status of women 
in relation to men and the societies in 
which they live has a direct bearing on 
their overall health and therefore on their 
reproductive health. 



2. Reproductive health 
framework 

2.1 Defining 
reprodl:Jctive 
health 
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Another definition of reproductive health 
is "the ability of men and women to 
undertake sexual activity safely, whether 
or not pregnancy is desired and, if it is 
desired, for the woman to carry the 
pregnancy to term safely, deliver a 
healthy infant and be prepared to nurture 
it"(Sai and Nassim, 1989). 

Reproductive health research in the 
1960s concentrated on maternal health, 
the causes of diseases acquired during 
and after pregnancy and the 
consequences for the health and well
being of both mothers and children. 
Official data and statistics usually 
documented maternal mortality and 
morbidity and progress made in the area 
of maternal health and child care. 

Women's roles and their contributions 
to the development efforts of their 
countries began to receive more 
attention in the 1970s. Women were 
recognized as a key component in the 
formation of population policies, and 
their ability to contrOl their fertility 
became a critical factor in population 
growth reduction. Improving 
reproductive health, often equated with 
family planning services, gained 
prominence and efforts were directed 
mainly towards this end. 

The importance of extending the 
concept of women's reproductive 
health, and integrating it with women's 
overall health to include equally 
important health needs at other stages 
of the life cycle, is now being 
recognized, as gender concerns become 
part of the broader framework of 
population and development goals. 

2.2 The macro
economic, 
political and 
cultural 
environment in 
the Region 

Political, economic, social (especially 
family) and cultural norms (such as 
religion) are among the most important 
factors that directly or indirectly affect 
women's status and health. 
Macroeconomic, political, and 
sociocultural factors all exert 
considerable influence on women's 
health (Cornia et al, 1987). This so
called underlying milieu of a society 
includes government, the decision
making processes within it and the laws, 
policy statements and programmes that 
may result, and most men and women 
have little control over these. 
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Economic policies: 
sapping women 

The transition to a free market 
economy, or efforts to obtain loans from 
international banks, force govemments 
in many developing COtmtries to cut back 
on internal spending. One of the first 
areas to suffer from budget cuts is 
health, and by extension, women's 
health. 

Government policies to devalue, 
streamline or privatize have direct 
impacts on people's lives as prices of 
basic commodities rise and education, 
social and health services are no longer 
subsidized. Many children, particularly 
yOtmg girls, are forced to drop out of 
school to assist with household chores 
and earn money (Lamberte, et al, 1991; 
Bank Information Center, 1989; Joekes, 
Susan, et al, 1988). 

Many women take jobs outside the 
formal sector in addition to their 
household chores. 'Rural women 
migrate to cities and to other cotmtries 
in search of higher-paying jobs. Poorly
educated women in particular are 
obliged to accept the most dangerous, 
back-breaking and low-paid jobs. 
Studies have shown that women sleep 
less and work longer hours when their 
husbands are tmemployed (Momsen, 
1991; Smyke, 1991). Women often 
bear the burden of balancing the 
household economy in difficult times, 
and have to cope and devise survival 
strategies when the household income 
falls (Elson, 1991). 

-i 

International trade and 
migration 

The development of regional trading 
blocks and the regionalization of capital 
and manufacturing centres have created 
new labour markets and consequently 
mass migrations of people in search of 
work. The global labour market is often 
characterized by gender-specific jobs 
and therefore gender-differentiated 
patterns of migration. Men are largely 
employed for construction work, most 
migrant women accept work as 
housekeepers, sex entertainers, or 
factory hands. Analysis of women's 
general and reproductive health in the 
Region must therefore consider 
migration, its often low status and the 
lack of health care for migrants. 

Data on internal migration in the 
Philippines show that women migrants 
outnumber men in almost all age groups 
except 35-44 years, and that almost half 
of all women migrants in the COtmtry 
are aged 15-24 (NSO, 1992). While 
these data do not indicate the type of 
jobs involved, surveys show that most 
entertainers in the cities and most 
workers in the garments and electronics 
sectors are women who have moved 
from depressed provinces (Miralao, et 
al, 1990). 

Increasing numbers of women are 
migrating from poorer Asian cotmtries 
to richer cotmtries in and outside Asia. 
For instance, when Hong Kong issued 
the Standard Employment Contract in 
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1975, it legalized the entry offoreign 
maids. Since then, the number of 
contracts has grOMl from 44 000 to 
101 000 and most immigrants come 
from the Philippir.es (90 000). 

The problems faced by migrant women 
include hostile living and working 
conditions, exploitation ranging from 
battering to rape, prostitution and mental, 
physical and reproductive health 
problems (Miralao, et aI, 1990). 
Tourism, another aspect of international 
trade, has, in many cases, spun off a 
sex-trade industry which has had 
devastating emotional, moral and health 
effects on women, children and men. 

laws: matching actions 
with intentions 

In some countries in the Region, men 
and women have equal status according 
to law. In the Philippines and 
Cambodia, women and men have equal 
rights under the law. For instance, 
inheritance laws allow for property to 
be divided equally between men and 
women, women can bring property into 
a marriage and can also take it away if 
the marriage ends. Either a man or a 
woman can initiate divorce and equal 
pay for men and women is guaranteed. 
The law guarantees equal pay for equal 
work to both men and women 
(Ledgerwood, 1992). In 1he Philippines, 
1he 1987 Constitution and Family Code 
state that women are equal to men and 
any discriminatory act towards either 

sex is discouraged. Viet Nam's Law 
of Marriage and Family seeks to raise 
women's social position by creating the 
Viet Nam Women's Union, encouraging 
the Government to employ women, and 
declaring a national family planning 
policy (Cuong, 1992). The Government 
of the Lao People's Democratic 
Republic promotes equal participation 
by women and men in all spheres, 
political, social or economic. 

However, while laws and constitutions 
uphold women's rights and recognize 
women's equal status, reality may not 
reflect this. In Viet Nam, for instance, 
training in Fnglish and further studies in 
the Ministry of Forestry are mostly 
assigned to men. In Cambodia, 
interviews with urban women have 
revealed that salary scales for men 
differ from those of women 
(Ledgerwood, 1992). In the Philippines, 
while the Family Code declares that 
husbands and wives should exercise 
parental authority over their children, it 
is the husband's decision that prevails 
in cases of disagreement (Philippines, 
Republic of, 1988). The 1991 
Constitution of the Lao People's 
Democratic Republic enshrined the 
equal rights of both sexes, but women 
are still under-represented in 
government. Among the 59 members 
of the National Assembly, there are only 
five women and there are no women 
on the Standing Committee (Iinuma 
1992). 
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Cultural and social factors 

Cultural and social factors influence the 
way women are viewed by the society 
in which they live. Stereotypes that 
confine women's role to reproduction 
are frequently reinforced by media, 
educational institutions, and religious 
groups. 

In Viet Nam, Confucian and archaic 
beliefs, prevalent to this day, hold that 
a woman's life is subject to the ''Three 
Obediences": as a daughter to her 
father, as a wife to her husband, and 
as a widow to her eldest son (Valdelin, 
et ai, 1992; Allen, 1990). In the 
Philippines, the Catholic Church 
continues to preach that women belong 
to their husbands and have no right to 
control their fertility (Danguilan, 1993). 
In the South Pacific, discrimination 
against women still exists, reaching its 
highest level for married women in 
some areas of Papua New Guinea 
Women in these areas are still 
considered the property of their 
husbands, useful only for their 
reproductive and productive roles, and 
are frequently subjected to domestic 
violence (UNFP A, 1992). 

In addition to these influences, traditions, 
beliefs and harmful practices related to 
pregnancy, childbirth and child-rearing 
still prevail in several countries and areas 
of the Region, jeopardizing the health 
and lives of women and children. 
Traditions such as denying certain food 
and drinks to women in labour, applying 
strong pressure on the abdomen of 
birthing women and considering the 
placenta and blood dirty and forcing 
women to give birth alone without help, 
add to the burdens women already have 
to cope with. 

Government policies, international trade 
and sociocultural influences are 
interrelated and greatly affect women's 
status and reproductive health. 
International trade influences the 
direction of government policies. 
Sociocultural norms, while unique to a 
particular place, may be affected by 
forces of international trade such as 
capital and labour migration. 
Government policies and laws may also 
serve to reinforce sociocultural norms. 
This was evident in the legalization of 
entry of foreign domestic helpers in 
Hong Kong in 1975, and also in the 
way the Philippine Government 
promoted the Philippines in the 
mid-1970s to make tourism a major 
income-earner. 
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2.3 Roles and 
status: crucial 
health 
determinants 

Status, 1he position or rank occupied in 
relation to others, implies ajudgement 
about relative value, worth, or 
competence. It forms the foundation 
of the right to participate on an equal 
basis, the right to share in decision
making, and the right to do or not to do 
what others do (Smyke, 1991; Litaic, 
1993). These very judgements and 
conclusions have become intertwined 
with the determinants of women's 
health. As part of the status traditionally 
assigned to them, women, like men, are 
expected to play certain roles (Smyke, 
1991). 

The three roles of women 

Most societies have cast women in a 
reproductive role. They are responsible 
for birthing, rearing and nurturing 
children, and caring for their husbands, 
parents, and other family members who 
live with them (Moser, 1991). They 
are also in charge of managing the 
household and providing the most basic 
daily needs - water, food, clothing -
at the least cost. 

Women also have a productive role as 
part of the formal and informal labour 
force (Moser, 1991), and their jobs may 

range from managers to street hawkers. 
However, this is not usually given as 
much importance as their reproductive 
role. 

Women's third role is in their community 
(Moser, 1991). Although their 
participation in public and political affairs 
is much less than that of men, women 
take part in community activities that 
are viewed as extensions of their 
reproductive role. For example, village 
health workers of the Philippines' 
Department of Health are mostly 
women who work on a voluntary basis. 
In addition to their household duties and 
income-earning jobs, they assist 
midwives and other health personnel in 
caring for other members of their 
communities. Caring and nurturing are 
stereotypical women's activities and 
thus reflect an extension of their role 
as mothers. 

Societies expect women to balance 
these three different roles. 

In comparison, men are considered to 
have only a productive and a community 
role. Men do not have a well-defined 
reproductive role. Activities like child
rearing and managing the household 
have not been considered men's jobs. 
Men engage in paid work outside the 
household and are usually treated as 
the primary, and often only 
breadwinners of the household. They 
are often involved in activities deemed 
important that are associated with their 
work or community, such as organizing 
and participating in unions and in the 
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local political decision-making processes 
of their villages or towns (Moser, 1991). 

Reinforcing women's status 

Society has ~cribed roles to men and 
women which reinforce the sexual 
division oflabour within households: men 
are seen as primary earners, women 
as housewives and homemakers. Such 
stereotypes have implications for 
women's (and men's) health, education, 
and access to opportunities. 

Women's low status, though 
unrecognized and denied, is manifested 
in various forms. Women work longer 
hours than men (Moser, 1991), as work 
outside the home is often followed by 
domestic work, creating a "double day" 
for many women. This limits their 
opportunities for personal growth and 
advancement. Women also often have 
low status in the workplace and are 
exploited. In Malaysia, up to 80 per 
cent ofherbicide·spraxers in rubber and 
palm oil plantations are women. They 
have not been told that the pesticide 
Paraquat is banned, nor have they been 
given protective clothing (Ling, 1991). 
In the Philippines, data reveal that for 
every peso earned by a man in 1990, a 
woman doing the same job earned 42 
centavos (NCRFW, 1993). 

The low status of women is also 
reflected in the control that some 
governments, the Catholic Church, other 
religious groups or the extended family 
or communities exercise over women's 

fertility. For instance, the Philippine 
National Population Programme during 
the Marcos Regime focused on reducing 
fertility, and considered women as 
"clients" whose sexual behaviour had 
to be restrained if fertility targets were 
to be achieved. Contraceptive 
technology was forced on women, 
regardless of their complaints and 
irrespective of their general health 
condition. The Programme offered 
various incentives to both health workers 
and women and used quota systems 
aimed at increasing the number of family 
planning accepters, rather than 
improving the delivery of much-needed 
health services to women. 

Access to education and literacy levels 
are another indication of women's low 
status. In the Lao People's Democratic 
Republic from 1989 to 1990, the number 
of girls enrolled in primary school was 
245 005 and the number of boys was 
318729. At higher levels of education, 
the number of girls is less and the 
gender gap is more marked (Iinuma, 
1992). 

In Cambodia, equal numbers of girls 
and boys enrol, but girls tend to drop 
out of school after they have acquired 
basic literacy and arithmetic skills. Girls 
leave school for various reasons, often 
because their family cannot afford to 
finance their education, or because they 
are expected to help their mothers with 
the household chores and care for 
younger siblings (Middleberg, 1993; 
Ledgerwood, 1992). 
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Official figures from China show that 
female students have increased as a 
share of total student enrolment in 
primary, secondary and tertiary 
schooling from 33, 24 and 24 per cent 
respectively in 1952 to 46, 42 and 34 
per cent in 1989 (Croll as cited in WB, 
1992, p. 83). However, more than 80 
per cent of the 4.8 million school-age 
children who dropped out of school in 
1990 were girls, mostly from rural and 
remote mountainous areas and from 
minority groups. More than twice as 
many women as men are still illiterate 
(China Daily as cited in WB, 1992, p. 
84). 

2.4 Factors 
affecting 
reproductive 
and women's 
health 

Figure 1 lists some of the factors that 
affect women's health and illustrates 
the complexity and diversity of factors 
involved. It demonstrates that women's 
status is a crucial factor that enhances 
or undermines women's health. 

The Reproductive Health Framework 
identifies nine sets of factors crucial to 
reproductive and women's health 
(adapted from Cairncross et al, 1990 
pp. 1-24). 

Socioeconomic factors 

The set of socioeconomic factors 
affecting health include income, food 
security, education and literacy levels, 
and legal status. Poverty diminishes 
status and influences health. It restricts 
choices essential to good health such 
as food, decent housing with proper 
sanitation and a clean water supply, 
health care and services, and education. 
Poverty, while it affects both men and 
women, disproportionately affects 
women, in particular if they head their 
household alone. 

Nutrition affects women at all stages 
of their lives. Malnutrition affects the 
body's immune system and its 
interactions with various diseases as 
well as physical growth and mental 
development (Winikoff, 1990; Morley 
and Lovell, 1986). Scarcity of food 
and differential feeding mean that adult 
and adolescent women consume fewer 
calories than male family members 
(Florencio and Aligaen, 1980; 
Valenzuela, et al, 1979). The nutritional 
status of women before and during 
pregnancy determines to a great extent 
the survival and well-being of their 
infants and themselves. 

Women's levels of education and 
literacy have been a constant key 
determinant of women's health. Results 
of studies isolating higher levels of 
female education from other 
socioeconomic variables have found a 
positive effect on health and child 
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survival (Leslie, 1., et al, 1986). More 
than 20 separate studies in 15 different 
comtries have established that the level 
of the mother's education - even within 
the same economic class - is a key 
determinant of her own and her 
children's health. In Pakistan and 
Indonesia, for example, the infant 
mortality rate among children whose 
mothers had four years' schooling was 
found to be 50 per cent lower than 
among the children of women who 
were illiterate (Morley and Lovell, 
1986). 

Age and gender 

The age and gender set is another 
crucial determinant of health. Fetuses, 
infants and adolescents are particularly 
vulnerable. Apart from the biomedical 
causes of ill health, cultural factors 
clearly manifest women's low status 
and continue to play an important role 
as a cause of disease and death. 
Preference for sons rrtay have led to 
an increase in abortion bf female fetuses 
in the Republic of Korea as reflected 
in the increasing sex ratio (males/ 
females) at birth, from 108 in 1982to 
114 in 1988 (Nam-Hoon and Moon-Hee, 
1992). According to Dr Amartya Sen, 
in China, more than 50 million women 
are "missing" - victims of female 
feticide, selective malnourishment of 
girls, lack of investment in women's 
health, and various forms of violence 
(Sen, 1989). In many cases, mothers 
are more likely to bring their sons to 

health centres than their daughters, 
particularly to private physicians, and 
sons may be treated at an earlier stage 
of disease (Arnold, 1993). 

Infrastructure and service 
provision 

Infrastructure and service provision 
include the quality and quantity of water, 
the provision of sanitation and drainage 
facilities, garbage disposal, health care 
services and public transport. 

Health problems resulting from lack of 
sanitation facilities are greater among 
the urban poor living in overcrowded, 
cheap rental accommodation or informal 
or illegal settlements than they are 
either in other urban areas or in rural 
areas (Sinnatamby, 1990). The 
prevalence of hookworm, roundworm 
and whipworm among Singapore's 
squatters was found to be more than 
double that among people living in 
rented accommodation (Kleens as cited 
in Sinnatamby in Hardoy, et al, 1990 p. 
129). In Manila, the incidence of 
diarrhoea among the urban poor was 
found to be twice that of the rest of the 
city (Basta as cited in Sinntamby in 
Hardoy, et al, 1990, p. 128). 

The extent to which sanitation affects 
heal1h varies considerably, depending on 
other factors such as the quantity and 
quality of water. While the quality of 
drinking water is a crucial factor in the 
transmission of diseases, it is by no 
means the only hazard, and probably 
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not even the greatest health risk to \\hlch 
the urban poor are exposed (Cairncross, 
1990). More than 70 studies over the 
last 30 years have demonstrated the 
health impact of water supplies. Water 
quantity appears to be more important 
than water quality as a means of 
controlling diarrhoeal disease in 
contaminated environments. This 
conclusion does not refer to the 
epidemics caused by typhoid and 
cholera, but to the endemic diarrhoeal 
disease that continuously afflicts low
income communities, and affects small 
children in particular (Esrey and Habicht 
as cited by Caimcross in Hardoy et al, 
1990, p. Ill). 

Women are more vulnerable to the lack 
of inadequate infrastructure and service 
provision, especially as they go through 
pregnancy and childbirth or abortion. 

Household arrangements 

The set of household arrangements 
refers to the power relations between 
men and women within a household 
and/or the headship of a household. 
Such relations affect the decision
making process in a household on 
matters ranging from expenditure of 
income and education of children to 
choices over fertility-regulating 
methods. Decision-making can cause 
conflicts if a woman's priorities are 
different from those of her husband or 

partner. Women are more likely to 
spend money on household basic needs 
and health matters than men (Litaic, 
1993; United Nations, 1993; Morley and 
Lovell, 1986). 

Violence against women 

The vulnerability of women and children 
to male abuse and violence takes place 
in the context of power relations in the 
household. The scale and magnitude 
of violence against women have not 
been determined. 

In Papua New Guinea, 67 per cent of 
rural women and 56 per cent of urban 
women have been victims of wife abuse, 
according to a national survey 
conducted by the Papua New Guinea 
Law Reform Commission (Heise, 1992). 
Several cases of violence against 
women have been documented in the 
Solomon Islands (Lateef, 1990). 

In Thailand, 25 per cent of 
malnourished children at a Bangkok 
rehabilitation centre treated during the 
first half of 1985 were from families 
where the mother was regularly beaten 
by her spouse. More than 50 per cent 
of married women from Bangkok's 
biggest slum and construction sites were 
beaten regularly by their husbands. 
Violence against women and children 
is also being recognized as a public 
health problem in the Republic of Korea 
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Women-headed 
households 

An increasing number of households 
worldwide are headed by women. 
Although Asia has the lowest proportion 
of women-headed households (14 per 
cent), this phenomenon continues to 
grow and its adverse health 
consequences cannot be ignored. 

In developing regions, most women
headed households have two or more 
members. Most women heads of 
households are either widows aged 60 
and over, or are supporting other family 
members, so many women-headed 
households may be living in poverty. 
In many low-income settlements, 30 or 
40 per cent of households are headed 
by women either because a male partner 
is temporarily absent or because of 
separation or death (Moser, 1991). 

Physical and 
environmental conditions 

The physical and environmental set 
refers to where women live and where 
they work. The important 
characteristics of the house include the 
amount of space and materials used and 
location in terms of risks of flooding, 
landslides or other natural disasters and 
access to health services. The 
important characteristics of the 
workplace include the quality of the 
indoor environment and degree of 

protection from hazardous machinery 
and toxic chemicals. 

Women take most responsibility for 
caring and feeding, for managing the 
household and for subsistence 
production, so they are exposed to 
several household hazards which have 
been taken for granted. For instance, 
in poorer urban households, women use 
mostly biomass fuels or coal for cooking 
and/or heating on open fires or poorly 
ventilated stoves and consequently 
inhale large concentrations of pollutants 
over long periods (Satterthwaite, 1993). 
Women who care for the sick and 
launder soiled and contaminated clothes 
are also exposed to health hazards, 
especially when water supplies are 
scarce and sanitation and washing 
facilities are inadequate (Satterthwaite, 
1993). 

Migration 

Women migrate within and outside their 
countries and usually find low-paying, 
boring and repetitive jobs. Apart from 
the anxiety and pain of separation from 
their families, women migrants may 
suffer mental, physical, and emotional 
health problems. 

Women migrants comprise most 
workers in export processing zones in 
the Philippines, Republic of Korea, Hong 
Kong, Malaysia, Singapore, and Viet 
Nam. They are mostly between the 
ages of 16 and 25 and are engaged in 
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semi-skilled or unskilled work in the 
garment, textile, electronic assembly and 
wood-processing industries. 

A Hong Kong clinic surveyed workers 
who used chemicals and found that 48 
per cent had constant headaches, 39 
per cent were often drowsy, and 36 
per cent had sore throats (Fuentes and 
Ehrenreich as cited in Mitter, 1986, 
p.50). Linda Lim's study of electronic 
assembly workers showed that many 
developed eye problems after only one 
year of employment: 88 per cent had 
chronic conjunctivitis, 47 per cent 
became nearsighted and 19 per cent 
developed astigmatism (Lim as cited in 
Mitter, 1986, p.50). Byssinosis or 
"brown lung" disease has been 
documented among workers in the 
garment and textile industries (Mitter, 
1986). 

Women also migrate to other parts of 
their own countries and other countries 
in Asia, Europe and the Middle East to 
take jobs as domestic helpers and 
entertainers. The health problems these 
women have encountered include 
sexual harassment, rape, forced 
prostitution, hostile working conditions 
and very minimal access to health 
services (Miralao, et al, 1990). 

Political participation 

It is essential that women participate in 
policy-making and decision-making 
processes in the political arena so that 
women can include their issues in the 

political agenda of their governments. 
Women's health issues, from abortion 
to violence against women, have not 
been given the attention that they merit 
By including these on the agenda, 
governments may formulate laws and 
policies that improve women's status 
and women's effective access to 
educational and employment 
opportunities and services (Danguilan 
and Verzosa, 1993). 

2.5 Reproductive 
health 
outcomes 

These factors influence the knowledge 
and behaviour of women at an individual 
level. Increased knowledge and 
awareness influences not only health
seeking behaviour but leads to 
enhanced self-esteem and a more solid 
sense of self Knowledge also promotes 
health-seeking behaviour at the 
community level and, at the same time, 
promotes organization of groups and 
mobilization of resources. 

Knowledge and information encourage 
the use of health care services and 
other public facilities. If these facilities 
are not satisfactory, clients may demand 
improvements in the health care delivery 
system or a better infrastructure for the 
community. Such political health
seeking behaviour can extend from the 
community to the national level. 
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Reproductive freedom 

Information leads to increased status 
and ultimately control over one's own 
reproduction. This control gives the 
freedom to have or not to have clilldren; 
the ability to conceive and to be free 
from complications, illness, and disability 
that may arise from pregnancy; the 
ability to gain access to human health 
resources, reproductive technologies if 
desired, medicines, and equipment; the 
ability to carry a pregnancy successfully 
to term and to raise the child; access to 
appropriate, safe, acceptable, and 
affordable family planning and 
comprehensive health care services; and 
access to indigenous health-related 
practices and technology. 

It includes the freedom to choose one's 
lifestyle and sexual orientation without 
fear of discrimination; the right to a 
satisfying sexual relationship during and 
after one's reproductive phase, without 

fear of contracting sexually transmitted 
diseases, and access to support services 
for child-bearing and child-rearing. By 
extension, a woman's improved status 
and independence decreases the 
probability of sexual harassment, rape 
including marital and date rape, incest, 
wife- or partner-battering, psycl1ologica1 
domestic violence, unsafe abortion, and 
unsafe sexual and reproductive health 
practices. 

On a political level, women should also 
be able to determine and decide the 
reallocation of financial resources to 
critical health care areas such as disease 
control, maternal and clilld health, family 
planning, nutrition, and development of 
appropriate health skills among women; 
and be able to participate and exert 
influence in the critical decision- and 
policy-making processes of government 
in order to include women's concerns 
in the political agenda. 



3. Reproductive health 
indicators in 

Western Pacific 
the 
Region 

3.1 Data 

Indicators that relate directly, such as 
mortality and morbidity, and indirectly, 
such as demographic and 
socioeconomic, to women's 
reproductive health, were collected and 
analysed. Population policies were also 
examined. 

While there was a variety of sources 
from national, international and 
multilateral agencies, a major difficulty 
in building the databas~ for this study 
was the lack of comp~ability among 
'data in terms of scope, coverage, time 
reference and sample of countries. 
Thus, this study includes only the data 
sets with defined commonalities among 
the countries from 1990 to 1993. 
Historical comparisons are carried out 
using 1970 data for most countries. For 
most Pacific island countries, the latest 
data are largely unavailable. 

These data gaps impose serious 
constraints and have been interpreted 
with extreme caution. The data 
obtained, however, are sufficient to 
present major trends and country 
characteristics across the Region. 

The thirty-six countries and areas in the 
Western Pacific Region are typically 
divided into four categories, based on 
their levels of economic development 
and geographic location. 

1. Developed countries with high
income economies: Australia, 
Japan and New Zealand. 

2. Newly Industrializing 
Economies (NIEs): People's 
Republic of China, Hong Kong, 
Malaysia, Republic of Korea and 
Singapore. 

3. Southeast Asia: Brunei 
Darussalam, Cambodia, Lao 
People's Democratic Republic, 
Macao, Mongolia, Philippines and 
VietNam. 
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4. Pacific island countries and 
areas: American Samoa, 
Commonwealth of the Northern 
Mariana Islands, Cook Islands, Fiji, 
French Polynesia, Guam, Kiribati, 
Marshall Islands, Micronesia, 
Nauru, New Caledonia, Niue, 
Papua New Guinea, Republic of 
Palau, Solomon Islands, Samoa, 
Tokelau, Tonga, Tuvalu, Vanuatu 
and Wallis and Futuna. 

The developed countries are included 
in the analysis to serve as data 
comparators for the NlEs, the 
developing countries in Southeast Asia, 
and the Pacific island countries. Since 
China comprises more than one-fifth of 
the total world population, it exerts a 
strong influence on regional trends and 
is treated as a separate category in this 
report. 

Reproductive health 
Indicators 

Reproductive health is affected by the 
interrelationships of diverse and complex 
factors, and reproductive health 
indicators are grouped into four parts: 
(1) demographic indicators; 
(2) socioeconomic indicators; (3) health 
indicators; and (4) population policies 
of individual countries. Some of the 
more crucial indicators, particularly as 
they relate to reproductive health, are 
defined and discussed in this study. 

-~ 

3.2 Demographic 
indicators 

Demographic indicators for reproductive 
health are divided into two sections, 
population characteristics (size, age, sex 
ratio, median age by gender, population 
growth, and females of reproductive 
age as a percentage of the female 
population) and fertility (crude birth and 
death rates, total fertility rate, mean age 
of child-bearing, life expectancy at birth 
by gender and contraceptive prevalence 
rate). 

Population characteristics 

Total population. The size of a 
country's population is a key indicator 
of that country's reproductive health 
status. Population size is determined 
by the levels of fertility and mortality, 
as well as by international migration. 
The countries with the largest 
populations in the Region are China (1.2 
billion in 1992), Japan (124 million), Viet 
Nam (70 million), and the Philippines 
(64 million). The Republic of Korea, 
Singapore, Hong Kong and Malaysia, 
have relatively smaller populations. Most 
of the Pacific island countries have a 
population below 200 000 (see Table 1) 
except for Papua New Guinea at just 
over four million. Niue and Tokelau 
have the smallest populations, at 2500 
and 2000 respectively. 
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Population growth rate measures the 
annual percentage change in the 
population resulting from a surplus of 
births over deaths and the balance of 
migrants entering and leaving the 
country. Population growth rates are 
lowest in the NIEs and the developed 
countries, despite the entry of migrant 
workers. These are Hong Kong (0.70), 
Australia (0.77), Guam (0.85), Japan 
(0.90), Republic of Korea (l.00) and 
Singapore (1.30). Countries with high 
population growth rates are Cambodia 
(5.20), Marshall Islands (3.90), Solomon 
Islands (3.50) and Micronesia (3.40) 
(fable 2). China, the largest country in 
the world, experienced a growth rate 
of2.61 per cent per annum from 1965 
to 1970. From 1975 to 1990, its growth 
rate remained at around 1.4 per cent 
per annum (United Nations, 1993b). 
Japan's growth rate of 0.9 per cent per 
annum is the lowest in the Western 
Pacific Region. 

The popUlation grqwth rates in 
Southeast Asia are comparatively lower 
than the rates in the Pacific island 
countries except for Cambodia a'ld 
Macao. The trend in the Pacific island 
countries is an almost equal rate of 
natural increase and population growth 
rate (see Table 2). Papua New Guinea 
and the Lao People's Democratic 
Republic are expected to have the 
highest population growth rates in the 
next decade. However, China is still 
expected to contribute the largest 
number of additional people to the 
Region (ADB, 1991). 

Sex ratio. The sex ratio is the number 
of males per 100 females, considered 
at birth and in the population at large. 

Reliable statistics from developed 
countries covering the past 200 years 
show that the true sex ratio at birth is 
biologically stable in the absence of 
social and behavioural interference, at 
!!Iound 106 male births per 100 female 
births (Johansson and Nygren as cited 
in Zeng Vi, et al, 1993). In the absence 
of sex-selected abortion, infanticide, and 
underreporting, the reported sex ratio 
ought to approximate the true sex ratio 
of 106 (Zeng Vi, et al, 1993). 

The sex ratios at birth of the Republic 
of Korea and China stand out. The 
Republic of Korea's high male sex ratio 
at birth since the 1980s has increased 
from 107 in 1982 to 114 in 1988, and 
has been attributed to sex selection 
procedures by a large number of parents 
(Nam-Hoon and Moon-Hee, 1992). 
China's reported sex ratio also 
increased after 1980. It was 108.5 in 
1981 (based on the 1982 census), 110.9 
in 1986 (based on the 1987 One Per 
cent Population Sample Survey), 111.0 
in 1987 (based on the 1988 Two-per
Thousand Survey), and 113.8 in 1989 
(based on the 10 per cent tabulations 
of the 1990 census data). 

The increase of China's sex ratio to a 
higher level than expected is significant 
This increase has been tlttributed to 
underreporting of female births an 
increase in prenatal sex identitic~on 
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Table 1: Population Characteristics 

Country 

China 

Area 
(1000 

sq. /em) 

9,600.00 

Population 
(000) 

1,168,462.00 

Sex 
Ratlo* 

106.40 

Median hJe 
Years 

Female 

26.20 

N8i.\il~M6diiS/licii_'eB666Mh!jjl ::t·"".. " ... ' .. ·'·'.0 .• ' ·.·.·/t •••••.••.••••• :?,....,····· .".""""""".':"""'.'\,.:;""" .·,·.·",O.)':t,., .. ·",.,. 
Hong Kong 1 .07 5,800.00 
Malaysia 329.44 17,353.20 
Rep. of Korea 99.26 42,380.00 
~pcre 0.64 2,792.00 

Brunei Darussalam 
Cambodia 
Lao Peoples Dem. Rep. 
Macao 
Mongolia 
PhIlippines 
Viet Nam 

5.77 
181.00 
236.80 

0.02 
1,564.62 

330.00 
330.36 

9,433.00 
4,300.00 

355.70 
2.3()l.00 

63.800.00 
70.449.00 

105.70 
100.30 
100.90 
103.20 

91.10 
96.90 

100.40 
98.60 
96.40 

32.60 
22.40 
28.20 
31.10 

20.00 
17.90 

19.40 
20.90 
22.00 

poaHk:r.n(f~jHt:~:})~:::::::::::: ::\~/nt~~ :rtj~j\/t\ ··,·:·~'·;::·:·:·;·;::::·;::::·;~;:;:t:~;;;;)t;;)\····· ::::::::::::::~{{{::~t:~:):::{{ ::~:))?::;::::::::::::::::::;:::::::: ;:::: }}::::;:}:::::::::::::: 
JImeric<rI 5anoa 
COOk Islands 
Fill 
French Polynesia 
Guam 
KlrlbaII 
Ncxfhem Mariana Islands 
Marshall Islands 
Fed. States of Micronesia 
Nouu 
NawCaedonIa 
Niue 
Rep. of Palau 
Papua New Guinea 
Samoa (Western) 
Solomon Islands 
Tokelau 
Tonga 
Tuvalu 
vanuatu 
Wallis and Fuluna 

• Population at large 

0.20 
0.24 

18.33 
4.00 
0.54 
0.72 
0.47 
0.18 

143.24 
0.02 

19.10 
0.26 
0.95 

463.80 
2.84 

27.60 
0.01 
0.70 
0.03 

12.19 
0.27 

•• Percentage of total female population 

50.90 
18.00 

750.00 
199.30 
127.00 

75.00 
45.00 
50.00 

115.00 
9.00 

172.00 
2.50 

12.23 
4,007.00 

195.00 
360.00 

2.00 
103.00 

8.50 
162.00 

13.70 

101.60 

105.40 

104.50 
105.40 

107.20 
106.60 
103.80 

102.20 

107.70 

18.30 
21.70 

20.50 

14.60 
20.50 

18.40 
19.10 
16.30 

18.30 

18.10 

Sources: Western Pacific Region Data Bank on Socioeconomic and Health indicators. WHO 1994. 
Gender Indicators of Developing Asian and Pacific Countries. ADB 1993. 

.. 
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by ultrasound and other diagnostic 
methods for the purpose of gender
specific birth control, accompanied by 
a very low-level incidence of female 
infanticide (Zeng Vi, et al, 1993). 

In the population at large, some 
countries in Sou1heast Asia have higher 
female sex ratios, including the 
Philippines, Viet Nam, Cambodia, the 
Lao People's Democratic Republic and 
Brunei Darussalam. The lowest male 
ratios are fmmd in Cambodia (91.1) and 
Viet Nam (96.4), presumably due to 
the ravages of war (see Table 1). 

The sex ratios for the population at large 
in the Pacific island countries, China, 
Hong Kong and Singapore show that 
they have more men than women. The 
mortality rates among women in the 
Pacific island countries are higher than 
those of men, and have influenced sex 
ratios accordingly (Laquian, 1993). 
China has exhibited a steady decline in 
the female-male ratio from 94.3 in 1975 
to 93.5 in 1985 (Sen, '1989). Given 
women's longer life expectancy and 
discounting the factor of war, the sex 
ratios are particularly striking. 

Median age for females and males. 
The median age refers to the midpoint 
age that separates the younger half of 
the population from the older half. A 
notable trend in the Region shows that 
female populations have a higher median 
age than male populations. In Hong 
Kong and Singapore, the median age 

for both sexes is over 30 years. The 
Republic of Korea and China have 
median ages above 26 (see Table 1). 

In the developing countries of Southeast 
Asia and the Pacific island countries, 
the median age is below 20 years. The 
Marshall Islands and the Solomon 
Islands have the lowest median age 
(14.6 and 16.3 years, respectively). 
These data depict a population 
composition where 50 per cent of the 
population is dependent, i.e., in the 
childhood age groups. 

Women of reproductive age. This 
indicator refers to the proportion of the 
female population of reproductive age, 
usually defined as between 15 and 49 
years. This indicator is crucial as it 
looks not only at pregnant women, but 
at all women of reproductive age to 
assess the absolute and relative risks 
of reproduction, fertility contrOl and 
abortion (Sai, 1989). 

Data show that more than 56 per cent 
of women in Singapore, Hong Kong, 
the Republic of Korea and China are in 
the reproductive age group. In 
Southeast Asia and the Pacific island 
countries, less than 50 per cent of the 
female population is found in this age 
group, most of the rest of population is 
found in the 0-14 age group (see Table 
1). In the Pacific island countries, the 
proportion of women of reproductive 
age is lowest in the Marshall Islands 
and Solomon Islands. 
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Working age population among 
women. The working age group is 
usually taken to be 15-64 years. The 
proportions are highest in the NIEs, 
where 60 to 70 per cent of their 
populations are in this group. In 
Southeast Asia and the Pacific, the 
proportions are well below 60 per cent. 
The working age populations of the 
Philippines and Viet Nam are over 
58 per cent, while Cambodia and the 
Lao People's Democratic Republic 
have 55 and 52 per cent, respectively 
(see Table I). 

The large percentage of working age 
group populations in NIEs may be partly 
accounted for by migrant workers. 
However, the population growth rates 
ofNIEs and the developing countries 
of Southeast Asia do not clearly 
correlate with this, indicating that the 
flow of migrants may be insignificant 
and migration data may be lacking. 
Other fertility-related variables such as 
the Total Fertility Rate and the 
Contraceptive Prevalence Rate may also 
account for changes in the population 
size of countries. 

Fertility and mortality 

Birth rates, death rates and natural 
increase. The crude birth rate (CBR) 
is the number of live births in a given 
population each year per 1000 
population. The number of births is an 
important component of the population 
growth rate, as are deaths and 

migration. The number of births, 
however, depends on the age structure 
of the population and on the level of 
child-bearing. 

The crude death rate (CDR) is the 
ratio of the number of deaths occurring 
within one year to the mid-year 
population expressed per 1000 
population. It is important in assessing 
the population growth rate. Like the 
crude birth rate, however, the CDR 
depends on the age structure of the 
population and on the level of mortality. 
While trends in CDR do not adequately 
reflect mortality levels, they are 
important for policy-making and planning 
purposes (United Nations, 1993b). The 
rate of natural increase is the excess 
of births over deaths per 1000 
population, or the difference between 
the CBR and the CDR Migration 
flows are not taken into account in the 
rates of natural increase. 

Among the countries in the Region, the 
developed countries and the NIEs 
exhibit the lowest crude birth and death 
rates (Table 2). Australia (15/1000), 
Japan (1011000), New Zealand 
(17/1000), Hong Kong (1311000), 
Republic of Korea (1611000) and 
Singapore (18/1000) have birth rates 
lower than the world average in 1985-
1990 of 2711000. The death rates of 
Singapore and Malaysia (both 5/1000), 
Hong Kong and the Republic of Korea 
(both 6/1000), Japan and Australia (both 
111000) and New Zealand (9/1000) are 
lower than the world average during 
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Table 2: Fertility and Mortality 

COU'lIry Quje 

Birth Rate 
per (1000) 

Quje 

Death Rate 
per (1000) 

Rate of 
Nalu'al 

Inc. (%) 

Pop'n. 
Growth 

Rate (%) 

~~::i::{t: ttt "I.:: iI""'>"i;i:II.;'}':"" xxx, 
Australia ··rS:b6· 7.00·· """""p/'rr'·""·' 
Japan 10.00 7.00 0.30 0.90 
New Zealand 17.00 8.00 0.90 1.20 

7.00 

~~~i~!Qi::::::: ;:"i;Il~~'.&i)·"t ,II ·'1:~~&5 ii:kI':""d:;g·I ':'::'I'tr~:';~'" 
MaaysIa 29.00 5.00 2.30 2.10 
Rep. 01 Korea 16.00 6.00 1.00 1.00 
5ngapore 18.00 5.00 1.30 1.30 

fiNiN@o; ................ "i., ••• " ... ' 
Brunei Darussalam 
Cambodia 
Lao Peoples Dem. Rep. 
Macao 
Mongolia 
PhIlippines 
VIetNam 

ArnerIca1 Scrnoa 
Cook Islands 
Fill 
French Polynesia 
Guam 
I<lrlbaIt 
Norlhem Mariana Islands 
Marshall Islands 
Fed. states 01 Micronesia 
Nauu 
New Caledonia 
Niue 
Rep. 01 Palau 
Papua New Guinea 
Samoa 
Solomon Islands 
Tokelau 
Tonga 
Tuvalu 
Vanuatu 
Wallis and Futuna 

;:::;:;:;:;:;:;:;:;:;: f~ [HI 
27.20 
45.90 
44.40 
19.20 
34.00 
28.00 
28.80 

37.30 
23.60 
25.40 
26.50 
26.50 
32.50 
23.20 
47.00 
28.80 

23.70 
29.20 
21.80 
34.00 
33.50 
39.80 
31.00 
25.60 
26.18 
34.10 
28.40 

3.00 2.42 2.10 
16.80 2.90 5.20 
15.70 2.90 2.80 
3.80 1.54 3.94 
8.00 2.70 
7.00 2.10 2.00 
8.10 2.10 1.90 

4.30 
5.20 
6.70 
4.70 
4.30 

12.40 
5.90 
8.20 
6.60 

5.90 
7.80 
7.50 

11.00 
6.30 
4.90 
8.20 
6.80 
9.57 
9.80 
5.18 

3.80 
1.80 
1.90 
2.18 
2.22 
2.00 
1.73 
3.90 
2.20 

1.78 
2.10 
1.40 
2.30 
2.70 
3.50 
3.00 
1.90 
1.66 
2.40 
2.33 

1.90 
1.20 
0.80 
2.26 
0.85 
2.10 
2.30 
3.90 
3.40 
1.45 
2.00 

(0.20) 
1.70 
2.30 
2.40 
3.50 
1.30 
0.80 
1.50 
2.40 

Sources: Western Pacific Region Data Bank on Socioeconomic and Health indicators. WHO 1994. 
Gender Indicators of Developing Asian and Pacific Countries. ADB 1993. 
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Total F. 
Rate 

(births. 
woman) 

1.50 
2.10 

Mean Age % of Women 
of Child using 
Bearing FP 

26.00 

,'.','.','.','.','.','.','.'.' .. ','.',' .:: .': :.::::;; :::; ;:::. : :;;~;;::.'.;::::: -;. :.:.;.::::.~. :::::;;::::;:::::;: ::::;:; .;.~.~~~! ;itt;i~;:;: ," ';'.' . '. '. '.' . =i=;: i:~ :;: i:;: :::; ;:;: 
······ .. ·· .. fJlf ";"" """ '~lr5if"';" ·············nUlo 

3.70 
1.60 
1.90 

5.80 
6.30 
5.90 

3.50 
3.60 

3.40 
3.00 
1.20 
3.00 
3.90 
4.36 
7.00 
4.10 

1.00 
4.90 
4.40 
6.00 

3.70 
2.70 
4.60 

29.30 35.83 
26.20 77.10 
29.50 67.00 

30.50 
29.60 

29.40 19.74 
30.00 36.00 

28.10 45.00 
27.00 32.20 

28.30 27.80 
28.50 18.00 

28.40 21.20 

29.10 2.80 
29.20 20.00 
29.60 41.00 

28.20 38.90 

29.70 12.00 

Contracepflve 
Prevalence 

Rafe (%) 

56.00 
70.00 

Ufe Expectancy 
at Birth 
(years) 

Female Male 

82.00 
79.00 

76.00 
73.00 

... :...................... :::~;:::: :::::::::::::.' ..... ;.;. ;:::::::::::::.:.:.', ... :.: ... :: .................. :: .. 
:::,:~:,:'::::'·)t ;f"~&it{ ':;:':':;:;"":""":'~8:'&f":'"t:;""}:""{"'~''iglif'i"": 

51.40 73.00 68.00 
77.10 73.00 67.00 
74.00 72.00 74.00 

50.40 47.40 
52.30 49.20 
81.40 76.70 
67.00 63.00 

45.00 67.00 63.00 
67.20 66.90 62.80 

40.00 73.10 69.20 
66.90 62.40 
74.60 68.90 
75.60 69.50 

19.40 55.70 52.50 
52.00 47.00 
64.00 60.90 
69.20 65.30 

71.80 66.50 

78.00 64.00 
4.50 56.00 55.00 

18.50 69.70 64.80 
23.00 72.30 67.40 

70.00 65.00 
45.70 70.00 65.30 

60.00 57.00 
13.00 60.10 56.70 
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1985-1990 of 9.7/1000. The highest 
birth and death rates are found in 
Cambodia (45.9 births, 16.8 deaths) and 
in the Lao People's Democratic 
Republic (44.4, 15.7). 

Among the Pacific island c01mtries, the 
rates of natural increase vary from a 
high of almost 40 per 1000 in Marshall 
Islands, over 30 in the Solomon Islands, 
and American Samoa, to 20 in Kiribati 
and to as low as 14 per 1000 in Palau 
(see Table 2). 

Total fertility rate (TFR). This 
indicator refers to the number of children 
a woman would have during her lifetime 
if she were to experience the fertility 
rates of the period at each age, and 
indicates family size. The TFR is a 
critical component of any change in 
population size. 

During 1975-1980, China's TFR was 
2.9 and from 1985-1990, it declined to 
2.4. Japan's (1.7) and the Republic of 
Korea's (1.96) TFR fell below the 
replacement level of 2.1 in 1990. 
Singapore's present TFR (1.9) is the 
result of a decline by nearly five children 
per woman since 1950. Brunei 
Darussalam, the Philippines, Viet Nam 
and Malaysia have TFRs of three births 
per woman or more (United Nations, 
1993b). The highest TFRs are found in 
Marshall Islands (7), Solomon Islands 
(6), the Lao People's Democratic 
Republic (6.3), Cambodia (5.8) and 
Macao (5.9). 
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Contraceptive prevalence rate 
(CPR). This indicator measures the 
percentage of women of reproductive 
age who use a method of contraception. 
The CPR of developed countries and 
the NIEs are comparable, with the 
highest prevalence rates found in Hong 
Kong (80.8 per cent), Republic of Korea 
(77.1 per cent) and Singapore (74 per 
cent). 

Limited data are available for Southeast 
Asia and the Pacific island countries. 
Viet Nam and the Philippines reported 
67.2 and 45 per cent CPR respectively. 
Among the Pacific island countries, 
Tonga (45.7 per cent) has the highest 
CPR, followed by Cook Islands (40 per 
cent). Papua New Guinea reported the 
lowest CPR (4.5 per cent). 

Countries with the highest CPRs such 
as Hong Kong, the Republic of Korea 
and Singapore, also have the lowest 
TFRs, at 1.4, 1.6 and 1.9 births per 
woman, respectively (see Table 2). 

Contraceptive prevalence rate can be 
cross-referenced with female literacy 
among those 15 years and above (see 
Table 7). Except in China, where direct 
state intervention is applied to increase 
CPR, all the countries show that 
education tracks positively with CPR. 
This analysis supports the findings of 
several studies about the major gains in 
reproductive health and fertility control 
that result from encouraging the 
education of girls. 
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While these data do suggest a strong 
link between education and fertility, the 
relationship is not as straightforward as 
the data show. It has long been 
recognized that women in developing 
countries with secondary or higher 
education almost invariably have much 
lower fertility than less-educated 
women. In countries where the general 
level of development is low, or where 
the general level of fertility has so far 
shown little decline, the impact of 
primary education on fertility is not 
uniformly inverse (United Nations 
1993a, Litaic, 1993). 

Little is known about whether the type 
and level of education attained by 
women has a bearing on fertility and 
child care. Even less is known about 
how a country's prevailing traditions and 
cultural setting may affect women's 
status and thus their chances of being 
educated, or work against the 
demographic effects of men's education 
(Litaic, 1993). 

Age-specific fertility rate (ASFR). 
The age-specific fertility rate is a crucial 
determinant of the number of births in 
a given population. It shows, for any 
given population, whether shifts in the 
age pattern of fertility will increase or 
decrease the number of births, 
particularly when the shifts occur at the 
peak ages of child-bearing (United 
Nations, 1993b). 
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Apart from being a critical factor in 
changes in population size, knowledge 
of the ASFR identifies high-risk age 
groups and assists policy-makers and 
planners to design interventions to 
address their needs. For instance, the 
ASFR for women aged 15-19 is an 
indicator of current rates of adolescent 
fertility, and increasing rates in this 
particular age group have serious policy 
and programme implications. Since most 
countries do not have these data., 
especially for the reproductive ages, the 
mean age of child-bearing is used. 

Mean age of child-bearing. This 
indicator refers to the average age of 
women that give birth in a particular 
year. Like all averages, this indicator 
does not show the distribution of fertility 
rates in specific age groups. 

The mean age of child-bearing in the 
Region ranges from 26 to 30.5 years. 
The youngest mean age is in China and 
the oldest is in Cambodia The trend is 
towards an older mean age for the NIBs 
and Southeast Asia., except for the 
Republic of Korea Singapore and Hong 
Kong data show a mean age of 29.5 
years. The Lao People's Democratic 
Republic (29.6), the Philippines (29.4) 
and Viet Nam (30) also exhibit high 
mean ages of child-bearing. 

Life expectancy at birth. This 
indicator refers to the average number 
of years to be lived by a group of people 
living in the same year if mortality at 
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each age remains constant in the future. 
Life expectancy at birth for the world 
as a whole was 63 years during 1985-
1990. Among males, the life expectancy 
was 61 years; for females, it was 65 
years. 

As a general trend across countries, 
women have longer life expectancies 
than men. This has been attributed to 
declines in maternal mortality rate 
among females aged 15-44, high rates 
of accidents and violence against males 
of this age group, and widespread 
adoption of hazardous lifestyles by men 
but not by women (because such 
behaviour is regulated by sex roles and 
social conventions) that lead to higher 
adult and old-age mortality rates (Lopez, 
1985 cited in United Nations, 1993a). 

Some studies, however, point out that 
even after taking into account the fact 
that men are more likely than women 
to die from violence, the greater 
longevity of women appears to be 
mainly due to biological advantages that 
women have over men in matters of 
morbidity and its consequences 
(Waldron, 1983; Naeye, R.L., et al, 
1971; cited in Sen, 1989). Women, on 
the whole, are hardier and appear to be 
more resistant to disease. Women live 
noticeably longer than men if they 
receive the same medical attention and 
health care and the same amount of 
nutrients as men (Sen, 1989). 

The longest life expectancies in the 
Region are found in the developed 
countries. Japan has the longest life 
expectancy, 82 years for women and 
76 for men. Australia, Hong Kong and 
New Zealand come next The shortest 
life expectancy for females is in 
Cambodia, at 50.4 and for males is 
Northern Mariana Islands at 47.00. 

3.3 Health 
indicators 

HeaUh indicators include infant mortality 
rate (IMR) (1970 and 1991, by gender), 
maternal mortality rate, by country and 
by rank order, percentage of women 
assisted at delivery, percentage oflow
birth-weight infants, proportion of 
pregnant women immunized against 
tetanus, and incidence of sexually 
transmitted diseases and AIDS. 

Infant mortality rate (lMR) is an 
important component in the level of life 
expectancy and a key determinant of 
the reproductive health status of women 
of child-bearing age. This indicator has 
seen and caused the greatest change in 
population growth. Those born in the 
1960s and 1970s have survived in great 
numbers and are reproducing in yet 
greater numbers, not because they have 
more babies per family, but because 
more of their babies survive. Just as 
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importantly, in this age bracket, more 
of them are capable of reproduction 
(Sagoff, 1993). 

During 1985-1990, the worldwide IMR 
was 68 deaths per 1000 live births, 
having declined considerably since 1950, 
when it was 150 per 1000 live births 
(United Nations, 1993b). 

The levels of female and male infant 
mortality have improved dramatically 
over the past two decades. In 1970, 
Cambodia had IMRs of 176/1000 and 
14211000 for male and female infants, 
respectively. These IMRs fell to 120 
and 103 in the 19908. Similar decremes 
have occurred in the Pacific islands, 
which have posted reductions of more 
than 300 p.er cent over 20 years; Fiji, 
from 65 to } 7 for females and from 75 
to 21 for males; Marshall Islands, from 
97 to 50 for females and from 115 to 
53 for males; and Papua New Guinea, 
from 102 to 67 for females and from 
101 to 66 for males. Such improvements 
may be attributed largely to public health 
measures such as immunization, 
education about rehydration and 
promotion of breast-feeding. 

Japan's IMR of 5 is the lowest in the 
world. Australia, New Zealand and 
Brunei Darussalam have IMRs that fell 
below 10 per 1000 during 1985-1990. 
Hong Kong and Singapore have rates 
of about 5 for males and 6 for females. 
Regionwide, however, mortality is higher 
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for male than for female infants, a trend 
supported also by the longer life 
expectancy of the female population in 
the Region. 

Maternal mortality ratio (MMR). 
This indicator is measured by the 
number of maternal deaths per 100 000 
live births in a year. The time 
references for data on maternal deaths 
vary widely and their reliability may be 
doubtful. However, country studies and 
national and hospital surveys have been 
used to rapidly assess the extent and 
causes of the problem Caution should 
be used in the interpretation of such 
data as these may be underestimates, 
and reflect only hospital rates. Deaths 
outside hospitals may go unreported. 

Haemorrhage, hypertensive disorders of 
pregnancy, sepsis, complications of 
unsafe abortions, anaemia and malaria 
are the leading causes of maternal 
mortality in the Region. 

The Ministry of Health of Cambodia 
estimated in 1987 that its MMR of 900 
deaths per 100 000 live births may be 
underreported. The main causes of 
these deaths were reported to be 
complications following abortions, 
haemorrhage during delivery and 
toxaemia (UNICEF, 1990). A UNFPA 
report cites complications from unsafe 
abortions as a major leading cause of 
maternal deaths (Middleberg, 1993). 
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The Lao People's Democratic Republic 
Ministry of Public Health estimated the 
MMR in 1992 to be 300 per 100 000 
live births on average, ranging from 
about 200 per 100000 in Vientiane to 
over 600 per 100 000 in other provinces. 
Postpartum haemorrhage, obstructed 
labour and eclampsia were the major 
direct causes of maternal deaths 
(linuma, 1992; WHO, 1991b). 

Studies carried out in government 
hospitals of Western Malaysia from 
1967-1969 showed that 48 per cent of 
the 683 maternal deaths were due to 
haemorrhage and 13 per cent were due 
to hypertensive disorders of pregnancy. 

During the 1980s, the Philippines' MMR 
was 100 per 100 000 live births. The 
National Demographic Survey in 1993 
found an MMR of 209 per 100 000 live 
births. The leading causes were illegal 
induced abortions (estimated to be 
responsible for 24 per cent of deaths), 
haemorrhage, eclampsia, toxaemia, 
hypertension and other complications 
during pregnancy and childbirth 
(UNICEF,1992). 

In Fiji, haemorrhage, both post- and 
antepartum, was the most common 
cause of death during 1969-1976 and 
1982-1986. It accounted for 38 per 
cent of all maternal deaths during 1 %9-
1976 and 25 per cent during 1982-1986. 
Anaemia was the most common 
complication of pregnancy and was a 
direct cause of death during the earlier 
period. Available national data in Papua 

New Guinea for 1989 place MMR 
estimates at above 800 and may be as 
high as 1500 in rural areas per 100 000. 
Hospital studies from 1984-1986 identify 
haemorrhage, sepsis and associated 
medical/surgical conditions as the 
leading causes of maternal deaths 
(WHO,1991b). 

Results of hospital studies in Singapore 
over a seven-year period (1964-1970) 
revealed that abortion accounted for 22 
per cent of maternal deaths. In the 
Republic of Korea, official data during 
1985-1987 showed that the causes of 
maternal deaths were hypertensive 
disorders of pregnancy, haemorrhage, 
sepsis and abortion (WHO, 1991b). 

While these maternal deaths may have 
been due to direct medical causes, some 
may have died due to logistic problems 
such as failures in the health care 
delivery system, lack of transport and 
inadequate or absent infrastructure such 
as roads or bridges (WHO, 1991b). 

Percentage of women assisted in 
delivery. This indicator contributes to 
the level of maternal mortality and 
reflects the broader health conditions in 
a country. Assistance by health staff 
varies from country to country, but is 
usually provided by doctors, nurses, 
midwives or traditionally-trained birth 
attendants. 

Some country data on women assisted 
during delivery do not support earlier 
trends. For instance, Cambodia has 
reported that 100 per cent of its women 
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Table 3: Infant Mortality and Maternal Mortality 

Country Infant Mortality 
Rate per 1000 

live blr1hs 

Maternal % of %of low- Pregnant 
Mortality Women blrth- women 
Ratio· Assisted weight Immunized 

In Delivery Infants against 
Female Male tetanus 

(%) 

~D!iid",cQOtim$+t:': tt':':; :""':"': ,,',.,.......... I:{', ":'r"t'r,;t """""',:""',,,,:,:,,':':,: ,,;,'{''':.,.::':;'::;';ti/;:///;:::;:;:i; ""i"):;:::;;/:"':,/?,:tt:': """":",:",:'":,,;,,,,,,::""" 
hlstraDa 3.00 99.00 
Japan 11.00 100.00 
New Zealand 7.00 99.00 

China 

Hong Kong 
Malaysia 
Rep. of Korea 
Shgapore 

Brunei Darussalam 
Cambodia 
Lao People's Oem. Rep. 
Macao 
Mongolia 
Philippines 
VietNam 

31.00 

5.60 
22.30 
19.80 
5.00 

103.80 
96.00 

48.00" 
45.10 
46.30 

33.00 

6.40 
32.00 
25.80 

6.00 

120.60 
118.00 

60.60 
94.10 

49.40 51.50 

4.00 99.40 
16.00 92.00 
15.00 88.00 
8.00 99.90 

0.00 97.00 
800.00 100.00 
3,00.00 

30.00 
241.00 98.00 

80.00 56.60 
120.00 90.00 

6.00 
6.70 
5.90 

6.01 

5.00 
8.20 
4.30 
7.10 

30.00 
4.50 

<10.00 
15.30 
11.00 

89.90 

47.00 

11.00 

52.90 

Nldil6IGija~tII:t ":": ;;;:;r/):.::': It :{:,',":,;,'::,:,':::: ••.••••••• ':"If ::,., •••• ,:t,;ti;:;" ;': "'t':;:)""'i"fIk :;,;{ 
Arnerica1 Sanoa 0.00 3.50 
Cook Islands 20.80 28.40 220.80 90.00 3.80 
Fill 17.00 21.00 41.1 0 97.80 18.00 
French Polynesia 19.00 6.60 
Guam 0.00 7.10 
IOrIbo1I 90.00 108.00 100.00 74.39 6.60 
Northam Mariana Islands 84.00 7.30 
Marshollisiands 50.00 53.00 2.00 100.00 9.00 
Meronesia 120.00 80.00 31.01 
New Caledonia 160.00 8.60 
Niue 3.50 
Rep. of Palau 0.00 6.00 
Papua New Guinea 67.00 66.00 700.00 19.80 23.00 
Samoa 34.00 46.00 43.40 52.00 4.00 
Solomon Islands 26.00 34.00 10.00 85.00 20.00 
Tokelau 0.00 2.30 
Tonga 18.60 25.20 300.00 60.00 2.00 
Tuvalu 434.80 2.00 
Vanuatu 66.60 76.50 89.20 86.00 7.50 
Wallis and Futuna 0.00 3.00 

• Maternal deaths per 100 000 live births . 
.. Infant Mortality Rate (aggregate data for female and male). 

100.00 
89.00 

66.00 
0.00 

100.00 
66.00 
52.00 
63.00 

0.00 

28.00 

100.00 

Sources: Western Pacific Region Data Bank on Socioeconomic and Health indicators. WHO 1994. 
Gender Indicators of Developing Asian and Pacific COWltries. ADB 1993. 
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are assisted during delivery, yet it has 
the highest MMR in the Region. Also 
questionable are data from other 
countries in the Region that show high 
percentages of women assisted during 
delivery, but also high MMRs. 

Among the developed countries and 
NIEs, however, the data showed an 
inverse relationship between the number 
of maternal deaths and the percentage 
of women assisted in delivery. 

Proportion of pregnant women 
immunized against tetanus. This 
indicator measures health interventions 
provided to pregnant women to reduce 
the incidence of tetanus infections for 
the mother and the newborn. Data are 
very scanty for this indicator in the 
Region. The Cook Islands, Palau and 
Wallis and Futuna reported a 100 per 
cent immunization coverage for their 
pregnant women. Fiji and Malaysia 
reported an immunization coverage of 
89 per cent, in 1989 and 1990 
respectively. The lowest reported 
immunization is in the Lao People's 
Democratic Republic, where in 1991 
only II per cent of pregnant women 
were immunized against tetanus (see 
Table 3). 

Percentage of low-birth-weight 
infants. Low-birth-weight infants refer 
to those who weigh less than 2.5 
kilograms or 5.5 pounds. This indicator 
is the single most important detenninant 
of newborn survival (WHO, I 992b). It 
also measures the health status of the 
newborn and reflects the woman's 

reproductive health status. Combined 
with other indicators, the weights of 
infants at birth help identify at-risk 
women. 

Women who are considered at risk 
usually deliver at-risk infants 
characterized by low birth-weights, 
failure to gain weight and an overall 
susceptibility to infectious diseases like 
measles, whooping cough and diarrhoea 
Women considered at risk are those 
below 15 or over 40, who have short 
intervals between births, i.e., less than 
24 months, who are in their first 
pregnancy or after their fifth one, whose 
pre-pregnancy weight was less than 
40 kgs or weight gain during pregnancy 
was less than 7 kgs, who have a 
previous history of stillbirth, neonatal 
death, or low-birth-weight infants, who 
are anaemic and malnourished or who 
belong to economically or socially 
deprived groups (Ebrahim, 1983). 

Low birth-weight is a very common 
phenomenon in developing countries and 
contributes significantly to both neonatal 
and post-neonatal mortality in those 
countries (WHO, 1992). Official 
statistics bear this out. Countries like 
Australia (6 per cent), New Zealand 
(5.9 per cent), Hong Kong (5 per cent), 
the Republic of Korea (4.3 per cent) 
and Macao (4.5 per cent) have the 
lowest incidence of low-birth-weight 
infants in the Region. Micronesia (31 
per cent) and Lao People's Democratic 
Republic (30 per cent) have the highest 
percentage of infants with low-birth-
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weights. Papua New Guinea, Solomon 
Islands and Fiji also show high ratings. 
In between these ratings are the figures 
of the Philippines and Viet Nam (see 
Table 3). 

Incidence of sexually transmitted 
diseases and acquired 
immunodeficiency syndrome 
(AIDS). Sexually transmitted diseases 
are a ~or public health problem. Data 
on the prevalence of the different forms 
of sexually transmitted diseases for 
much of the Region are either nil or not 
available. 

Sexually transmitted diseases were the 
leading causes of morbidity 4t Australia 
in 1986. Gonococcal infections and 
syphilis were two of the top causes of 
morbidity in Japan in 1984. Malaysia 
reported that gonococcal infections and 
syphilis were ~or causes of morbidity 
in 1986. American Samoa, Nauru, 
Papua New Guinea, Northern Mariana 
Islands, Marshall Islands, Micronesia, 
Palau and Wallis and Futuna included 
gonorrhea and syphilis among the ten 
leading causes of morbidity in 1984 and 
1986 (WHO, 1988). 

The failure to prevent and treat these 
diseases is considered a major 
disappointment. Sexually transmitted 
diseases, apart from increasing the 
chances of life-threatening ectopic 
pregnancies and the risks of acquiring 
the human immunodeficiency virus 
(HIV), are an important cause of 
infertility among women. The risk of 
transmission of sexually transmitted 

diseases is generally much greater from 
male to female than female to male, 
and the health consequences of many 
of these diseases are also much more 
serious for women (United Nations, 
1993a). Most cases of primary and 
secondary infertility according to global 
figures have been attributed to the 
consequences of sexually transmitted 
diseases or from post-abortion and post
partum complications (WHO, 1991a). 
Existing evidence also points out the 
importance of sexually transmitted 
diseases as a factor in the transmission 
ofHIV. In Cambodia, over 100 people 
have been diagnosed with HIV infection 
and 36 of these are sexually transmitted 
diseases patients (WHO, 1993). 

Over 90 per cent of AIDS cases in the 
Region have been reported from three 
countries, Australia, Japan and New 
Zealand. Most of these reported cases 
(95.8 per cent) were men and less than 
1 per cent were children lDlder 15 years 
of age (WHO, 1993). 

Heterosexual transmission of HIV is 
predominant in many Western Pacific 
countries. Over 50 per cent of HIV 
infections in the Philippines and some 
70 per cent of HIV diagnoses have 
resulted from heterosexual contact. In 
Papua New Guinea, almost half of the 
47 reported AIDS cases were acquired 
heterosexually (WHO, 1993). 

The role of injecting drug use in the 
transmission of HIV is gaining 
prominence in the Region. Seventy
three per cent of all HIV transmission 
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in China is due to injecting drug use, in 
Malaysia it is 83 per cent. Homosexual 
transmission is an important mode of 
transmission in some countries such as 
Australia, New Zealand, Hong Kong 
and French Polynesia (WHO, 1993). 

While these data show that there are 
more men infected with AIDS than 
women, this does not mean that women 
are altogether spared. The implications 
of these data for women are not lost, 
but perceptions of scientists and policy
makers towards women with respect 
to AIDS reflect women's reproductive 

role once again. Women are often 
talked about as "vessels of infection" 
and "vectors of perinatal transmission". 
As a result, attention is focused on 
women in the context of the spread of 
HIV, the infection of fetuses in utero 
and paediatric AIDS cases. The 
problems that women with AIDS face 
are not dealt with to much extent in 
scientific literature (Amaro in Fried, 
1990). 

A study conducted in the United States 
concluded that women appear to 
transmit HIV to men less efficiently 

Table 4: Cumulative totals of cases of sexually transmitted diseases 

Country Gonorrhea Hepa B Syphillis Trachoma 

_i.··~.r •••••. f. ;.·.··· ••• '.·'.'r::;t .. ; ...... ·· i' •• ;·:Ir •• III.··';··,.····.",·.·········I··.· .• ·\.,\· ........ IrIIlrn 
hlstralla 2.530.00 3.652.00···· ... 2-;1153.00 
New Zealand 242.00 

iiilltiiili&iil_~.·'. .; .•.•.•.•........... ·········· •... \.·,·······.· •••• m •••••• i ................. f ........... ··· •• , •.••••• ' ••••••••• t. 
Rep. of Korea 
Malaysia 
Singapore 

Cambodia 
Lao People'$ Dem. Rep. 
Vlel Nam 

Cook I$/ands 
FII 
Klrball 
Marsha/ll$/ands 
Micronesia 
New Caledonia 
Papua New Guinea 
Samoa 
Solomon I$/ands 
Tonga 
Vanuatu 

11.826.00 
2.697.00 
3.196.00 

566.00 
3.00 

5.301.00 

15.00 
1.118.00 

113.00 
87.00 

157.00 
265.00 

12.256.00 
80.00 

576.00 
38.00 

195.00 

15.860.00 

200.00 

167.00 
5.704.00 

37.00 
28.00 

47.00 
1.887.00 

1.00 

Sources: WHO Regional Office for the Western Pacific Region -34 

4.456.00 
2.027.00 

761.00 

947.00 
1.00 

7.385.00 

0.00 
745.00 

175.00 
0.00 

272.00 
3.604.00 

118.00 

11.843.825.00 

0.00 
412.00 
199.00 
783.00 

0.00 
0.00 
5.00 

130.00 
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than men transmit it to women (Turshen, 
1989). The clinical course of AIDS in 
women is far from understood because 
most of the research has been done on 
men who were affected in the early 
stages of the disease (WHO, 1990b). 
Women have also been found to be 
socially more vulnerable to AIDS than 
men. This has been attributed to the 
subordinate position of women in the 

Table 5: Cumulative cases of AIDS 

Australia 
Japan 

Country 

New Zealand 

Female 

116.00 
16.00 
10.00 

0.00 

family and society. Women's inability 
to negotiate some aspects of their 
sexual relations, such as refusing sex 
or insisting on the use of condoms, may 
be tied to their subordinate position or 
low status. lhis may also be reinforced 
by the attitude and behaviour of their 
male partners. Double standards 
regarding sexual behaviour, i.e., men 
having numerous sexual partners before 

Male 

3.581.00 
527.00 
338.00 

11.00 

Rate 

21.23 
0.40 

10.40 

0.00 

Incidence 

16.60 

38.80 

N$l\Vtf:\ddSiildiWRdf$&iPililiW .·.f·. · .. III.r·.·· ·•·•• ••••• ··/· •••. ••• •• ·i.·····rr· ••• ··II ••••• •• II.II • I·.·. i.f.·· ··.t.t·.·.·t •• ···t·tIU··t.t.tI 
Hong Kong 
Malaysia 
Rep. of Korea 
Singapore 

Brunei Darussalam 
Cambodia 
Lao People'S Dem. Rep. 
Philippines 
VietNam 

Cook Islands 
Fjl 
Kiribati 
Marshall Islands 
Micronesia 
Papua New Guinea 
Samoa 
Solomon Islands 
Tonga 
Vanuatu 

1.00 
9.00 
3.00 
1.00 

0.00 
0.00 
0.00 

30.00 
0.00 

0.00 
2.00 
0.00 
1.00 
0.00 

18.00 
0.00 
0.00 
0.00 
0.00 

Source: WHO, AIDS in the Western Pacific Region, 1993 

60.00 1.05 
74.00 46.00 
10.00 0.03 
57.00 2.09 

3.00 0.74 
0.00 0.00 
0.10 0.02 

62.00 0.14 
0.00 0.00 

0.00 0.00 
3.00 66.00 
0.00 0.00 
1.00 4.09 
2.00 1.87 

29.00 1.20 
1.00 0.61 
0.00 0.00 
4.00 3.89 
0.00 0.00 
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and after marriage, affect the 
transmission of sexually transmitted 
diseases and HIV (United Nations, 
1993; UNESCO, 1989) (see Tables 4 
and 5). 

3.4 Socio-
economic 
indicators 

Socioeconomic indicators describe the 
relative situations of women and men 
in marriage and households (minimum 
legal age at marriage by gender, 
average age at marriage by gender, 
working age popUlation by gender, 
persons per household, and percentage 
of households headed by women), 
literacy and education (percentage of 
literacy among population aged 15 and 
above by gender, percentage enrolled 
in primary school by gender, percentage 
aged 20 years and over who have 
completed secondary school by gender, 
percentage aged 25 years and over who 
are university graduates, and adult 
literacy rate by gender), and the labour 
force (percentage among population 
aged 15 years and above that are 
economically active, percentage of 
females economically active in two age 
groups (ages 20-34 and 50-54), unpaid 
family workers by gender, percentage 
oflabour force (ages 15 and above) in 
professional and managerial occupations 
by gender, and percentage of female 
labour force ages 30-34 and 50-54 in 

professional and managerial 
occupations. The gross national product 
and other population variables are also 
considered. These indicators seek to 
highlight women's status and roles in 
relation to access to opportunities such 
as education and employment. 

Marriage and the 
household 

Minimum legal age at marriage. 
This indicator looks at the legal systems 
in the Region that influence marriage. 
Data across the Region are sparse. 
However, the general trend is that the 
legal age of marriage is lower for 
women than for men. The minimum 
legal age at marriage for women is 
between 16 and 18 years; for men, it is 
18 years or higher. This is true in China 
(20 for female, 22 for male), the 
Republic of Korea (16 and 18), Viet 
Nam (18 and 20), and in the Pacific 
islands of Fiji, Papua New Guinea and 
Samoa (16 and 18). The youngest legal 
age is in the S"lomon Islands, 13 years 
for women, and Tonga, 15 years for 
both sexes, and the oldest is China at 
22 years for males (see Table 6). 

Average age at first marriage. 
Given the legal age of marriage, this 
indicator examines the average age of 
males and females at marriage. 
Women in the Region generally marry 
at a younger age than men, between 
21.6 to 26.2 years. Men marry 
between the ages of 24 to 28.7 years. 
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Both sexes marry later than the legal 
age for marriage on average. 

Except for Fiji, no data on this indicator 
have been reported from the Pacific 
Islands. The youngest ages at first 
marriage reported for women are in Fiji 
(2l.6 years), New Zealand (22.2), the 
Philippines (22.4) and China (22.4). 
Women and men in NIEs tend to marry 
later, 26.2 for women and 28.4 for men 
in Singapore, 25.3 and 28.7 in Hong 
Kong and 24.1 and 27.3 in the Republic 
of Korea. This trend provides an 
explanatory variable in the older mean 
age of child-bearing in the NIEs and 
the decline in levels of fertility (see 
Table 6). 

Persons per household. This 
indicator examines the household size 
in the context of a woman's 
reproductive role in society. The size 
of the household has a significant 
impact on a woman's living conditions. 
The average number of persons per 
household varies widely across the 
Region. Certain trends, however, are 
discernible. 

The average household size among the 
developed countries is 3, for the NIEs 
the average is 4, for Southeast Asia 
5.5, and for the Pacific island countries, 
based on reported data, 5.9 persons. 
The largest household size of 8.7 
persons is found in the Marshall Islands, 
which also has the highest fertility rate 
(7 births per woman) and the highest 
birth rate (47 per 1000). Micronesia, 
which has the highest percentage of 
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low-birth-weight infants (31 per cent), 
has a household size of 6.9 (see 
Table 6). 

Women heads of households. This 
indicator examines the profile of 
household heads within the context of 
society's recognition of women's 
multiple family and econornic burdens. 
Data for the Pacific island countries 
and Southeast Asia are limited. 
Identification of household headship is 
particularly difficult due to a cultural 
bias towards males as the recognized 
heads of households. 

Among the developed countries and 
NIEs, women head around one quarter 
of households in Hong Kong (26 per 
cent), Australia (25 per cent) and New 
Zealand (24 per cent). Singapore has 
18.2, Malaysia has 17.7, Japan has 15.0, 
Republic of Korea has 14.6 and China 
has 12.7 per cent of households headed 
by women. These may be headed by 
single mothers or women who are 
separated, divorced or widowed (see 
Table 6). 

Literacy and education 

Adult literacy rate. This indicator is 
another key determinant of reproductive 
health. Assuming all other factors are 
constant, female education has a wide
ranging effect on the improvement of a 
woman's quality of life. Studies have 
shown that an educated female tends 
to have a smaller family, raise healthier 
children and take better care of her 
own health needs. 
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Table 6: Marriage and Households 

Australia 
.Japcro 

Corntry 

New Zealand 

China 

Minimum legal 
Age at Marriage 

Female 

20.00 

Male 

22.00 

Ave. Age at 
First Marriage 

Female 

23.50 
25.10 
22.20 

22.40 

Male 

25.70 
28.60 
24.00 

25.10 

NljMiljtit\8clS1ilQlitiiHif&;&iiiitii',:}'{i':':':':·'·"·· """"'."'." .. ":":': :"""",:":,:,:,:,:"",,, ..... , .. "., .. ,.,., .. ,., ... "."."",',,.,,',',',',',""""""""·"""""":':':"'i'::""::":::" ::,:':::::{:'?"f't' 
Hong Kong 
MalaysIa 
Republic of Korea 
Slngapae 

Cook Islands 
FiJI 
KIribati 
Marshall Islands 
Mlcronelia 
Papua New Guinea 
Samoa 
Solomon Islands 
Tonga 
Vanuatu 

16.00 
18.00 
16.00 
18.00 

18.00 
18.00 

16.00 

16.00 
16.00 
15.00 
15.00 

16.00 
18.00 
18.00 
18.00 

18.00 
20.00 

18.00 

18.00 
18.00 

15.00 

25.30 
23.50 
24.10 
26.20 

25.00 
22.40 

21.60 

Source: Gender Indicators of Developing Asian and Pacific Countries. ADB 1993. 

28.70 
26.60 
27.30 
28.40 

25.30 

24.50 
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Age by which specified % of 
women have ever been married 

Total Total Total 

25% 

20.00 
22.00 
23.00 

19.00 
19.00 

19.00 
18.00 
18.00 
18.00 

20.00 
18.00 
21.00 
19.00 

50% 

23.00 
24.00 
26.00 

22.00 
22.00 

21.00 
20.00 
20.00 
21.00 

22.00 
20.00 
23.00 
21.00 

75% 

26.00 
26.00 
30.00 

26.00 
25.00 

25.00 
23.00 
23.00 
25.00 

26.00 
24.00 
28.00 
25.00 

Persons 
per 

Household 

3.10 
2.90 

5.20 
3.80 
3.13 

5.90 
4.80 

5.70 
6.10 
8.70 
6.90 
4.50 
5.10 
5.60 
6.30 
5.00 

% of Women 
Heads of 

Household 

15.00 
24.00 

17.70 
14.60 
18.20 

11.00 

19.80 
16.20 
11.90 
11.40 
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Generally, men have higher levels of 
literacy than women in the Region, 
except for the Philippines, Guam, 
American Samoa and the Cook Islands, 
where women and men have equal 
literacy levels. The highest literacy 
levels are found in Cook Islands (100 
per cent for both sexes), and Republic 
of Korea (99.1 for males and 93.5 for 
females). 

The lowest adult literacy rate is in 
Cambodia, with 48 per cent for females 
and 22 per cent for males, followed by 
China (62 for females and 84 for males). 
There are not enough data to allow for 
cross-country comparisons in the Pacific 
island countries (see Table 7). 

Literacy of ages 15 and over. This 
indicator provides a more specific 
measure ofliteracy for women and men 
aged 15 years and above, those who 
belong to the reproductive age group. 
The trend shows a higher literacy rate 
for males than females jn all countries, 
except for the Philippines which has 
almost equal literacy rates for men (90 
per cent) and women (89.5 per cent). 
The highest literacy rates for this age 
group are found in Tonga (99.7 for 
males and 99.5 for females), Republic 
of Korea (99.1 and 93.5), and Singapore 
(95.5 and 84.7). The lowest literacy 
rates are in Cambodia (48.2 for males 
and 22.4 per cent for females), Vanuatu 
(57.3 and 47.8) and China (80.8 and 
54.8). 

The literacy rate may be significantly 
associated with the contraceptive 
prevalence rate and total fertility, barring 
the influence exerted by other population 
variables. For instance, Cambodia with 
the lowest level of literacy in this age 
group also has a high total fertility rate 
of 5.8 births per woman. Vanuatu, 
where more than half of the female 
population is illiterate, has a high fertility 
rate of 4.6 and a very low contraceptive 
prevalence rate of 13 per cent. 

In China, however, despite the relatively 
low percentage of literacy among 
women (54.8 per cent), the 
contraceptive prevalence rate is high at 
71 per cent. This trend for China may 
be indicative of strong state intervention 
in fertility control, and may not be 
related to the education variable. 

Primary enrolment. This indicator 
measures access to educational 
opportunities at the primary level and 
examines the trend in enrolment for both 
females and males. Across the Region, 
the trend that emerges is that enrolment 
rates at the primary level are almost 
equal for boys and girls. The rates are 
close to 100 per cent enrolment in the 
NIEs, particularly in Hong Kong and 
Singapore. In the Philippines, there are 
slightly more females in the primary level 
(99 per cent for females and 97 per 
cent for males). The same trend is 
also evident in the Pacific island 
countries such as Cook Islands, Fiji, 
Kiribati, Marshall Islands, Micronesia 
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and Tonga The lowest primary school 
enrolments for females are in Papua 
New Guinea (38.8 per cent), Solomon 
Islands (58.2 per cent), Vanuatu (68.8 
per cent) and Viet Nam (73.7 per cent) 
(see Table 7). 

While these data apparently show that 
girls and boys have roughly equal 
enrolment rates and implicitly equal 
access to educational opportunities, they 
do not show the tapering effect that 
socioeconomic circumstances have on 
later enrolment rates. As education 
levels move up, more girls drop out of 
school. Reasons are often limited 
financial resources and preference for 
educating boys, parental fears and 
attitudes about the position of women 
in society, negative prevailing attitudes 
about female education in rural areas, 
and the need for girls to assist their 
mothers with household chores. (Litaic, 
1993; Ledgerwood, 1992; World Bank, 
1992). 

Secondary and tertiary education. 
This indicator measures the educational 
attainment of women and men, as it 
relates to opportunities to advance in 
the labour force and improve women's 
work and status. The overall trend in 
the Region indicates that more males 
complete secondary education than 
females. 

In China, females lag behind males by 
almost half, as only 18 per cent of 
females have secondary education, as 

-..41. 

opposed to 33 per cent of males. In 
the NIBs and Southeast Asian countries, 
including the Philippines where 
education is encouraged for both sexes, 
there are huge drop-out rates among 
females. 

Data for this indicator are not readily 
available for most Pacific island 
countries. Among the NIBs, the 
Republic of Korea has the highest 
number of women in the age group 20 
years and above who have completed 
secondary education (25.8 per cent) 
(see Table 7). 

At the tertiary level in the NIBs, less 
than half as many women as men aged 
25 years and over have completed 
college education. In China, 1.3 per 
cent of men acquired a college 
education, as opposed to 0.5 per cent 
of women. Singapore has the highest 
number of college-educated males, at 
17 per cent (see Table 7). 

Given the existing data, the Philippines 
seems to be the only developing country 
in the Region where more women (10.5 
per cent) have acquired a college 
education than men (9.2 per cent). 
While the data from the Philippines do 
not identify the types of courses or kinds 
of education the women have received, 
official statistics show that they are 
concentrated in the teaching, nutrition 
and nursing professions (National 
Statistics Office, 1992). 
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Table 7: Socioeconomic indicators: literacy and educaHon 

COIrIIIy '" literate Ages 
15 and above 

Female Male 

'" Enrolled In 
PrImary School 

Female Male 

~m;?t:m:::t:;:it'i'::;t"'C;;~:~g:""""'~"it::!.:~gJ'::J::imImlr;rtr::t,:;r;:r;{)"::': 

f!f~,!g~'~~I!:::III:@i@@::::::::::iII;'I;:I;:iiII::{::it{i~1It;;If!i!:.igi 
MaaysIa 70.40 86.50 85.70 88.30 
Republic 01 Korea 93.50 99.10 98.70 99.00 
Shgapcre 84.70 95.50 100.00 100.00 

.·6itll'.HIIf:Iift::m;itfm:tiJfIi:flIirifi::1IJ;ttI:i:ji.IfIfitii;t;i:ftmff~ 
Cambodia 22.40 48.20 
Lao People's Oem. Rep. 75.80 92.00 
Mongolo 
PhIlippines 89.50 90.00 99.00 97.00 
VIet Nom 82.80 93.00 73.70 79.60 

NSiiWia: __ 'I':;:;t J, iW".:;"}'::;;"·:::':" ':;;,t';'.',t ",;,;i";Ii" ",""':'::';'i'" :',';;:'J?tt't":'I:"",:'tt,::: :::':::'::r::;w;: 
Ame~can Samoa 
Cook Islands 
Ftl 80.90 
Guam 
IM:laII 
NorIhem Marlana Islands 
Mcronesia 
Papua New Guinea 
Samoa 
Solomon Islands 
Tonga 99.50 
VanucrIu 47.80 

98.80 
90.20 89.60 

93.50 

84.40 
38.80 

58.20 
99.70 94.70 
57.30 68.80 

Source: Gender Indicators of Developing Asian and Pacific Countries. ADB 1993. 

98.20 
87.90 

91.60 

83.40 
48.70 

66.60 
94.50 
74.20 
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%of20yrs+ 
with Secondary 

EdJcaIIon 

Female Male 

%of~s25yrs+ 
with College 

EdJcaIIon 

Female Male 

Adult uteracy !late 

Female Male Total 

':}"':::"" ""':':'::: :~:,:::~, :':':~:::i:' "'"""":,:,:::",,. :, .. :,:,,:~:::::::,::(, "''''' ""':':':':"""'i .':':'~:':':'. ':iift ii "::::'::{'':' ":""':''-' ,:"".":,}',:,:"",.,,, '':':::OJ'::':'' ·':'i,(\t..'i.5??t ... :::}::iii8i8t.~4Ioifl 
······26.96······ """"',',,',.",', '25:'18""'" ,.""" """"""""""'!f20'" "'f'jCf .. ········ .. ·scJ:2if'· .. "'96:20'" 

1.60 2.90 0.50 1.70 70.00 87.00 78.42 
25.80 35.20 3.90 12.20 93.50 99.10 96.30 
11.50 12.20 8.40 17.00 90.70 

;mrtii~1jJ 1~:\~i~1~i!iitii;:::tJ. ;::;:;:;:; ~::;~:i::"':';;jiiijtitI:\::::)~;Ji:;;;;j;:)j~:~:::: :::::::::::;:;;:;~~(:~::}i~;~: :=::ii: ti)i:!)l@\h:; .- Ti;it~i~:))j:i:t; ;j:jtt::iiM%ittmi!ij~:@Jit1~tijifMtiilii!rtl!l!i! 
48.00 22.00 35.20 

54.00 
90.00 

16.50 19.80 10.50 9.20 90.00 90.00 89.70 
4.50 6.90 1.70 3.70 83.00 92.00 87.60 

4.50 

2.20 
2.00 

6.30 

2.50 
3.00 

3.40 

0.30 
2.50 

5.30 

0.90 
4.30 

99.50 
100.00 

99.50 
100.00 

96.00 96.00 

100.00 
87.00 

90.00 
95.00 
50.00 
52.00 
98.00 

99.60 
67.00 
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labour force 

Labour force participation rate. This 
indicator measures the proportion of 
women and men who are economically 
active in the formal labour force This 
analysis examines three age groups -
~." and ove:, JP-''! and 50-54, to 
determine variations in participation 
rate~ of women and men. In all three 
age groups in all countri~ of the Region. 
participation rates for women are very 
much lower than for men 

China has the highest proportion of 
women in the economically active labour 
force. 72,9 per cent in the 15 and over 
age group; 90,9 per cent in the 30-34 
age groups and 61. 9 per cent in the 50-
54 age groups This is followed by 
Viet Nam, 62,6, 88.1 and 69.4 per cent 
in the 15 and over, 30-34 and 50-54 
age groups, respectively, and Singapore 
Women in NIEs are generally employed 
in manufacturing and other labour
intensive industries (see Table 8) 

The proportion of economically-active 
women in the NIEs and Southeast Asia 
is approximately the same for the over 
15 and 30-34 age groups. but is higher 
in Southeast Asia for the 50-54 age 
group The proportion of economically
active women in the Pacific islands is 
generally lower for all age groups, 
except in Vanuatu, where the figures 
are comparable with the NIEs and 
Southeast Asia, The lowest 
participation rates among women are 
found in Solomon Islands (13.5 per 
cent), Kiribati (14,2), Samoa (14.6). 

Low participation rates in the formal 
labour force may reflect gender issues 
that prevent women from participating 
effectivelv in the economy. A different 
picture ~merges when the informal 
economy is considered. Although there 
are no official statistics on women in 
the informal sector, substantial literature 
underscores the increasing numbers of 
women who join it and how this 
becomes an additional burden for them 
(Chant, 1989; Sen, 1989; Moser, 1991; 
Leslie et al, 1986). 

Unpaid family workers. This indicator 
measures the proportions of women and 
men who are unpaid family workers. 
This is especially prevalent in rural 
areas, where women work in the fields. 
While national data for this indicator 
are almost absent, studies point out that 
a large proportion of rural women 
engage in farming activities, such as 
transplanting seedlings, weeding and 
harvesting, and are not paid for their 
labour 

As a general trend in the Region, more 
women are unpaid family workers than 
men In Malaysia, 23.9 per cent of 
rural women are unpaid family workers, 
compared to only 9.7 per cent of male 
rural workers. In the Republic of 
Korea, 25.5 per cent of all women, rural 
and urban, do unpaid work as against 
2.8 per cent of men. In the Philippines, 
the figure is 22.9 per cent for women 
and 10.7 per cent for men, and in Fiji, 
35.8 per cent of rural women serve as 
unpaid family workers as against 24.5 
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Table 8: Labour force participation rate, bv gellde· (%i 

Country Female Female Female Malfl 
15+ 

Male Male 
15 + 30-34 50-5/1 

!lI'@fIlMi! __ .giiil:ji@~JJJJJ:jiiiiii j} •• t:;;·iii·i·:iii·iiiili:i iiiiii.i:i:·"i·"" 
Hong Kong 36,8055.00 .... H 3f96 ..... 
Malaysia 40,20 40,80 37.70 
Rep, of Korea 45,00 47,90 58 00 
Shgapore 50,00 63,00 34, I 0 

China n.9O 90,90 

~Milll'ti{i{:i' """"""".",.,.,.,.",'" It """'. iiJ'jiJ'j':iii ii"i ",){:;;;.;.; ... , . 
PhIlippines 47,50 51,00 
Viet Nam 62.30 88. I 0 

61,90 

58.40 
60<10 

6100 
82.20 
11 Sf. 
7020 

8490 

81.80 
8' 50 

IWCHIC'iliiQijl!hijjtiEr:i'i"?fi i::i(ii}i,i:i': i/{.::ji ...... """," :.,.,.' 
Cook Islands 37,50 50.70 29.40 
FIJI 23.30 26.30 19.10 
Kllibatl 14.20 20.00 6.60 
Marshall Islands 30.10 35.60 34.50 
Micronesia 15.60 21.20 13.20 
Samoa 14.60 20.80 11.50 
Solomon Islands 13.50 16.00 11 .00 
Tonga 17.50 22.40 7.60 
Vanuatu 44.90 79.70 87.10 

80.50 
85.50 
98.20 
77.20 
36.50 
78.50 
37.20 
67.70 
49.00 

30-34 50-54 

0750 
~6C 

~60 

96.50 
0730 

97,70 
97,30 
48,60 
93,20 
55,60 
97.10 
48,80 
87,00 
95,30 

J}~b 
92.20 
89.20 
8820 

9.3.30 

97.40 
81,20 

95,30 
92,00 
31,60 
92,50 
49,70 
96.20 
32.30 
85,70 
94.70 

Source: Gender Indicators of Developing Asian and Pacific C ountrie. ADB 199 ~ 

per cent of rural men, This trend 
makes the economic contribution of 
women in productive work outside 1heir 
home invisible (see Table 9), 

Women's work, perceived to be 
"supplementary" to men's work, is 
usually not considered "economically 
active" in official labour statistics, 
Women are not considered primary 
income-earners and thus do not deserve 
to be paid Women have also long been 

engaged in subsistence farming and 1he 
tending of small animals. These tasks 
are considered well within their 
reproductive role, and very much part 
of their reproductive tasks, Thus they 
are not compensated for their work If 
women's services are paid for, 1hey are 
most likely undervalued, Society's 
perceptions of women's work is 
intimately linked wi1h 1heir reproductive 
role and generally low status, 
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Managerial and professional 
occupations. This indicator is a 
measure of the status of working 
women over time, and looks at the 
proportion of women and men in 
occupations that demand higher and 
more technical skills. It reflects the 
absence or presence of barriers, 
whether these be organizational or 
sociocultural, to women's advancement. 

In Viet Nam, Singapore, Hong Kong, 
the Republic of Korea and China, the 
data show proportionately more men 
than women in managerial and 
professional occupations in the age 
categories of 15 years and over, 30-34 
and 50-54. Women in Hong Kong, 
though, have an equal percentage 
distribution to men in the 30-34 group 
(see Table 10). 

A different picture appears in the 
developing countries, where women 
seem to have an edge over men at 
professional and managerial levels. 
Caution must be exercised in 
interpreting these data, as they do not 
show whether women and men work 
in the same department or the same 
division of an organization, nor do they 
show whether the women and men are 
in the same or similar professional or 
managerial levels. For instance, women 
dominate the teaching and nursing 
professions, while they are hardly seen 
in the engineering or mining fields. 
Thus, in nursing or educational 
institutions women professionals and 
managers predominate, while in the 
engineering or mining fields, men are 
the more prominent professionals and 
managers. 

Table 9: Unpaid family workers. by gender 

Country Female Female Female 
Urban Rural TOTAL 

Male 
Urban 

........................................ :.: ...... : .. :.: ........... : ......................................................... ;.;.;.;.;.;.;.;.; ......... -.............................. ,-.:;:;:;:;: .:.:::::::::;:::::::::;::: .. :.:.;-::::: 
MiWlitl!idi:j$!jtd!Jiliiiire@~::trr",,':it'r"·.·:::::::::(,::i:: .. i"""':i't:"':::: ·""""':"(){ft 
Hong Kong 2.90 
MclIc¥Ia 5.30 23.90 17.00 1.90 
Rep. 01 Korea 25.50 
Stlgapore 1 .80 

PhIIlppln9$ 22.90 

Male Male 
Rural TOTAL 

0.70 
9.70 6.90 

2.80 
1.40 

10.70 

~::j$jijrifrl$iffijjj: .::I:::\~ ~::::::: :::{: ::m:: ::~:::::::::::::: }:::::::)\::::::::::::::{J:l:1:::j: ::::::::~::::.:.:::::::i:;:; ... ::t .. /:i}r: .. ::~rmmJ:t~r:m: :::::::::: .~rJ~m~tm~~mm~t: ~~i:~ :::::::::;::;:::: ;::::::: 
Cook Islands 4.10 4.80 
FIJI 3.20 35.80 18.70 4.00 24.50 17.40 
KlrtbaH 0.20 0.10 
Marshall Islands 8.40 7.90 
Micronesia 0.40 0.10 
Samoa 2.50 10.40 6.90 19.30 46.10 40.40 

Source: Gender Indicators of Developing Asian and Pacific Countries. ADB 1993. 
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Table 10: Labour force In managerial and professional occupations. 
by gender 

Country Female Female Female Male 
15+ 

Male Male 
30-34 50-54 15+ 30-34 50-54 

Hong Kong 7.40 13.60 3.80 9.30 13.30 7.10 
Rep. of Korea 7.00 9.20 
SIngapore 20.60 21.40 22.20 28.60 28.60 31.30 

~A1l!i':::ttt:rtr:f:rift::t,t't:t::'i';:; .':d,'?t'~:'}};",'r:'t;:,:$"i,:?i\:::iWtt@ttM 
PhIlippInes 11.50 3.70 
VIet Nam 4.90 7.00 

ii!Eiii&~i;:;,:lf{ .• :'::;;:;:./:';;:; ,; """" ...... ,...,." .. ,. ,:;.,;. ·:'·":gI :'??if;"::I;%;;~L::;1;:ril1i& 
Cook Islands 23.60 25.50 25.60 17.40 20.00 24.90 
FIJI 14.40 23.00 11.30 7.00 10.90 5.80 
IQ1bcII 39.20 49.20 40.40 21.20 24.80 25.40 
Marshall Islands 20.30 19.00 
Samoa 37.50 44.70 39.70 8.40 9.60 8.50 
Solomon Islands 15.70 20.60 4.10 16.10 20.70 17.30 
Tonga 26.10 8.60 
Vanuatu 8.20 5.70 1.20 6.60 9.10 5.90 

Source: Gender Indicators of Developing A,yian and Pacific COIl1Itries. ADB 1993. 

For the Philippines and some Pacific 
island countries. (Cook Islands, Fiji, 
Kiribati, Marshall Islands, Samoa, Tonga 
and Vanuatu), there is an increasing 
proportion of women in managerial and 
professional occupations. The 
differences increase within age 
categories, except for Vanuatu. For 
Fiji and Kiribati, the percentage of 
women managers and professionals is 
twice as high as that of men in the 30-
34 group (23 and 10.9 per cent for Fiji 
and 49.2 and 24.8 per cent for Kiribati). 
In Samoa, 44.7 per cent of women in 
the 30-34 age group are professionals 
or managers compared to only 9.6 per 
cent of men. 

Economic growth. health 
status and fertility 

Existing data suggest that economic 
conditions affect health status. The 
NIEs, specifically Singapore, Hong 
Kong and Republic of Korea, have 
reached a fairly high level of economic 
growth as measured by their GNPs per 
capita (see Table 11). These countries 
exhibit improved levels of health as 
shown by indicators like IMR and life 
expectancy at birth, which have reached 
almost the same levels as those of 
industrialized countries. Likewise, their 
patterns of morbidity and mortality have 
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approximated the health profiles of 
Japan, North America and Western 
Europe (ADB, 1991). 

Levels of eC0nomic development 
strongly affect fertility trends as 
suggested by the data presented in 
Table 12. The GNP per capita ofNIEs 
ranges from US$194 to US$9220 and 
fertility rates range from 1.6 to 3.7 per 
cent. Countries with low GNP per 
capita, ranging from US$180 to 
U8$420, have the highest fertility rates, 
ranging from 2.4 to 6.6 per cent (ADB, 
1991). With economic opportunities 
open, especially for women, fertility and 
population growth rates decline. 

More significant than per capita income 
indicators are improved living conditions 
and the overall distribution of wealth 
and resources. For example, China's 
GNP in 1988 was US$330 and the IMR 
was 31, while the Philippines' GNP for 
that year was US$630 and the IMR 
was 57 Viel Nam's per capita GNP 
is US$170 and its female life 
expectancy at birth of 66 } ears is close 
to the Philippines' life expectarlcy of 
64 years Naw·us per capita income 
in 1990, because of its export of 
phosphate and small population size, was 
more than US$20 000 (UNFPA, 1992) 
However, the life expectancy is only 
55 years (Laquian, 1993) Health status 
therefore is nol simply a function of 
economic growth, bUI also of the 
distribution of the benefits ac('ruing from 
such gro\\-'th Improved living standards 
rna) provide the necessary motivation 

for families to limit their size (Todaro 
1990). ' 

3.5 Population 
policies 1 

Some countries in the Region have 
explicit population policies that seek to 
limit or increase the rates of population 
growth, modify the population structure 
with respect to gender and age 
considerations, balance the distribution 
of the population or maintain migration 
trends. 

Limiting population growth. Most 
population policies in the Region focus 
on limiting growth rates. China has a 
goal of keeping its population to 
approximately 1.2 billion by the year 
2000. VietNam's 1988 Population and 
Family Planning Policy states the 
number of children ethnic minorities 
people living in the coastal lowlands 0; 
midlands, manual workers, civil servants, 
and members of the Armed Forces 
should have. 

The Philippines' policy as enunciated 
by President Ramos declares that the 
family planning programme is non
coercive and respects the rights of 

I In writing this particular section, the author 
relied 10 a great extent on the article of Aprodicio 
Laquian entitled "Review of Population Policies: 
Asia and the Pacific" in the 1993 United Nations 
publication Population Policies and Programmes . 

... ----::4i~-----------
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Filipino couples "to decide whether to 
have children, when and how many, or 
whether to practice family planning" 
Should couples choose to practice family 
planning, the government provides them 
with the information and necessary 
services to carry out their decision. The 
policy rejects abortion as a fertility
regulating method. 

The Pacific Island countries may have 
small populations, but their land area ;s 
also smaIl and tremeI100US press1,lTes are 
exerted on their limited and fragile 
environments. Fiji, Tonga and Samoa 
have implemented fertility regulatmg 
programmes, Papua New Guinea, 
Solomon Islands and Vanuatu have met 
with some difficulty in formulating and 
implementing similar policies. Apart 

Table 11: GNP, IMR, life expectancy, fertility and average 
population growth rates 

country GNP 
per 

capita 

Malaysia 
Republic of Korea 
SIngapore 

(1988) 
In US$ 

1940 
3600 
9070 

~%H:Hfi:::II::@:·: .• ·:· •. :: .::.,,:: •• · .. ··~o·.·.· 

~jb{R: tt:::",:::::·· 
Lao People's Oem. Rep. 
MongoHa 
PhIlippines 
Viet Nom 

180 
1729" 
630 

iiiiiiSl$llim;&rulm.l:::::.::::·.:··.····:······· 
Ftl 1520 
Papua New Guinea 810 
samoa 640 
Solomon Islands 630 
Tonga 830 
Vanuatu 840 

·(1991 ) 

IMR 
per 1000 

(1988) 

23 
24 

7 

31 

118 
48" 
57 
56 

27 
61 
33 
44 
9 

101 

Life Ave. Total 
expectancy Annual Fertility 

at birth Pop: Rate 
(1988) yrs Growth (TFR) 

Rate bet. (1988) 
census yrs 

(%) 

. "i '.' '.' '/1 .gi;$6oSJ~6jil.g··· .' 
70 2.0(1980-1988) 3.7 
70 1.2(1980-1988) 1.9 
74 1.1(1980-1988) 1.9 

71 

49 
65" 
64 
66 

71 
54 
66 
64 
66 
64 

:"_'.'.',-:',' -'c.':', 

13(1980-;988) 

2"6(1980-1988) 
27 

2.5(1980-1988) 

2.4 

6.0 

3.8 

2.0(1966-1976) 3.4 
2.4(1980-1988) 5.2 
0.7(1976-1981) 4.9 
3.5(1970-1976) 7.3 
0.8(1976-1986) 5.0 
3.0(1967-1979) 6.6 

Source: Gender Indicators of Developing Asian alld Pacific Coulltries ADB 1993 
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from Wlderdeveloped infrastructures and 
low literacy rates, sociocultural factors 
play an important role in hampering 
population limitation policies. 

Relevant to policies limiting population 
size is the use of abortion as a form of 
family planning. China and Viet Nam 
endorse the use of abortion as a means 
of birth control and permit it on request. 
In Japan, abortion has been the primary 
mode of fertility control because oral 
contraception is illegal (United Nations, 
1992a). The Republic of Korea 
promulgated a Maternal and Child 
Health Law in 1973 that legalized 
induced abortion for medical reasons. 
Over 90 per cent of contraceptive users 
in the Republic of Korea practice 
contraception to terminate fertility rather 
than to space births (Nam-Hoon and 
HyWl-Oak, 1992). 

BfWlei Darussalam, Cambodia, the Lao 
People's Democratic Republic, Marshall 
Islands, Kiribati and Nauru permit 
abortion solely to save the life of the 
mother. Fiji and Marshall Islands allow 
abortion to save the life of the mother 
or to preserve her physical and mental 
health. Malaysia's Penal Code was 
amended to permit abortion if the 
performing physician is of the opinion 
that continuation of the pregnancy 
constitutes a greater risk to the mental 
and physical health of the pregnant 
woman than if the pregnancy were 
terminated (United Nations, 1992a). 

Raising Population Growth. Japan, 
Malaysia, Cambodia, the Lao People's 
Democratic Republic and Nauru have 
adopted pronatalist policies for reasons 
that range from increasing their labour 
force to creating larger markets. 

Japan's government has expressed 
shock over its fertility rate of 1.57 and 
has introduced two policies intended to 
raise this rate. The 1991 budget 
included an increase in the child 
allowance and provided financial 
support for night nurseries, and a bill 
took effect in April 1992 that provides 
one year's parental leave for either the 
mother or father of a newborn (Ogino, 
1993). 

Malaysia's policy seeks to increase its 
population from 17.8 million to 70 million 
by the year 2100. Cambodia and the 
Lao People's Democratic Republic 
view their population growth rates as 
low and intend to raise them (United 
Nations, 1989). Nauru also considers 
its population growth too low and intends 
to pursue a comprehensive programme 
that guarantees employment to every 
citizen. 

Modifying population structures. 
China, Hong Kong, Singapore and 
Japan have expressed concern over their 
"greying" populations. Large cities in 
China, such as Shanghai and Beijing, 
have populations with more than 10 per 
cent aged 60 or over. Hong Kong and 
Singapore have median ages above 30 
years. 
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Apart from the increasing proportion of 
elderly in the population, policy initiatives 
have been taken towards diminishing 
or eventually eliminating gender 
discrepancies in the context of changing 
population structures. Educational 
efforts to diminish male child 
preference, promotion of female 
education and literacy at all levels, 
raising the legal age of marriage, 
especially for females, and enhancing 
women's status are some of the policy 
and programme approaches that have 
been adopted. 

Balancing Population Distribution. 
Nauru and Singapore view their 
population distribution patterns as 
satisfactory. Most of the other 
countries in the Region are dissatisfied 
with such patterns (United Nations, 
1989). 

Some countries have adopted policies 
that aim to concentrate or retard the 
growth of very large. cities. Viet Nam 
and China have household registration 
systems, the Philippines has a policy of 
encouraging industries to locate more 
than 50 kilometres from city centres, 
and the Japanese government decided 
to relocate 31 agencies to prefectures 
outside the metropolitan area 

-M.. 

Other policy initiatives which countri~ 
have adopted include developing export 
processing zones as alternative 
development zones (philippines), moving 
people to resettlement sites such as the 
New Economic Zones of Viet Nam; 
and Malaysia's federal· land 
development scheme to keep settlers in 
resettlement sites. 

International migration. International 
migration patterns are characterized by 
emigration of permanent migrants to the 
traditional receiving countries such as 
the United States of America, Australip, 
New Zealand and Canada, and 
temporary migration of workers to other 
countries within or outside the Region. 
Large number of Filipinos and 
Indochinese emigrated to the United 
States of America and Canada during 
the period 1981-1985. Filipinomigrants 
have also gone to Brunei Darussalam, 
Hong Kong, Japan and Singapore. 

The Philippines has had a policy of 
promoting the export of human 
resources since the mid-1970s. It has 
created a bureaucracy that takes a 
direct hand in recruiting, training, fielding 
and supervising temporary migrant 
workers abroad. 



4. Conclusions and 
recom mendations 

4.1 Conclusions 

Government policies, international trade 
and sociocultural influences are 
interrelated and greatly affect women's 
status and reproductive health. 
International trade influences the 
direction of government policies. 
Sociocultural norms, while unique to a 
particular place, may be affected by 
the forces of international trade, such 
as capital and labour migration. 
Government policies may also serve to 
reinforce sociocultural norms. 

A woman's status is inextricably linked 
to her reproductive role, and affects her 
health to a very large extent. In a 
society where women are perceived of 
primarily as mothers, their low status 
has several important implications for 
their health. Firstly, by looking at 
women solely in reproductive terms, 
their right to good health and the fact 
that their health is an indispensable value 
by itself are ignored. Women's health 
remains constricted by gender relations 

and the contexts of the household, the 
community and the larger economic and 
sociocultural environment. Secondly, 
women's health at different stages of 
their lives is often neglected, and 1hirdly, 
women's sexuality, regardless of marital 
or civil status, class, religion or age, is 
overlooked by policies and programmes. 

Women, as well as men, are entitled to 
the best possible health. Their access 
to good health has often been affected 
by an implicit and explicit bias against 
women which stems from women's 
roles and low status. These ascribed 
roles and overall low status have often 
been reinforced through national and 
international institutions. 

Women should be seen as subjects, 
rather than objects, of any policy, 
programme or project. Their bodies, 
their autonomy and their desire to be 
treated on an equal basis to men should 
be the starting point of any discussion 
that concerns health and reproduction. 
Women should be active participants in 
decision-making processes, shaping the 
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directions that policies, programmes and 
projects take, for it is women who are 
the centre of all these issues - from 
infancy to post-adulthood. Control of 
women's fertility and sexuality requires 
not only better methods of fertility 
regulation and health delivery systems, 
but also more substantial improvements 
in women's health. This requires 
fimdamentaI changes in legal, economic 
and sociocultural spheres. 

4.2 Recommenda
tions 

A number of notable trends and 
observations may be derived from the 
reproductive indicators presented in 
section 3. These trends, however, are 
not in any way conclusive, and clearly 
indicate the need for a deeper and more 
specific study and analysis. 

Issue NO.1: Fertility 
trends 

Fertility rates in the developed countries 
and NIEs, except for Malaysia (despite 
its NIE status) are below the 
replacement fertility level of 2.1, i.e., 
the level at which the population 
eventually stabilizes when mortality is 
low. Some countries, such as the 
Philippines, Viet Nam, Malaysia, Fiji 
and Kiribati, have experienced a decline 

in fertility rates over the last three to 
five years, but these have not yet fallen 
to the replacement levels. Developing 
countries show high levels of population 
growth, fertility rates, birth rates, 
maternal and infant mortality rates and 
low-birth-weight infants. The fertility 
rates in developing countries, particularly 
in the Pacific island countries, are 
expected to increase according to the 
indicators of lower economic growth, 
lower levels of female literacy and 
education, a higher number of females 
of reproductive age as a percentage of 
the female population, and low 
contraceptive prevalence. 

Recommendations: 

1. Governments of developed 
countries and NIEs should continue to 
provide family planning services as part 
of their comprehensive health care 
programmes even when replacement 
fertility levels are reached. 

2. Developing countries where 
birth rates are decreasing should be 
advised of the hidden momentum of 
population growth, its implications for 
the coming twenty years, and the coping 
mechanisms they should pursue, 
because even if these countries' birth 
rates fall to replacement levels, their 
populations will continue to increase and 
will not level offfor some time (Todaro, 
1990). 
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Even when population momentum gains 
speed, the governments of developing 
countries should stick to their 
commitments to pursue population and 
development policies. Every year that 
passes without fertility reduction means 
a larger multiple of the present total 
population size before it can level off 
eventually (Todaro, 1990, p. 202). 

Issue No.2: Demographic 
shift 

The proportion of older people in most 
populations in the Region is increasing. 
As female life expectancy is longer than 
male life expectancy, there may be 
more women than men in this particular 
age group in the future. 

Recommendations: 

1. Governments should recognize 
the importance of the growing 
proportion of older people and include 
it as a key component in population 
policies. 

2. Sex-disaggregated data on 
older people should be collected. 

3. Studies should be made of the 
general and reproductive health needs 
of older people and efforts to respond 
to these should be undertaken. 

4. Governments should consider 
setting up health financing schemes that 
provide comprehensive gender-sensitive 
physical and mental health programmes 
for older people. 

Issue NO.3: Development 

It has been claimed that it is poverty 
rather than gender issues that confront 
women in developing countries, but the 
pursuit of economic and social 
development goals need not be gender
blind. Women and men stand at the 
centre of all development efforts. How 
these efforts view and affect them, and 
how entitlements to the benefits from 
such efforts are distributed, may very 
well alter the design and implementation 
of such development programmes if 
gender considerations are taken into 
account. 

Recommendations: 

1. International agencies and 
governments should address 
development needs. The state of public 
infrastructure, including roads, bridges, 
transport and communication facilities, 
the adequacy and accessibility of health 
care delivery systems, the adequacy and 
accessibility of water and sanitation 
systems, and the strengthening of 
women's and men's purchasing power 
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should be assessed and action plans 
should be made to address these basic 
concerns. 

2. International agencies should 
recognize and be sensitive to the 
different cultural and traditional norms 
in developing countries. 

3. Particular attention should be 
given to Cambodia and the Lao People's 
Democratic Republic. The development 
needs of these countries should be a 
priority for their Governments and 
international donors and lending 
agencies. 

4. International agencies and 
governments should develop an 
appropriate and comprehensive package 
of health and related assistance 
programmes. Such programmes should 
be part of larger economic and social 
development strategies and the benefits 
from such strategies should be shared 
as evenly as is· administratively and 
politically feasible. 

5. Governments should monitor the 
effects of structural adjustment policies 
continuously, especially on women and 
children. Measures to help women and 
c?ildr~n go through the painful 
dislocations of major economic changes 
should be instituted. 

Issue NO.4: Maternal 
mortality 

Maternal mortality remains a problem 
in the developing countries of the 
Region. The highest numbers of 
maternal deaths per 100000 live births 
per year are reported in Cambodia 
(800-1500), Papua New Guinea (700), 
Tuvalu (434), Lao People's Democratic 
Republic (650), Tonga (300), Philippines 
(209) and Cook Islands (220). 

~ata on this indicator are woefully 
madequate and unreliable. Some 
countries reported zero maternal 
mortality, including Guam, Palau and 
Brunei Darussalam, indicating the 
absence of efficient data collection 
~trategies in these countries, or that the 
Importance of such data is not 
recognized. 

Recommendations: 

Governments should be reminded that 
reporting such data is critical, because 
maternal mortality in developing 
countries is not a chance event but the 
immediate result of the lack of 
resources, skills, materials and facilities 
for ~amily planning and matemity care. 
Behmd all these are the social, cultural 
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and political factors which together 
determine the status of women and their 
reproductive health. Governments 
should be advised that availability of this 
particular indicator, and most other 
reproductive health data, is extremely 
important in the formulation of action 
plans and programmes. 

Issue No.5: Sex ratios 

The sex ratios of most countries in the 
Region show an illleven trend. Several 
studies point to a "shortfall of women" 
in the sex ratios of these countries. 

Recommendations: 

1. Governments should improve 
the collection of data and the quality 
of analyses on most of the indicators, 
as sex ratios reflect differential access 
to health care and nutrition, mortality 
and morbidity levels, and internal and 
international migration. Governments 
should be sensitive to the gender 
dimension of such ratios, especially in 
relation to the culture and traditions of 
their countries. 

2. Where sex ratios reflecting 
"missing women" are due to strong 
son preference, governments should 
institute policies to eliminate this and, at 
the same time, promote and enhance 

women's status. Gender equality 
declarations and pronouncements 
protecting and advancing women's 
rights in laws and statutory edicts should 
be enforced. 

3. Governments should prohibit 
and penalize prenatal sex identification 
procedures for the purpose of sex 
selection, infanticide and the 
abandonment and neglect of female 
children. 

4. Researchers, health 
professional associations, women's 
groups and governments should 
coordinate efforts to explore and discuss 
the ethical, legal, medical and 
sociocultural aspects of prenatal sex 
identification procedures and female 
feticide and infanticide. The media 
should be tapped to facilitate 
dissemination of these debates and 
discussions. 

Issue No.6: Population 
polici~s 

Most population policies have focused 
on limiting birth rates. Policies on 
migration, on balancing popUlation 
distribution, and on modifying population 
structures are sorely lacking. 
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Recommendations: 

1. Governments should include 
migration, internal and international, and 
modification of population structure as 
key elements in population policies. 
They should understand 1he relationships 
between population growth rates, the 
size of 1he working age population and 
net migration flows, and should derive 
policies and legislative efforts to address 
and anticipate problems. The impact 
of uneven population distribution on 
natural resources, the socioeconomic, 
health and fertility implications of a 
steady influx of migrants, and the 
repercussions of migration from rural 
and farming communities are some of 
the areas that governments should 
address. 

2. Governments should form 
policies to correct 1he maldistribution of 
populations. The increasing trends for 
urban migration and congestion in large 
cities should be considered. Policies 
and programmes should be designed to 
encourage smaller satellite cities, 
promote the growth of small towns, 
develop border and frontier regions and 
encourage rural development. 

3. Policies and programmes to 
protect migrants' rights, especially 
women's, provide equal opportunities 
and social services and information to 
migrants and to facilitate the integration 
of migrants into communities should be 

studied and promoted. If possible, 
recipient and originating countries should 
enter into memoranda of agreement that 
aim to promote and protect migrants' 
responsibilities and rights. 

Issue NO.7: Legal age 
.of marriage 

In most countries of the Region, the 
minimum legal age of marriage is higher 
for males (18-20 on average) than for 
females (16-18 on average). Such legal 
requirements may reflect society's 
perceptions of women in their roles as 
mothers to some extent. Although the 
average age of marriage occurs later 
than the legal age, laws serve as 
frameworks within which people live. 
These legal frameworks tend to 
reinforce women's reproductive role 
and may work against women being 
defmed otherwise. 

Recommendations: 

1. Governments should study the 
possibility of making the legal age of 
marriage equal for men and women, 
not only to delay marriage and fertility, 
but also to help change people's attitudes 
towards women. 

2. Issues around the legal 
marriage ages of men and women, 
especially in the context of women's 
roles and status, should be discussed as 
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openly as possible, in as many fora as 
possible, and should be disseminated as 
widely as possible. 

Issue No.8: Violence 
against 
women 

Violence against women, from sexual 
assault and rape to wife-battering, exists 
throughout the Region. Literature from 
some of the Pacific island countries 
including Papua New Guinea, the 
Solomon Islands and Fiji, recognize the 
grave implications of violence against 
women. Isolated studies have 
documented cases of violence against 
women in Viet Nam, Philippines, 
Malaysia and China Violence against 
women is a social and gender issue with 
serious consequences for women's 
status, self-esteem, productivity and 
reproductive and general health. If 
society sees such violence as a private 
squabble to be settled between the 
couple involved, then it may be 
dismissed or trivialized and not defined 
as a problem for policy-makers to 
address. 

Recommendations: 

1. International agencies and 
governments should treat the problem 
of violence against women not simply 
as a domestic or private affair, but as 

a symptom of unequal power relations 
between the genders and women's low 
position in society. 

2. International agencies and 
govemments should encourage and ftmd 
research efforts to probe the extent, 
magnitude and causes of the problem. 
Such studies should be able to 
recommend appropriate measures to 
reduce the incidence of violence 
committed against women and to 
prevent its occurrence, if possible. 

3. Governments should enact laws 
that penalize abusive men and husbands, 
and that provide battered and abused 
women with protection, temporary 
shelters, crisis centres, legal aid and, if 
possible, housing assistance. 

4. Governments and 
nongovernmental organizations should 
provide training courses specifically for 
cases of violence against women, 
comselling and reproductive and general 
health services. 

Issue No.9: Status of 
women 

Women's and men's lives are affected 
by population policies, especially those 
that regulate fertility and affect sex 
ratios at birth. Gender relations, and 
therefore women's status, become 
crucial to the control of fertility. 
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Recommendation: 

Governments should strengthen and 
protect women's status ~ough cr~g 
favourable socioeconormc and polItIcal 
conditions. They should do this through: 
(a) gratifying and enforcing the 
provisions of the Convention on the 
Elimination of All Forms of 
Discrimination Against Women, (b) 
enacting and implementing laws that 
give women equal rights to men in 
matters such as divorce, marriage 
contracts, inheritance of property and 
land ownership, (c) promoting female 
education and access to gainful 
employment opportunities, providing 
credit facilities to women, and 
introducing appropriate labour-saving 
technologies, among others, (d) providing 
a comprehensive package of health 
programmes, including widening the 
choices of contraceptive supplies and 
safe abortion services, and (e) enabling 
and encouraging women to participate 
in legislation, policy-making, and other 
political decision-making processes. 

Issue No. 10: Indicators 
for repro
ductive 
health 

Reproductive health, as discussed in the 
framework, encompasses several 
factors that range from socioeconomic 
to health indicators. This concept is 

obviously broader than maternal health, 
given the fact that a woman's role is 
no longer confined to her biology or her 
capacity to reproduce. 

Recommendations: 

l. Governments should invest in 
the development ofinforrnation systems 
and databases for the collection, storage, 
retrieval and processing of sex
disaggregated data. 

2. Governments should encourage 
and fund research on the determinants 
of reproductive health, in the contexts 
of their particular countries, taking into 
consideration cultural and traditional 
norms and practices. Certain concepts 
which international agencies and 
governments use may have different 
meanings for women. Access, for 
instance, usually refers to the physical 
distance that separates women from 
clinics or hospitals, the costs of 
transportation, or the opportunity costs 
that women may incur when they have 
to visit these centres. Effective access 
to family planning can also be hampered 
because of the attitudes of husbands, 
of mothers-in-law, or of the entire 
society towards the use of 
contraception. 

3. Governments should collect 
baseline data on crucial indicators of 
women's reproductive health. While 
the standard indicators (maternal 
mortality rates, female life expectancy, 
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for instance) are very useful, a critical 
review, interpretation and expansion of 
these indicators is necessary. 
Contraceptive prevalence rates, for 
example, reveal nothing about why 
women adopt certain methods, whether 
they have access to a wide range of 
choices, or whether they are using them 
safely (Jacobson, 1991). 



Abortion 

Adolescent 

AIDS 

ASFR 

CDR 

CDR 

Contraception 

Glossary 

Induced abortion, or the voluntary termination of pregnancy, 
is used to end an already established pregnancy (i.e., it is 
a method that acts after nidation has been completed). 
Unsafe abortion is defined as a procedure for terminating 
an unwanted pregnancy either by persons lacking the 
necessary skills or in an environment lacking the minimal 
medical standards or both. 

Those aged between 10 and 19 years. 

Acquired Immune Deficiency Syndrome. Characterized by 
the development of life-threatening infections and 
malignancies in an individual whose immune system has 
been severely compromised by infection with HIV (see 
below). 

Age Specific Fertility Rate. The number of live births 
occurring to women of a particular age or age-group per 
year, normally expressed per 1000 women. 

Crude Birth Rate. The ratio of live births in a specified 
period, usually one year, to the average population of that 
period, usually the mid-year population, expressed per 1000. 

Crude Death Rate. The ratio of deaths in a year to the 
mid-year population. 

Any means that prevents pregnancy. Temporary methods 
include: periodic abstinence during the fertile period; coitus 
interruptus; using the naturally-occurring periods of 
infertility (e.g., during breast-feeding and postpartum 
amenorrhoea); through the use of reproductive hormones 
(e.g., oral pills, long-acting injections and long-acting 
implants); placing a device in utero (e.g., medicated 
intrauterine devices) or interposing a barrier that prevents 
sperm from entering the upper female genital tract (e.g., 
condoms, diaphragms and spermicides). Permanent means 
of contraception include male and female sterilization. 
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CPR Contraceptive Prevalence Rate. Percentage of women of 
reproductive age who use a method of contraception. 

Family Planning Family planning implies the ability of individuals and couples 
to decide how many children they want to have, to 
conceive those children, and to space and time their births 
as they wish. Family planning is achieved through 
contraception, defined as any means capable of preventing 
pregnancy, and through the treatment of involuntary 
infertility. The contraceptive effect can be obtained 
through temporary or permanent means. 

Fertility Capability to conceive. 

Fertility regulation Fertility regulation is the process by which individuals and 
couples regulate their fertility. Methods that can be used 
for this purpose include, amongst others: delaying child
bearing, using contraception, seeking treatment for 
infertility, interrupting unwanted pregnancies and breast
feeding. 

HIV Human immunodeficiency virus. This name was adopted 
in rnid-l 986 for the virus that damages the immune system. 

IMR Infant Mortality Rate. Mortality of liveborn infants who 
have not reached their first birthday, expressed per 1000 
live births. 

MMR Maternal Mortality Ratio. Number of deaths during 
pregnancy, childbirth or within 42 days post-partum, 
irrespective of the site of the pregnancy and the cause of 
death, expressed per 100000 live births. 



Glossary 

Reproductive health "Within the framework of WHO's definition of health as a 
state of complete physical, mental and social well-being, 
and not merely the absence of disease or infirmity, 
reproductive health addresses the reproductive processes, 
functions and system at all stages of life. 

Safe motherhood 

Sex Ratio 

TFR 

Reproductive health implies that people are able to have a 
responsible, 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 rights of men and women to be informed 
of and to have access to safe, effective, affordable and 
acceptable methods offertility regulation of their choice, 
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." (WHO 1994a). 

Safe motherhood aims at attaining optimal maternal and 
newborn health. It implies reduction of maternal mortality 
and morbidity and enhancement of the health of newborn 
infants through equitable access to primary health care 
including family planning, prenatal, delivery and postnatal 
care for the mother and infant, and access to essential 
obstetrit: and neonatal care. 

The ratio, within a population, of the number of males to 
the number of females. 

Total Fertility Rate. The sum of the Age-Specific Fertility 
Rates (ASFR) over the whole range of reproductive ages 
for a particular period, usually one year. In other words: 
the number of children a woman would have during her 
lifetime if she were to experience the fertility rates of the 
period at each age. It is analogous to completed fertility, 
which indicates family size in a true cohort. 
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