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iiiForeword

Recent decades have witnessed a growing international commitment to women’s 
health. In 1997, the WHO Regional Committee for the Western Pacific at its 
Forty-eighth Session adopted Resolution WPR/RC48.R9 urging Member States 
to minimize gender-based inequities and to increase women’s participation in 
development. The World Health Assembly adopted Resolution WHA60.25 on the 
strategy for integrating gender analysis and actions into the work of WHO. In 
November 2009, WHO launched the report Women and health: today’s evidence, 
tomorrow’s agenda.

This report, Women and health in the Western Pacif ic Region: remaining challenges and 
new opportunities, is a further step in advancing WHO’s commitment to women’s 
health.   As the report shows, women and girls have particular health needs that 
remain invisible and little understood and that health systems are failing them. 
Some of these are health needs that only women have because of their biological 
role. Others are those related to all of the health problems that they share with boys 
and men throughout their lives. 

The Western Pacific Region has achieved considerable improvements in women’s 
health. However, a significant unfinished agenda remains, with millions of women 
in the Region facing a variety of avoidable health challenges throughout their lives. 
Accelerating progress requires renewed political commitment, stronger government 
leadership, women-friendly health policies, programmes and services and actions 
across sectors to address the multiple determinants of women’s health.

It is hoped that this report contributes to strengthening the evidence base on the 
health of women in the Region and provides the basis for more vigorous action.

      

      Shin Young-soo, MD, Ph.D.

      Regional Director
      

Foreword
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1Women’s health  in the Western Pacific Region

This report deals with women’s health in the Western Pacific Region. It shows 
that women and girls have particular health needs that remain invisible and little 
understood and that health systems are failing them. Some of these are related 
to women’s biological role in reproduction through pregnancy and child birth, 
which can carry significant health risks and require health care. In addition, girls 
and women are exposed to a range of health problems in common with boys and 
men throughout their lifecycle, including infectious diseases, tuberculosis and 
occupational and environmental health hazards. In fact, since infections such 
as malaria and hepatitis become life-threatening conditions for women during 
pregnancy, they are issues of special concern.

Girls and women are likely to be exposed to different risk factors compared with 
boys and men, have differing perceptions of health and illness, have differential 
preferences for and access to health services, resulting in different health experiences—
for example, in terms of duration and severity and differences in health outcomes. 
This is because, in almost all societies, the many social determinants of health are 
different for women and men, including where they spend much of their time, 
what they do, who they interact with, the resources necessary for good health to 
which they have access and the extent of control they are able to exert over decisions 
concerning their lives.

For all of these reasons and more, it is necessary to go beyond looking at the health 
of populations to understand the specifics in the health needs, risk factors, health-
seeking behaviour and health care use patterns of women. This is fundamental 
to designing health systems that are responsive to the health needs of the entire 
population.

This report attempts to pull together currently available information to undertake 
an epidemiological analysis of mortality and morbidity patterns and causes, risk 
factors and access to health services for women in the Western Pacific Region. There 
are serious gaps in data available in many countries of the Region, limiting the 
depth of analysis possible. Many of the conclusions reached are based on datasets 
available from a limited number of countries. Despite these limitations, the analysis 
sheds light on some major health concerns that need to be urgently addressed if 
girls and women in the Region are to realize their human right to health and, by 
extension, their economic and social rights.

1 Women’s health  
in the Western Pacific Region
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Traditional frameworks for analysing women’s health often have concentrated 
on the childbearing years, especially with health problems related to pregnancy 
and childbearing or with specific health conditions such as HIV/AIDS. Since the 
technical discussions on women’s health and development at the Forty-fifth World 
Health Assembly in 1992, WHO has advocated strongly for a lifespan approach to 
women’s health—from conception to old age, from the time before birth to death, 
from the womb to the tomb. This is the approach that this report adopts.

The report is organized into seven chapters. This introductory chapter highlights 
salient features of women’s health status in the Western Pacific Region and their 
underlying social and economic determinants. Chapters 2–6 assess the health of 
girls and women in the Region at different stages in a woman’s lifespan—the girl 
child; adolescent girls and young women; the reproductive years; adult women; 
and older women. Chapter 7 summarizes the main findings and discusses strategic 
policy directions and health system reforms needed to address the health needs and 
concerns of women.

1.1  Increasing life expectancy

The Western Pacific Region is characterized by vastness and great diversity. The 
Region stretches across 37 countries, including China—the world’s most populous 
country—and some of the smallest island nations of the Pacific. The Region includes 
high-income countries such as Australia, Japan, New Zealand, the Republic of Korea 
and Singapore; middle-income countries such as Malaysia and the Philippines, and 
low-income countries such as the Lao People’s Democratic Republic and Papua 
New Guinea. Health indicators for the Region, therefore, display considerable 
diversity. The Region is home to about one fourth of the worlds’ population and has 
a population of more than 1.6 billion. One third of the population in the Region 
is under 20 years old, with a slightly higher proportion of boys than girls in this 
age group. Adults aged 20–59 constitute close to 60% of the population while the 
proportion of older people is also significant, at above 10% (Figure 1).1 

Figure 1. Age structure of the population, Western Pacific Region, 2010

Source: WHO Regional Office for the Western Pacific 2005.1

100

90

80

70

60

50

40

30

20

10

0
Males Females

60+ years

20–59 years

10–19 years

0–9 years

A
ge

 s
tr

u
ct

u
re

 (
%

)



3Women’s health  in the Western Pacific Region

Life expectancy at birth has been increasing in all countries of the Region over the 
past few decades. Female life expectancy in the Region ranged from 86 years old in 
Japan to 64 years old in Cambodia, a difference of more than 20 years (Figure 2).2

As everywhere else in the world, women in the Region generally live on average six 
to eight years longer than men. But in low-income countries, women’s advantage 
over men in life expectancy is lower than it is in high-income countries.

1.2   The health transition

Two major health transitions are occurring in the Region, as elsewhere. One is the 
demographic transition. Total fertility rates have declined in almost every country 
in the Region, with many countries having witnessed particularly rapid declines, to 
replacement levels or lower (Figure 3).3

The other health transition is the epidemiological one, reflecting a shift in the major 
causes of death and disease away from infectious diseases towards noncommunicable 
diseases (NCDs) and injuries. In the Western Pacific Region, NCDs now account 
for 79.1% of all deaths in women while communicable diseases contribute to only 

Figure 2. Life expectancy at birth, selected countries of the Western Pacific Region, 2008

Source: WHO 2010.2
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Women’s health  in the Western Pacific Region4

about 13% and injuries to 8.2%, of all deaths. The corresponding figures for men are 
74.7%, 13.7% and 11.6%, respectively (Figure 4).4

Tables 1 and 2 present the leading causes of death and disability-adjusted life years 
(DALYs) lost for women of all ages in the Western Pacific Region, as of 2004. As 
is typical in a Region undergoing health transition, the leading causes of death 
include cardiovascular diseases, chronic obstructive pulmonary disease (COPD) 
and cancers, injuries and respiratory infections and tuberculosis. Mental illnesses, 
birth trauma and low birth weight contribute significantly to morbidity in low- 
and middle-income countries, but degenerative conditions common in an ageing 
population are also among the leading causes of DALYs lost.4,5

Source: WHO 2010.2

Figure 3. Decline in total fertility rates, selected countries of the Western Pacific Region, 2000–2007

Source: WHO 2010.2
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NCDs: noncommunicable diseases
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1.3 Determinants of women’s health

As mentioned at the outset, gender is a major determinant of women’s health in the 
Region and, together with poverty, has an important influence on women’s access 
to and control over resources and power. In turn, these determine the opportunities 
available to girls and women to remain healthy and, when sick, to seek appropriate 
and timely health care.

Gender norms related to appropriate male and female behaviour vest men with 
greater power and authority within households in most countries of the Region. 
A significant proportion of women have little say in decisions related to their 
own health and well-being, including those related to sexuality, reproduction 
and contraception. Gender-based violence against women is reported from many 
countries of the Region as a major problem for young as well as older women, 
affecting their physical and mental health (see Chapters 3, 5). Trafficking of girls and 
women for sexual exploitation is another challenge in the Region.

Rank
Low- and middle-income countries High-income countries

Cause Deaths 
(000s) % Cause Deaths 

(000s) %

1 Cerebrovascular disease 945 646 19.4 Cerebrovascular disease 106 296 15.7
2 Chronic obstructive pulmonary disease 755 184 15.5 Ischaemic heart disease 69 210 10.2
3 Ischaemic heart disease 421 231 8.6 Lower respiratory infections 54 471 8.0
4 Lower respiratory infections 170 440 3.5 Colon and rectum cancers 26 157 3.9
5 Hypertensive heart disease 145 392 3.0 Stomach cancer 24 706 3.6
6 Stomach cancer 129 689 2.7 Trachea, bronchus, lung cancers 24 501 3.6
7 Trachea, bronchus,  lung cancers 127 695 2.6 Breast cancer 16 885 2.5
8 Self-inflicted injuries 125 316 2.6 Diabetes mellitus 16 339 2.4
9 Tuberculosis 99 279 2.0 Nephritis and nephrosis 15 834 2.3

10 Liver cancer 94 500 1.9 Liver cancer 15 146 2.2

Table 1.  Leading causes of death in women, all ages, in low-, middle- and high-income 
countries, Western Pacific Region, 2004

Source: WHO 2004.4

Rank
Low- and middle-income countries High-income countries

Cause Deaths 
(000s) % Cause Deaths 

(000s) %

1 Unipolar depressive disorders 8 248 881 7.6 Unipolar depressive disorders 832 208 8.2
2 Cerebrovascular disease 6 532 331 6.0 Alzheimer’s and other dementias 611 058 6.0
3 Refractive errors 4 935 144 4.5 Cerebrovascular disease 566 448 5.6
4 Chronic obstructive pulmonary disease 4 527 863 4.1 Hearing loss, adult onset 467 464 4.6
5 Ischaemic heart disease 2 909 485 2.7 Osteoarthritis 431 047 4.2
6 Birth asphyxia and birth trauma 2 831 744 2.6 Ischaemic heart disease 317 741 3.1
7 Hearing loss, adult onset 2 829 298 2.6 Diabetes mellitus 295 567 2.9
8 Osteoarthritis 2 711 833 2.5 Refractive errors 281 296 2.8
9 Prematurity and low birth weight 2 673 136 2.4 Self-inflicted injuries 251 468 2.5

10 Road traffic accidents 2 637 959 2.4 Chronic obstructive pulmonary disease 239 302 2.4

Table 2.  Leading causes of DALYs lost in women, all ages, in low-, middle- and high-
income countries, Western Pacific Region, 2004

 Source: WHO 2004.4
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Education, especially concerning health-related knowledge and awareness, has been 
found to influence health significantly. It leads to better self-care and increased use 
of maternal and child health services. The Region has only a small gap between 
boys’ and girls’ educational enrolment in primary and secondary schools. In fact, in 
some countries, such as Mongolia, more girls than boys are enrolled in secondary 
and tertiary education. Literacy rates are also high for both women and men overall, 
with a few exceptions. The gender gaps in literacy rates are substantial in a small 
number of countries, such as the Lao People’s Democratic Republic (men:  82.5%, 
women:  63.2%) and Papua New Guinea (men: 63.6% and women 55.6%),6 
(Table 3). Low literacy constrains access to information to prevent and to seek care 
for illnesses.

Figure 5 shows adolescent  pregnancy rates by educational level. A much smaller 
proportion of women with secondary education or higher experienced a pregnancy 
during adolescence compared with women with only a primary education or with 
no education.7

Country Year
  Adult (15+) literacy rate (%)

Male Female
Brunei Darussalam 2008 96.60 93.30
Cambodia 2008 85.08 70.86
China 2008 96.70 90.50
Lao People's Democratic Republic 2005 82.50 63.20
Macao (China) 2006 96.50 90.70
Malaysia 2008 94.30 89.80
Mongolia 2008 96.70 97.80
Papua New Guinea 2008 63.60 55.60
Philippines 2008 93.30 93.90
Samoa 2008 99.00 98.50
Singapore 2008 97.40 91.60
Tonga 2006 99.00 99.10
Vanuatu 2008 83.00 79.50
Viet Nam 2008 95.10 90.20

Table 3. Adult literacy rates by sex in selected countries in the Western Pacific Region

Source: UNESCO.6
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Figure 5. Adolescent pregnancy rates by educational level, selected countries, 1990–2005

 Source: Demographic and Health Surveys  in 55 countries, 1990–2005.



7Women’s health  in the Western Pacific Region

Women’s participation in the labour force is associated with their access to not 
only monetary resources but also exposure and social networks. Labour force 
participation rates for women aged 15 and over consistently are lower than those for 
men in every country in the Region (Figure 6).8 Women’s average earnings also are 
lower than those of men, even within the same sector (Figure 7), possibly because 
women are concentrated in jobs that rank lower in the occupational hierarchy or 
because they are paid lower wages on average than men for the same type of work 
performed.

The gender-based division of labour typically makes women responsible for 
household and related tasks, such as carrying water and collecting fuel, without 
much help from men in households. Data available from a few countries in the 
Region (Cambodia, China, the Lao People’s Democratic Republic, Mongolia and 
the Republic of Korea) show that, in each of these countries, on average, women’s 
total work time, for both paid and unpaid work combined was about 30 minutes 
more than that for men. The time women spent in unpaid domestic tasks was double 
or triple that spent by men on these tasks.8 Women’s responsibility for cooking 
exposes them disproportionately to indoor air pollution (smoke) from solid fuels 
in settings where these are the main source of cooking fuel. For example, more 
than two thirds of households in Mongolia and Viet Nam and more than 90% of 
households in Cambodia and the Lao People’s Democratic Republic use solid fuels.8
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Figure 6. Adult (age 15 and over) labour force participation rates (%) by sex, selected 
countries of the Western Pacific Region, 2010

Source: United Nations 2010.8
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Poverty, combined with disadvantages in education and employment and women’s 
double burden of work, compromises women’s ability to seek health care, even 
for essential health needs such as child delivery. For example, skilled attendance at 
birth in the Region was three times lower for women from the poorest households 
and antenatal care was 1.5 times lower compared with the wealthiest households 
(Figure 8).9

Putting women’s concerns at centre stage, including their health concerns, in the 
public policy arena requires the presence of a core (conventionally defined as one 
third of the total) of women leaders advocating for these issues within decision-
making structures in the government bureaucracy and in the legislature. The 
proportion of women among legislators, senior officials and managers is less than 
one third of the total in several countries in the Region, including high-income 
countries (Figure 9).

Within the health sector, women are mainly employed as nurses and constitute 
a smaller proportion of physicians than in all of the other WHO regions except 
South- East Asia (Figure 10). This is likely to influence women’s willingness to seek 
care because one of their often-mentioned concerns is the absence of a woman 
provider in the health facility (see Chapters 3 and 5). But there are larger ramifications. 
Given the small proportion of women among physicians, their presence in decision-
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Figure 7. Women’s average wages in manufacturing as a proportion of men’s average 
wages (%), selected countries of the Western Pacific Region, 2006–2008

Source: United Nations 2010.8

Figure 8. Use of maternal health care by household income quintiles, Western Pacific Region
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making positions in academic medicine and in health policy-making is likely to 
be limited and, consequently, is likely to limit the extent to which women’s health 
needs are championed in medical training and in health policy-making.

Figure 9. Proportion of women (%) among legislators, senior officials and managers, 
selected countries of the Western Pacific Region, 2004–2008

Source: United Nations 2010.8
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Summary findings and implications

•	 Over the last century, legislation, technology and structural changes have 
contributed to the empowerment of women in many countries, although 
progress has been uneven. Literacy and educational attainment among 
girls and women have risen and there has been a steady increase in the 
proportion of women in the labour force. However, women’s presence in 
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marginalized, to ensure that they are protected from the economic 
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sanitation is also needed. Health leadership, governance and multisectoral 
collaboration are crucial in addressing social determinants of health to 
ensure that all people reach their full health potential regardless their social 
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•	 Coverage of health services in many lower-income countries remains 
incomplete. There are geographical, economic and sociocultural barriers, 
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range of health problems that are often poorly recognized. Disaggregating 
data by sex is the first step in conducting a gender analysis of health data. 
Without such disaggregated data, identifying and addressing differences in 
the health of men and women over time remains difficult. Further, gender-
sensitive indicators are meant to help understand whether the problem or 
the sex differential is influenced by gender inequality.
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Childhood is the most critical period of a person’s life. It is during the first five years 
of a child’s life that physical, cognitive, language and social development are at their 
peak. Investing in children has been recognized as crucial to a country’s economic 
and human development.

While all children need special attention, a focus on the girl child is important for 
at least two reasons. One, because the physical and mental development of girl 
children contribute not only to the quality and economic productivity of human 
resources in their own generation but also in the next generation. Two, in some 
countries, socially constructed understandings of the roles of men and women may 
lead to prenatal sex selection and unfavourable treatment of girls with regard to 
their nutrition and education. Combined with differential physiological responses 
and predispositions, these would result in inequities in health outcomes.

Children in the 0–14 age group constitute 23% of the total population of countries 
in the Western Pacific Region. At 111 boys to 100 girls, the male-to-female sex ratio 
in the child population in this Region is higher than the ratio of 105–107 boys 
per 100 girls in most parts of the world, with girls comprising only 48% of the 
population while boys make up 51%.

Almost all children in countries of this Region are enrolled in primary school, with 
little difference between boys and girls.1  Secondary enrolment rates are lower overall 
and, while in some countries such as Cambodia and the Lao People’s Democratic 
Republic, the enrolment rate for girls is slightly lower than that for boys, secondary 
enrolment rates are favourable to girls compared with boys in many other countries.2

More than a half of the children in the Region are estimated to live in poverty. 
Poverty drives children into child labour in search of an income, denying them 
adequate schooling and exposing them to occupational hazards and risks of 
trafficking and exploitation, including sexual exploitation. In Cambodia, 45% of 
girls aged 5–14 years were engaged in child labour in 2001. In the Lao People’s 
Democratic Republic, Mongolia and the Philippines, 13%, 17% and 11% of girls, 
respectively, were child labourers.3

2 The girl child *

* Although the “girl child” is defined as females in the age group 0–18 years, this chapter considers 
the 0–14 age group because data are available only for the 0–4 and 5–14 age groups.
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Increases in the costs of food and fuel and the global economic crisis have exacerbated 
the hardships faced by poor households, with serious implications for child survival. 
In the Pacific, about 5% of the people—some 50 000—were likely to slip into 
poverty because of high oil and food prices. In some Pacific countries, children were 
reportedly forced out of schools and into the labour force because their families 
could no longer afford to pay for their education.4

2.1 Mortality and the burden of disease

Following the global trend, infant and under-5 mortality have declined steeply in 
countries of the Western Pacific Region. The infant mortality rate halved between 
1990 and 2008, from 36 per 1000 live births to 18. The decline was larger for the 
under-5 mortality rate, which fell from 46 per 1000 in 1990 to 21 per 1000 in 2008 
(Figures 1 and 2).

This overall trend, however, masks marked differences within the Region. Singapore, 
for example, has the lowest under-5 mortality rate (3 per 1000 live births). At the 
other extreme are countries such as Papua New Guinea with an under-5 mortality 
rate of 73 per 1000 live births.5

Rank Cause of death 0–4 yrs Proportion 
of total (%) Rank Cause of death 5–14 yrs Proportion 

of total (%)
1 Perinatal conditions 47.1 1 Unintentional injuries 41.1
2 Infectious and parasitic diseases 18.4 2 Infectious and parasitic diseases 7.0
3 Respiratory infections 10.8 3 Respiratory infections 6.4
4 Unintentional injuries 7.2 4 Malignant neoplasms 6.1
5 Congenital anomalies 6.1 5 Congenital anomalies 3.7
6 Digestive diseases 5.2 6 Intentional injuries 5.3
7 Endocrine disorders 1.5 7 Cardiovascular diseases 2.7
8 Malignant neoplasms 1.0 8 Neuropsychiatric conditions 2.5
9 Nutritional deficiencies 0.9 9 Digestive diseases 2.4

10 Cardiovascular diseases 0.7 10 Respiratory diseases 2.4

Table 1. Leading causes of death in girls (0–14 years), Western Pacific Region, 2004

Source: WHO 2004.6

Figure 1. Infant mortality rates by sex, 
Western Pacific Region, 1990–
2008

Figure 2. Under-5 mortality rates by sex, 
Western Pacific Region, 1990–
2008

Source: WHO 2010.5 Source: WHO 2010.5
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However, unlike in most parts of the world, this Region features an excess in female 
infant and under-5 mortality rates compared with male rates. This sex differential in 
mortality rates has persisted through nearly two decades, although the gap appears 
to be narrowing (Figures 1 and 2).

A look at country-level data shows that China is the major contributor to female 
excess mortality in infancy and childhood. In China, the infant mortality rate 
among girls was 21 per 1000 live births in 2008 compared with 15 per 1000 for boys; 
the under-5 mortality rate for girls was 24 per 1000 live births compared with 18 per 
1000 for boys. Viet Nam had a slightly higher female than male infant mortality in 
1990 (40 compared with 39 for boys), but appears to have closed the gap by 2000 
(24 per 1000 for girl and boy infants) and retained this gain through to 2008 (12 per 
1000 for girl and boy infants).5
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Figure 3. Proportion of deaths from major causes, girls (0–14 years), Western Pacific Region, 2004 

Source: WHO 2004.6

CDsMPN: communicable diseases and maternal, perinatal and neonatal-related deaths  
NCDs: noncommunicable diseases
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Figure 4. Proportion of DALYs lost from major causes, girls (0–14 years), Western Pacific 
Region, 2004 

Source: WHO 2004.7

CDsMPN: communicable diseases and maternal, perinatal and neonatal-related deaths
NCDs: noncommunicable diseases
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Perinatal causes are the leading cause of death as well as disability in under-5 girls 
and are still the major contributors to deaths and burden of disease in girl children. 
Infectious and parasitic diseases and pneumonia are the second and third leading 
causes of death in under-5 girls and in girls aged 5–14. Unintentional injuries are the 
leading cause of death in girls aged 5–14 years and the fourth leading cause of death 
in under-5 girls (Table 1).

However, age-disaggregated data show that communicable diseases are the major 
cause of death and disability only for the 0–4 age group. In older girls, NCDs, 
including endocrine disorders, cardiovascular diseases, neuropsychiatric conditions 
and malignant neoplasms, contribute most to the burden of disease, while 46% of 
all deaths among girls aged 5–14 years are caused by injuries. The pattern is different 
in the high-income countries of the Region, where NCDs contribute most to the 
burden of diseases in girls throughout childhood (Figures 3 and 4).

Table 2 provides information about deaths and DALYs lost from unintentional 
and intentional injuries in girls aged 0–14 years. Unintentional injuries account 

Causes
Deaths DALYs lost

0–4 yrs 5–14 
yrs

0–14 
yrs 0–4 yrs 5–14 

yrs
0–14 
yrs

Injuries (as a proportion [%] of all causes) 7.4 46.8 12.4 7.2 27.2 12.8
Unintentional injuries (as a proportion [%] of injuries) 98.2 87.9 93.2 99.1 88.1 92.6

Proportion (%) of deaths/DALYs from unintentional injuries caused by:
Road traffic accidents 7 19 12 10 18 15
Poisoning 7 6 7 5 3 4
Falls 4 8 6 15 23 20
Fires 3 4 3 4 5 4
Drowning 31 52 40 23 27 25
Other unintentional injuries 49 12 32 43 23 23
Intentional injuries (as a proportion [%] of injuries)      1.8   12.1     6.8 0.9  11.9 7.4

Proportion (%) of deaths/DALYs from intentional injuries caused by: 
Self-inflicted injuries      0 46 41.8   0 67 63
Violence 100 52    57 99 32 35
Wars and conflicts      0       1.3    1.1    0    1   1
Other intentional injuries      0       0.2    0.2    1     0   0

*Low- and middle-income countries.

Table 2.  Deaths and DALYs lost due to injuries in girls (0–14 years), Western Pacific Region*, 
2004

Source: Computed from WHO 2004.6, 7

(0– 4 years)
Number of deaths As a proportionof deaths from all causes (%) 

Childhood undernutrition 140 820 23.9
Childhood underweight   26 555                              7.1
Suboptimal breastfeeding   46 309 12.3
Vitamin A deficiency     9 386   2.5
Zinc deficiency     7 515                              2.0

Unsafe water, sanitation, hygiene   40 057 10.7
Indoor smoke from solid fuel    10 998    2.9

Table 3.  Deaths attributable to major risk factors in under-5 girls, Western Pacific Region, 2004

Source: WHO 2004.8
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for a major proportion of injury-related deaths and DALYs lost (about 93%), while 
intentional injuries are the cause of deaths and DALYs lost in about 7% of girls in 
the 0–14 age group. Drowning, falls and road traffic accidents together account 
for more than three fourths of deaths and two thirds of DALYs lost among girls 
from unintentional injuries. Notably, intentional injuries as a cause of death and 
DALYs lost ranks significantly higher in the 5–14 age group (12%) compared with 
under-5 girls  (less than 1%), with self-inflicted injuries being the predominant 
cause, followed by violence. The significant proportion of deaths in girls caused by 
intentional injuries warrants further probing.

2.2 Risk factors

Childhood undernutrition is by far the most important risk factor in childhood, 
contributing to almost one fourth of all deaths in under-5 girl, according to 
estimates from the Global Burden of Disease data-base (Table 3). Regional data 
sources report that undernutrition contributes to one third of all under-5 deaths in 
the Region. Suboptimal breastfeeding and consumption of food that falls short of 
caloric requirements and the requirement of micronutrients contribute to childhood 
underweight (low weight for age) status. 
Besides directly contributing to deaths, low weight for age also makes children more 
vulnerable to diarrhoeal diseases and lower respiratory infections. Environmental 
hazards, such as unsafe water and sanitation and inadequate hygiene, contribute 
to about 11% of all deaths, while indoor air pollution contributes to about 3% of 
all deaths among girls in childhood.8 These different risk factors often combine to 
make girls from low-income households and marginalized groups most vulnerable 
to infectious disease mortality and morbidity. For example, undernourished girls 
are more likely to live in poor housing conditions and be exposed to environmental 
hazards and indoor air pollution and will be more susceptible to infections and have 
poorer chances of survival.

2.3 Nutrition in early childhood (0–4 years)

Nutritional deficiencies contribute to a significant proportion of deaths in under-5 
girls, making improvement in the nutritional status of infants and young children 
an essential ingredient in the strategy to achieve the Millennium Development Goal 
(MDG) 4 targets.

Early initiation of breastfeeding (within one hour following birth) and exclusive 
breastfeeding for the first six months of life contribute significantly to good 
nutrition and adequate immunity from infections during this vulnerable period of 
life. Demographic and health survey (DHS) data on breastfeeding practices in seven 
countries in the Western Pacific Region show that in none of these countries was 
female (or male) infants exclusively breastfed for six months of infancy. Viet  Nam 
and the Philippines had much lower rates, with less than one month of exclusive 
breastfeeding, followed by Tuvalu and Samoa, with less than three months of 
exclusive breastfeeding. The proportion of girls (or boys) breastfed within the first 
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hour of birth varied widely, from less than 20% in Tuvalu to about 88% in Solomon 
Islands (Table 4).

Suboptimal breastfeeding is followed by inappropriate feeding practices for a 
significant proportion of girls. Only about half or fewer of all children are fed 
appropriately, as per infant and young child feeding (IYCF) norms (Figure 5). 
According to the data, girls appear to be disadvantaged compared with boys in 
Cambodia and Samoa. However, this may not be a trend. For example, in Cambodia, 
girls do better than boys in terms of anaemia status and anthropometric indicators 
(Tables 5 and 6).

Poor feeding practices in infancy and childhood contribute to stunting, wasting 
and underweight status. Table 5 presents sex disaggregated data on childhood 

Source: Demographic and Health Surveys 2003–2010.10–16
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Figure 5. Proportion of children 6–23 months fed according to IYCF recommendations@, 
selected countries of Western Pacific Region, various years

@ Fed according to all three recommended  infant and young child feeding (IYCF) practices: breastfed or receiving 
other milk and milk products; fed at least the minimum recommended number of times per day with the minimum 
recommended number of food groups.

*  Based on 25–49 unweighted cases.

Country

Indicator

Year
Proportion of infants for whom 

breastfeeding was initiated within 
one hour of birth (%) 

Median duration of exclusive 
breastfeeding in months

Boys Girls Boys Girls
Cambodia 33.4 36.8 3.1 3.3 2005
Nauru 75.2 77.7 3.1 3.7 2007
Philippines 52.8 54.3 0.8 0.7 2008
Samoa 87.8 87.4 2.0 2.7 2009
Solomon Islands 72.7 77.2 4.8 3.7 2009
Tuvalu 15.0 14.9 1.5 1.4 2007
Viet Nam 58.1 55.9 0.6 0.5 2002

Table 4.  Breastfeeding in infants, selected countries of the Western Pacific Region, various years

Source: Demographic and Health Surveys various years.10–16
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undernutrition in selected countries of the Region. Cambodia and the Lao 
People’s Democratic Republic had the highest proportions of underweight girls 
as well as boys.

Stunting usually occurs before a child reaches 2 years old and is known to have 
serious long-term effects on the child’s physical, emotional, cognitive and social 
development, including economic productivity. According to DHS data, more 
than one third of the under-5 girls in Cambodia and one fourth of the girls in 
Nauru were stunted.10,11

Micronutrients such as iron are also very important for a child’s physical and 
mental development. Data from four Western Pacific countries show that one 
half to two thirds of all under-5 children were anaemic, although severe anaemia 
was rare.

Iron-deficiency anaemia in infancy and early childhood causes developmental 
delay, including poor cognitive and motor development, and is also associated 
with behavioural problems. Several longitudinal studies have shown that children 
who suffered from anaemia in their preschool years are poor achievers in school 
(although caution is needed in making causal inferences, given the possible 
confounding effects of poverty).19,20

Prevention and control of micronutrient deficiencies assumes significance in the 
Region in view of the high prevalence of iron-deficiency anaemia and general 

Country
Proportion of children under five 

who are underweight (%) Source Year
Boys Girls

Cambodia 28 29 17 2008
China   7   7 17 2005
Lao People’s Democratic Republic 32 30 18 2006
Nauru   7   3 11 2007
Solomon Islands 10 13 14 2007
Tuvalu   2    1 15 2007

Table 5.  Proportion of children (0–4 years) who are underweight, selected countries of the 
Western Pacific Region, various years

Source: Demographic and Health Surveys11,14,15; UNICEF. 17,18

Country

Indicator

YearPercentage of children with any 
anaemia (Hb < 11g/dl)

Percentage of children with severe 
anaemia (Hb < 7g/dl)

Boys Girls Boys Girls
Cambodia 64.2 59.5 0.8 0.6 2005
Nauru 57.2 45.3 0.0 1.8 2007
Solomon Islands 47.9 49.1 0.4 0.5 2009
Tuvalu 61.4 61.1 0.0 1.2 2007

Table 6: Prevalence of anaemia in children (0–5 years), selected countries of the Western 
Pacific Region, various years

Source: Demographic and Health Surveys 2006–2007.10,11,14,15
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undernutrition. DHS data available for five countries indicates poor coverage of 
under-5 children with vitamin A supplements and deworming medicines. The 
situation appears to be particularly dismal in the Pacific countries of Samoa, 
Solomon Islands and Tuvalu (Table 7).

2.4 The impact of HIV/AIDS 

HIV/AIDS has had an impact on many dimensions of the lives of children in 
the Region, both those living with the infection and those living in households 
affected by HIV/AIDS. Few countries have data on the number of children living 
with HIV/AIDS, and fewer still have sex-disaggregated information. Fully 12 000 
children in Cambodia, 11 000 in Papua New Guinea and 8500 in Viet Nam were 
reported to be living with HIV/AIDS in 2005.21,23 The paediatric section of the Port 
Moresby General Hospital in Papua New Guinea reported 2–4 AIDS-related deaths 
per month during the same period.22  Data from 2005 for the Federated States of 
Micronesia, Fiji, Kiribati, the Marshall Islands, Samoa, Tuvalu and Vanuatu show a 
crude mother-to-child transmission (MTCT) rate of between 47% and 76% in Fiji 
and an overall MTCT rate of 68% for all countries.24 This indicates that, despite the 
generally low HIV prevalence in the Pacific island countries, there is an urgent need 
to scale up interventions and especially focus on preventing MTCT.

Children from poor households are especially at risk of being exposed to HIV 
infection. For example, there are an estimated 5000 to 10 000 girls aged 6–15 years 
in Cambodia who are street workers and at risk of sexual abuse and HIV infection.21

For children living in HIV/AIDS-affected households, stigma and even physical 
and emotional abuse are common experiences.22 According to a study in China, 
children living in households affected by HIV/AIDS were more likely to be poor, to 
have lower nutritional status and to have more psychosocial problems.25

Large numbers of children have lost one or both parents to AIDS. There were 
an estimated 51 000 HIV/AIDS orphan children in Cambodia in 200121 and it 
is projected that Papua New Guinea may have 56 000 AIDS orphans by 2020, 
even assuming low rates of growth of the infection.24  HIV/AIDS orphans in the 

Country

Proportion (%) of children aged 6–59 months who received

YearVitamin A supplement in the past 
6 months

Deworming medicines in the past 
6 months

Boys Girls Boys Girls

Cambodia 33.9 35.1 27.3 26.1 2005

Philippines 76.3 75.4 38.5 37.4 2008

Samoa NA NA 7.0 7.8 2009

Solomon Islands 7.0 7.8 23.7 19.8 2007

Tuvalu NA NA 10.1 7.7 2007

Table 7.  Coverage of children aged 6–59 months with vitamin A supplements and deworming 
medicines, selected countries of Western Pacific Region, various years

Source: Demographic and Health Surveys 2006–2010.10, 12–15
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Western Pacific Region face multiple challenges, as elsewhere in the world. Devoid 
of a stable home, they are at risk of homelessness and neglect. They may take to the 
streets in search of work or to seek alms and are especially vulnerable to exploitation 
and trafficking, sexual harassment and abuse. They are unlikely to be covered by 
HIV/AIDS-prevention programmes and less likely to receive treatment, should 
they themselves be HIV-positive, than if they were living with their parents.

2.5 Trafficking and commercial sexual exploitation of girl children

According to the United Nations Children’s Fund (UNICEF), trafficking of children 
is a major social problem in the Region, with far-reaching physical and mental 
health consequences. Accurate data on the magnitude of the problem are, however, 
difficult to obtain because of the invisible and clandestine nature of the problem. 
Children are trafficked from Cambodia, the Lao People’s Democratic Republic and 
Viet Nam for forced labour, begging and the sex trade. In China, there also appears 
to be trafficking within the country of kidnapped children for adoption and of girls 
for forced marriage.

Girl children are especially vulnerable to trafficking. Myths that HIV/AIDS can 
be “cured” through sex with a virgin, child pornography through the Internet and 
sex tourism targeting young girls have contributed to an increase in the sexual 
exploitation of girl children. Girls with some education are especially targeted by 
traffickers because of their commercial value. Educated girls are also more vulnerable 
to falling prey to traffickers because of their desire for a better lifestyle.26

2.6 Son preference and daughter neglect

Some degree of son preference has existed in nearly all societies,27 but it is only in 
some countries of South and East Asia that they have had a significant impact on 
the survival and health of girls. In the Western Pacific Region, evidence from China 
and Viet Nam suggests the presence of son preference and concomitant daughter 
neglect, while countries such as the Republic of Korea experienced son preference 
in the past but seem to have overcome it. In all three countries, stringent legislative 
measures and programmatic interventions are in place to address this issue.

Two indicators of son preference are commonly used: sex differentials in childhood 
mortality and the sex ratio at birth. Globally, the death rate for under-5 boys is 
higher than that for girls in the same age group and female excess mortality in 
childhood is therefore seen as an indicator of neglect of the girl child. Another 
indicator of son preference is abnormally high male sex ratios at birth, indicating 
sex-selective abortion of female fetuses.

In the Republic of Korea in the 1960s, girls had a higher death rate in early childhood 
(0–4 years) than boys, but currently (2008) under-5 mortality is the same for both 
sexes. In China, however, under-5 mortality for girls continues to be higher for 
girls than boys.5 In both China and the Republic of Korea, sex-selective abortion of 
female fetuses contributed to an abrupt rise in the sex ratio at birth (male/female) 
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in the 1980s, much above the normal ratio of 105–107 males per 100 females. The 
Republic of Korea’s sex ratio at birth peaked in 1990 at 116 boys per 100 girls and 
then declined to 108 in 2005, where it is currently. China’s sex ratio at birth peaked 
at 124 boys per 100 girls in 1995 and has subsequently declined marginally to 121 boys 
per 100 girls. However, the sex ratio for third and subsequent children continues to 
be high and reached 159 in 2000.28

In Viet Nam, a recent analysis of 2009 census data by the United Nations Population 
Fund (UNFPA) found the sex ratio at birth to be 110.6 (boys per 100 girls) in 
rural areas and 110.7 in urban areas. There were wide regional variations within 
the country and, in some parts of Viet Nam’s northern plains, the sex ratio was as 
high as 115 boys per 100 girls. Evidence shows that the sex ratio at birth increases 
with maternal education—from 107.1 for children born of mothers with a primary 
education to below 111.4 for those born of mothers with secondary and vocational 
training and 113.9 among those with college and higher-educated mothers. While 
the sex ratio at birth was close to the biological norm of 105 among the poorest 
households, it reached a value of 112 among the richer households. As in China, 
higher order births had a much higher sex ratio of about 115.29

Country

Proportion (%) of children aged 6–59 months

Year
With fever for whom treatment 

was sought from a health facility 
or provider

With diarrhoea for whom 
treatment was sought from  
a health facility or provider

Boys Girls Boys Girls

Cambodia 44.0 41.2 38.9 34.6 2005

Nauru 61.8 37.6 (47.2) (21.9) 2004

Philippines 39.9 38.5 31.8 37.2 2008

Samoa 63.2 64.4 NA NA 2009

Solomon Islands 68.7 68.2 56.9 56.4 2007

Table 9.  Health-seeking behaviour of children aged 6–59 months, Western Pacific Region, 
selected countries, various years

Source: Demographic and Health Surveys 2006–2010.10–14

* BCG, measles and three doses each of DPT and polio vaccine (excluding polio vaccine given at birth).
@  Children aged 18–29 months.
#   Based on 25–49 cases.

Country

Proportion (%) of children aged 12–23 months who have received

YearAll basic vaccinations* No vaccinations

Boys Girls Boys Girls

Cambodia 69.0 64.1 6.8 7.1 2005

Philippines 80.5 78.5 5.0 6.2 2008

Samoa 23.9 26.7 15.7 14.7 2009

Solomon Islands 90.0 75.0 2.5 6.2 2007

Tuvalu@# (59.3) (42.2) (14.9) (17.4) 2007

Viet Nam 65.9 67.6 4.0 5.6 2002

Table 8.  Immunization status of children aged 12–23 months, selected countries of the 
Western Pacific Region, various years

Source: Demographic and Health Surveys 2003–2010.10, 12–16
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2.7 Access to health services

Timely access to preventive and curative health services is an important factor in child 
survival. Prevention of vaccine-preventable diseases in childhood through effective 
immunization is an important strategy for achieving MDG 4. However, several 
countries in the Region are far from achieving universal immunization. About one 
third to one fourth of all children under-2 years old have not received all of the basic 
immunizations in the six countries for which DHS data were analysed,10,  12–16 and 
a small proportion have received no vaccinations at all. In four of these countries, 
a greater proportion of boys than girls has been fully immunized while a greater 
proportion of girls than boys has not been immunized at all. Many of these are 
small Pacific island countries where the sex differential may be random because of 
the small sample size. However, further probing of this issue is needed, especially in 
the case of larger countries like Cambodia and Viet Nam.

It is not only preventive care that may bypass little girls. When they fall ill, most 
are unlikely to be taken to a qualified health provider or health facility. Less than 
40% of girls with diarrhoea or fever were taken to a health provider or facility in 
Cambodia and the Philippines. The situation was relatively better in the Pacific 
island countries of Nauru, Samoa and Solomon Islands, although at least one third 
of those ill with fever or diarrhoea still did not receive medical attention. There 
were no systematic differentials between boys and girls in the proportion receiving 
medical care.

Summary findings and implications

•	 Throughout the Region, infant and under-5 mortality rates have declined 
for girls and boys. Female under-5 mortality exceeds male mortality in 
some countries and has remained so for more than two decades.

•	 There is considerable inequality within countries in child survival and 
health. Under-5 mortality is considerably higher in households in the low-
income quintiles. Access to nutrition, preventive and curative health care 
still eludes girl (and boy) children from poorer households.

•	 For under-5 girls, perinatal causes account for close to half the deaths. 
Infectious and parasitic diseases and respiratory infections rank next and, 
together, these account for about three fourths of deaths of under-5 girls.

•	 Unintentional injuries take a heavy toll of life (41.1%) among girls 5–14 
years old while intentional injuries rank sixth as a cause of death. This 
merits further investigation.

•	 Nutrition is the most important risk factor in childhood. Iron-deficiency 
anaemia and other micronutrient deficiencies are significant in some 
countries. 
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•	 Son preference and the practice of sex-selective abortion of the fetus exist 
in some countries, resulting in a skewed sex ratio at birth and neglect of 
the girl child.
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Adolescence and young adulthood (10–24 years) is a period of major transition in 
the life of an individual*. The health needs during this period are different from 
those in other age groups since adolescent girls and young women experience sexual 
maturation, develop their identities, complete schooling and enter the workforce. 
They become sexually active and, in many low- and middle-income countries, are 
likely to marry and begin childbearing. This is the period of life when, in addition 
to the health risks related to sexual activity, lifestyle-related risky behaviours emerge 
such as poor eating habits and physical inactivity and substance abuse. Preventing 
risky behaviours and promoting healthy choices among adolescent girls and young 
women can, therefore, yield positive health outcomes, not just during adolescence, 
but also during adulthood and later.

Adolescents and young people constitute close to one fourth (23.6%) of the population 
of countries in the Western Pacific Region, with girls and women comprising 47.8% 
of the population in this age group.1  The present generation of young people in the 
Region are healthier and better educated and have greater economic opportunities 
than those from previous generations. At the same time, they are also faced with 
complex challenges and risks that were perhaps not present earlier.

Four major factors may be identified as of major consequence to the health of young 
people in the Region. First, most countries in the Region have experienced a rapid 
fertility decline, making the proportion of young people entering the workforce 
larger than the proportion of children. This creates a demographic window of 
opportunity for economic growth and poverty reduction but at the same time 
requires that a much larger number of jobs are created than ever before. 

Second, many countries in the Region are experiencing rapid economic growth but 
with increasing inequalities between urban and rural areas, rich and poor households 
and mainstream and marginalized sections of the population. 

Third, high rates of economic growth are accompanied by rapid urbanization and 
migration of young people from rural to urban areas for education and employment 

3 Adolescents and young women

* It is useful to consider adolescence and young womanhood as one stage of life, both for 
practical reasons related to data availability and also because many of the social, behavioural and 
environmental factors shaping the health of women (e.g. sexual debut, marriage and childbearing, 
experimenting with potentially risky behaviour) are common to both groups.
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opportunities.2 For example, a migration survey in the Lao People’s Democratic 
Republic found that more than 20% of all urban migrants were under 18 years old 
and that 67% of them were girls.3 

Fourth, the globalization of media, communications and entertainment has led 
to the emergence of a global youth culture with changing aspirations and values.2 
Adolescent girls and young women are at times likely to be affected critically and 
differently from boys and men by these changes.

Gender inequalities are not pronounced in the area of school enrolment or 
employment in countries of the Western Pacific Region. In some countries, including 
Malaysia, Mongolia, the Philippines and Viet Nam, the proportion of girls enrolled 
in secondary and tertiary education is, in fact, higher than that for boys.4

But values and norms governing gender relations and sexual behaviour vest much 
greater power and autonomy in young men than in young women. For example, 
data from four countries in the Region show that between 10% and 50% of women 
lacked a final say in decisions about visits to friends, family and relatives and from 
10% to 93% were not permitted to make decisions related to their own health care 
(Table 1).5-8 Driven to urban areas by poverty, aspirations and lack of opportunities 
in search of work, young women with little information about sexuality and few 
life skills and autonomy are vulnerable to risks of trafficking, sexual violence, 
transactional sex and, consequently, sexually transmitted infections (STIs) and 
HIV/AIDS.

3.1 Mortality and the burden of disease 

Table 2 presents data on mortality rates by sex for three age groups: early adolescence, 
older adolescence (15–19 years) and young adulthood (20–24 years). Overall, 
mortality rates in early adolescence and adults compare favourably with global 
averages. The risk of mortality increased with age. Mortality rates doubled between 
early and older adolescence and in young adulthood was close to three times that 
in young adolescence. Male mortality rates were consistently higher than female 
mortality rates.9

Country

Percentage of currently married women aged 15–19 years who alone or 
jointly have final say in decisions about

YearVisits to 
family, 

relatives, 
friends

Making 
daily 

purchases

Making 
large 

purchases
Own 

health care
All four 

decisions
None of 
the four 
decisions

Cambodia 49.5 22.9 11.3 7.0 73 6.9 2005

Philippines 89.7 81.5 75.3 89.1 65.7 3.4 2008

Samoa (83.1) (82.3) (81.7) (85.2) (7.7) (6.9) 2009

Solomon Islands 70.8 77.2 77.6 75.8 58.2 11.8 2009

Table 1.  Decision-making within the household among currently married women (15–19 
years), selected countries of the Western Pacific Region, various years

Source: Demographic and Health Surveys, 2005–2010.5–8
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Injuries were the dominant cause of mortality in girls and boys in all three age 
groups, accounting for 42% of all deaths for those between 10 and 24 years. Notably, 
injuries were the most significant contributor to mortality for young women aged 
20–24 years in the Western Pacific Region. Also, maternal mortality did not feature 
as significant cause of death in this age group, unlike in the African, South-East Asia 
and Eastern Mediterranean regions (Figure 1).

On further analysis of deaths from injuries, deaths from suicides accounted for 
twice the proportion of female deaths in adolescence and young adulthood (12%) 
as male deaths (6%). Fully 11% each of injury-related mortality in young women 
resulted from road traffic accidents and drowning, respectively. In contrast, 24% of 
male deaths from injuries resulted from road accidents, followed by drowning (14%) 
and interpersonal violence (6%).9

No data are available on the burden of disease experienced by young women aged 
10–24 years. Data from specific countries in the Region indicate that the highest 
burden of disease is contributed by mental disorders, injuries, respiratory diseases, 
maternal conditions, cardiovascular diseases and diabetes. Occupational risk also 
contributes substantially to DALYs lost, largely because some adolescent girls are 
legally employed and others are illegally employed in child labour.

10–14 years 15–19 years 20–24 years

All-cause mortality Male Female Both 
sexes Male Female Both 

sexes Male Female Both 
sexes

Western Pacific Region 50 37 44 114 52 85 156 67 114

World 95 94 95 147 131 139 255 191 224

Table 2.  All-cause mortality rates (per 100 000) by age group and sex among young people, 
Western Pacific Region, 2004

Source: Patton et al. 20099

Figure 1. Proportion of deaths from three major cause groups by sex, 20–24 years,  all regions, 
2004

Source: Patton et al. 20099

LMIC: Low- and middle-income countries; AFR: WHO African Region; AMR: WHO American Region;  
EMR: WHO Eastern Mediterranean Region; EUR: WHO European Region; SEAR: WHO South-East Asian Region; 
WPR: WHO Western Pacific Region.
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3.2 Sexual debut and marriage

Sexual debut among boys and girls occurs before 20 years on average and, for 
a significant proportion of girls and young women in low- and middle-income 
countries in the Region, it occurs within marriage. The mean age at sexual debut in 
girls appears to be a year or so later than that for boys in their respective countries, 
as indicated by data from Cambodia (17 years for girls and 18 years for boys), China 
(20 years for girls and 19 for boys) and Mongolia (18.9 years for girls and 16.9 for 
boys). 10–12

There are also instances of much earlier initiation of sexual activity among a small 
minority of adolescents. The proportion of young women (during the period 2005–
2009) who have had their first sexual experience before age 15 ranged from as high 
as 15% in Nauru and Solomon Islands and 9% in the Lao People’s Democratic 
Republic, to 4% in Papua New Guinea, 2% in the Philippines and Tuvalu, 1% in 
Viet Nam and less than 1% in Mongolia.13

The younger the woman is at first sex, the greater the likelihood that her sexual 
initiation is associated with coercion or even violence. In the Philippines, 14.7% 
of adolescent girls (15–19 years) who had sexual intercourse before the age of 15 
and 5.1% who had sexual intercourse after 15 had been forced against their will.6 In 
Vientiane, the Lao People’s Democratic Republic, 22.4% of sexually active women 
aged 15–24 reported being coerced into their first sexual intercourse, most of them 
(88.3%) by their boyfriends.14 In Papua New Guinea, of those who reported rape in 
2008, nearly half were under the age of 15.15

Country
Have ever 

been sexually 
active (%) 

Population Age 
group Source Year

Cambodia 8.8 All girls 10–19 10 2010

China (Shanghai) 31 Unmarried women 15–22 11 2001

Fiji 25 Women tertiary students 15–24 16 2008

Lao People’s Democratic Republic 3.6 Never-married women 15–19 20 2005

Lao People’s Democratic Republic (Vientiane) 25.8 All women 15–24 14 2007

Mongolia 16.7 All girls 15–19 22 2008

Nauru 52.9 All girls 15–19 23 2007

Papua New Guinea 66.6 Unmarried women 15–24 21 2006

Philippines 13.6 All girls 15–19 6 2008

Solomon Islands 51.8 All girls 15–19 8 2009

Tuvalu 14.2 All girls 15–19 24 2007

Viet Nam 2.1 Single women 18–21 28 2010

Table 3.  Sexual activity among adolescent girls and young women, selected countries of the 
Western Pacific Region, various years

Sources: Ministry of Education, Youth and Sports, Cambodia 2010,10 Dehne et al. 2009,11 Ministry of Health (Fiji) and 
WHO 2008,16 National Statistics Centre and UNFPA 2007,20 Burnet Institute and UNFPA 2008,14 National Statistical 
Office, Mongolia and UNFPA 2009,22 Demographic and Health Surveys 2007–2009,6, 8, 23, 24 WHO, UNICEF and 
UNAIDS 2008,21 GSO, NIHE and ORC Macro 2006.28
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As Table 3 shows, the proportion of sexually active adolescent girls and young women 
varies considerably across countries of the Region, with some of the highest rates 
found in the Pacific. National surveys from several countries, including Fiji, the Lao 
People’s Democratic Republic, the Republic of Korea and the Philippines, indicate 
that sex with more than one partner and transactional sex are not uncommon 
among young women.14, 16–18 In several countries, less than half of the adolescents 
and young people who had been sexually active during the last 12 months reported 
condom use at last sex, raising concerns about their vulnerability to STIs and HIV/
AIDS.10, 16, 19

Age at marriage for girls has increased across the Region. The proportion of 
adolescent girls who are currently married or living together was 25% in the Lao 
People’s Democratic Republic and 16% in Papua New Guinea as recently as the 
period 2005–2006.20, 21 Comparable figures for most other countries for which data 
were available were less than 10% (Figure 2). The Philippines has witnessed steep 
declines in the proportion of adolescent girls who are married, from 11.4% in 1989 
to 8.3% in 2009.6

3.3 Pregnancy and childbearing

Adolescent pregnancy is a public health concern for many reasons, including 
the unplanned nature of many pregnancies and the higher risk of morbidity and 
mortality to the mother and newborn. According to the 2003 Reproductive Health 
Survey in Mongolia, 57% of pregnant adolescents had complications during delivery, 
highlighting the extent of higher risk.22

Adolescent fertility rates are very high (110 births per 1000 adolescent women) in the 
Lao People’s Democratic Republic and high (between 50 and 100 births per 1000 for 
women aged 15–19 years) in Cambodia and the Philippines and in eight countries 

Figure 2. Proportion of adolescent girls (15–19 years) currently married or cohabiting, 
selected countries of the Western Pacific Region, various years

Sources: Demographic and Health Surveys 2003–2010,6–8, 23, 24, 32 Ministry of Education, Youth and Sports, Cambodia 
2010,10 Dehne et al 2005,11 UNFPA 2005,12 National Statistics Centre and UNFPA 2007,20 Demographic and Health 
Surveys 2007– 2010, 23,  24,  32 OECD Development Centre26.
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and areas in the Pacific: the Federated States of Micronesia, Guam, Nauru, Niue, 
Papua New Guinea, the Marshall Islands, Solomon Islands and Vanuatu (Table 4).29

A significant proportion of pregnancies among adolescent women may be unplanned 
or unwanted. In the Lao People’s Democratic Republic, 37.3% of married women 
had their first baby before 18 years of age (2007) and 29% of all first pregnancies 
were unintended.30 This is probably because, although they are sexually active, few 
adolescents, especially those who are not married, are able to use contraception. 

A 2002 study from China reported that unmarried women migrant workers did 
not know that unmarried women could seek family planning services. They were 
embarrassed to approach health centres for contraception because they feared that 
their sexual activity would become known to others.31  DHS data for five to six 
countries in the Region show that 5% or fewer women aged 15–19 years had ever 
used a modern method of contraception. Even among those currently married, less 
than 20% used a modern method of contraception (Table 5).5–8, 23, 24, 32  Given the 
unequal social norms governing female sexuality, unmarried young women who 
become pregnant may have few options except to seek an abortion. In Mongolia, 
6.2% of all abortion-seekers were women less than 20 years old.22 In China, the 
2009 National Youth Reproductive Survey found that, among sexually active young 
women, 20% had experienced an unplanned pregnancy and 91% of these women 
had an abortion.33

Births per 1000 women aged 15–19 years Countries

>= 100 Lao People’s Democratic Republic
51–99 Cambodia, Guam, Marshall Islands, Micronesia, Nauru, Niue, 

Papua New Guinea, Philippines, Solomon Islands and Vanuatu
21–50 American Samoa, Brunei, Cook Islands, Fiji, Kiribati,  

North Mariana Islands, Palau, Samoa, Tokelau, Tuvalu, Vanuatu, 
Viet Nam

11–20 Malaysia, Mongolia, New Caledonia, Tonga

<=10 China, Republic of Korea, Singapore

Table 4.  Adolescent fertility in countries and areas of the Western Pacific Region

Source: WHO 2002.31

Country

Percentage of  all 
women aged 15–19 

years who
Percentage of currently married women aged 

15–19 years who
Year

Use a modern method 
of contraception

Have heard of at least 
one contraceptive 

method

Currently use a 
modern method of 

contraception
Cambodia  1.4 97.3 13.7 2005
Nauru  3.8 97.8 n.a. 2007
Philippines  1.6 96.3 14.3 2008
Samoa  0.8 50   8.1 2009

Solomon Islands  5.2 81.8 12.8 2009

Tuvalu  2.7 n.a. n.a 2007

Viet Nam n.a n.a 19.2 2002

Table 5.  Knowledge and current use of contraception among adolescent girls (15–19 years), 
selected countries of the Western Pacific Region, various years

Source: Demographic and Health Surveys 2005–2007.5–8, 23, 24, 32
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3.4 Sexually transmitted infections and HIV/AIDS

Early and unprotected sexual activity exposes young people to risk of sexually 
transmitted infections (STIs), including HIV/AIDS. Many surveys and studies 
of young people in countries in the Western Pacific Region report low levels of 
knowledge of STIs among young women. For example, in China, according to a 
2003 study, 60% of unmarried women, most of whom were 15–24 years old, had 
heard of STIs but did not know any of their common symptoms.35  In Mongolia, 
poor knowledge of the common symptoms of STIs was found in about three fourths 
of women aged 15–19 who were rural residents (71.2%), had only primary schooling 
(76.8%) or were married (73.7%).22

A drop in the proportion of young people among those with STIs is reported from 
countries, including Mongolia and Fiji. Nevertheless, a substantial proportion of 
women may be affected by STIs. In Fiji, 37.5% of women under 25 seeking antenatal 
care were infected with chlamydia, 5.6% with syphilis and 2.1% with gonorrhoea.16 
A greater proportion of young women than men reported STI symptoms in the 
2010 Most At-Risk Population survey in Cambodia. This survey found that about 
21% of adolescent girls (10–19 years) reported symptoms of STIs compared with 
4% of adolescent boys. Of those with symptoms, 43% of girls and 29% of boys did 
not seek treatment.10 Early sexual activity increased the probability of ever having 
contracted an STI. In Papua New Guinea, women who had their sexual debut 
before age 18 were three times more likely to be diagnosed with at least one STI as 
compared with women with a later sexual debut.36

Unprotected and transactional sex by men is a major driver of the HIV epidemic in 
both Asian and Pacific countries in the Western Pacific Region. Young women in 
steady relationships who neither have multiple partners nor are injecting drug users 
are exposed to the infection through their husbands or boyfriends who engage in 
high-risk behaviour. Sexual violence against girls and young women is another risk 
factor for HIV infection. In a study covering HIV-positive women in four provinces 
of Papua New Guinea, 30% of infected women reported being sexually abused by 
relatives as children.37

Overall, 50% or fewer adolescent women had comprehensive knowledge about 
AIDS or about where to get an HIV test. Knowledge does not seem to translate into 
seeking HIV testing, and the proportion tested was less than 5% in the five countries 
for which data were available (Table 6).

The prevalence of HIV is generally low (0.1% or below) in most countries of 
the Region, including among young people. In the Pacific, the proportion of 
HIV- infected people from this age group appears to be increasing steadily. While 
only 19.5% of reported HIV infections during the 1990s occurred among people in 
the 15–24 age group, they rose to 26.5% during the period 2000–2004.37
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A trend towards feminization of the epidemic is observed in some countries. For 
example, in the Lao People’s Democratic Republic, the HIV prevalence rate for 
young men was 0.1% as of 2009 while the comparable rate for young women was 
0.2%. In Papua New Guinea, the prevalence rate in 2009 for young men was 0.3% 
while that for young women was much higher, at 0.8%.13 In the latter country, 
more girls and women than boys and men were infected with HIV cumulatively 
during the period 1987–2004 in the age groups 10–14, 15–19, 20–24 and 25–29 years 
(Figure 3).38

Country

Percentage of women aged 15–19 years who

Year
Have 

comprehensive 
knowledge of 

AIDS*

Know that HIV can be transmitted 
by breastfeeding and risk of MTCT 

can be reduced by taking special 
drugs during pregnancy

Know 
where to 

get an 
HIV test

Have 
ever been 

tested

Cambodia 50.2 30.9 41.6 4.0 2005
Mongolia 31 2005–09
Nauru 13.3 5.5 29.3 1.8 2007
Philippines 20.7 n.a. 41.9 0.4 2008

Samoa 2.0 25.4 24.9 2.7 2009

Solomon Islands 28.6 3.6 n.a. n.a. 2009

Tuvalu 39.0 26.4 83.7 4.7 2005–09

Vanuatu 15 n.a. n.a. n.a 2005–09

Table 6.  Knowledge of HIV/AIDS and coverage by testing services, selected countries of the 
Western Pacific Region, various years

Sources: UNAIDS and UNICEF 2010,13 Demographic and Health Surveys 2005–2007.5–8, 23, 24

For Mongolia, Tuvalu and Vanuatu13 for other countries.5–8, 23, 24

*Comprehensive knowledge means knowing that consistent use of a condom during sexual intercourse and having just 
one uninfected faithful partner can reduce the chances of contracting the AIDS virus. It also means knowing that a 
healthy-looking person can have the AIDS virus and rejecting the two most common myths about AIDS transmission 
or prevention.

800

700

600

500

400

300

200

100

0
Less

than 2
02–09 10–14 15–19 20–24 25–29 30–34 35–39 40–44 45–49 50–54 55–59 Over

60

N
u

m
b

er
 o

f 
ca

se
s

Male

Female

Not stated

Age group

Figure 3.  HIV/AIDS infections detected in Papua New Guinea by age group and sex, 
1987−2004

Source: HELP Resources, Inc. and UNICEF 2005.38

3887 (39%) cases excluded as age/sex unknown



Adolescents and young women36

3.5 Nutritional concerns

Until recently, undernutrition among children and young people was the major 
nutrition-related concern in countries in the Western Pacific Region. The mean 
weight of the population has been rising steadily and, currently, many countries 
have both underweight and overweight or obese populations. While there is a higher 
risk of infections for people who are underweight, being overweight and obesity are 
risk factors for a number of NCDs such as diabetes and cardiovascular diseases.

In Cambodia (2005), 11.3% of girls aged 15–19 years were found to be underweight 
and, at the other end of the spectrum, 1.5% of girls were overweight or obese.5 
The 2006 National Health and Morbidity Survey in Malaysia reported 12% of girls 
under 18 years old to be underweight and 4.7% of girls in the same age group to be 
overweight.39 

Overweight and obesity among adolescent girls and young people is especially high 
in many Pacific island countries. In Nauru, Solomon Islands and Tuvalu, less than 
3% of girls aged 15–19 years were underweight while the proportion of overweight 
girls was 51%, 29% and 53%, respectively.8, 23, 24 In Fiji, girls of Fijian ethnicity had a 
higher prevalence of being overweight (22%) than Indo-Fijian girls (10%).40

Stunting among adolescent girls is also an important health risk, including for 
delivery-related complications, especially if the adult height reached is below 145 cm. 
About 11% of girls in Cambodia were found to be under 145 cm (2005). In Malaysia 
(2006), 15% of girls were stunted.5, 39 In Fiji, the proportion of girls stunted who 
were 10–17 years old increased between 1993 and 2004 (Figure 4), a finding that 
merits further probing.40

Micronutrient deficiencies are another cause for concern. Iron-deficiency anaemia 
among adolescent girls aged 15–19 years was as high as 46% in Cambodia, 39% 
in Tuvalu, 35.5% in Solomon Islands5, 8, 4 and 33% among 16–19 year olds in the 
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Philippines.41 In Viet Nam in 2010, 15.5% of adolescents and young women aged 
15–24 years suffered from goitre as a result of iodine deficiency.42 Both of these 
conditions are debilitating for the affected person and also complicate pregnancies 
and are risk factors for poor pregnancy outcomes.

There do not seem to be systematic differentials in nutritional status by sex. In some 
countries such as Malaysia and the Philippines, a greater proportion of boys than 
girls are underweight and overweight.41, 43 In other countries, such as Mongolia, a 
greater proportion of girls than boys are found in both underweight and overweight 
categories.44 In yet other countries, such as Fiji, girls were less likely than boys to be 
underweight and more likely to be overweight.40

3.6 Substance use

One consequence of globalization and urbanization for adolescent girls and young 
women in the Region has been greater exposure and more permissive norms related 
to smoking, alcohol and drug use. The traditional gap between boys and men and 
girls and women in substance use appears to be narrowing.

Tobacco use carries an elevated risk of cancer, cardiovascular and chronic respiratory 
diseases and is a significant contributor to avoidable mortality and disease burden 
in adults. Data on tobacco use are available for the Region from the Global Youth 
Tobacco Surveys (1999–2005), which include school-going boys and girls aged 10 – 13 
years. The surveys found that 7.8% of girls from countries in the Western Pacific 
Region were current users of tobacco in any form compared with 15% of boys. Only 
one third of girls (3.3%) as boys (9.9%) were current smokers while 5.4% girls and 
7.7% boys were users of other forms of tobacco. Exposure to second-hand smoke 
was high: about half of all 10–13 year olds were exposed to second-hand smoke at 
home or in public places.45 Table 7 presents information from the Global Youth 
Tobacco Survey for selected countries of the Region.46

Alcohol use among young women is no longer insignificant. In Cambodia, 57.6% 
of adolescent girls aged 10–19 years had ever consumed alcohol compared with 
81.6% of boys in the same age group. More girls (8.1%) than boys (1.1%) identified 

Figure 5.  Prevalence of iron-deficiency anaemia among adolescent girls (15–19 years), 
selected countries of the Western Pacific Region, various years

Sources: WHO,5, 8 Demographic and Health Survey 2007,24 Food and Nutrition 
Research Institute 2003.41
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themselves as heavy drinkers; this may be because they work in karaoke bars or 
night clubs.10 In Fiji, although only 16.5% of women aged 15–24 years had ever 
consumed alcohol, those who had done so consumed 7.6 drinks on average on 
a drinking day and 65% identified themselves as binge drinkers.47 Many young 
women who consume alcohol are initiated early. In Mongolia, 65% (of the 4.5% 
ever-drinkers) among 13- 15 year olds had started drinking before age 1444 and in the 
Philippines, 14.3% (of 18% ever-drinkers) of girls in the same age group had begun 
drinking before the age of 13.48

Although low, the prevalence of drug use among young women in the Philippines 
tripled from 1% in 1994 to 3% in 2002,49 while in Cambodia, 1.9% of adolescent 
girls (10–19 years) were found to be drug users in 2010.10 Use of cannabis among 
young women in some Pacific island countries is above 10%. Amphetamine-type 
stimulants (ATS) are fast replacing heroin in many Pacific island countries, and their 

Country Year
Ever smoked 
cigarette (%)

Currently use 
any tobacco 
product (%)

Currently 
smoke 

cigarettes (%)

Currently use 
other tobacco 
products (%)

Girls Boys Girls Boys Girls Boys Girls Boys

American Samoa 2005 37.0 44.7 16.6 23.8 15.1 18.3 5.8 12.1
Cambodia 2003 0.4 5.8 3.0 7.2 0.2 4.6 3.0   3.3
China:

Puyang 2005 8.7 38.1 3.0 11.3 0.4 7.2 2.6   5.3

Shanghai 2005 12.4 23.1 4.1 7.1 0.8 2.7 3.4   4.5

Tianjin 2005 7.5 24.6 3.3 9.4 0.6 5.6 2.7   4.6

Zhuhai 2005 11.7 32.8 4.7 11.9 1.1 7.6 3.8   6.3

Cook Islands 2008 61.5 59.0 36.3 33.7 31.5 28.2 13.8 17.1

Fiji 2005 11.7 22.4 10.2 11.6 3.1 6.7 7.6   6.7

Guam 2002 59.4 63.0 24.0 31.8 19.3 25.6 10.8 18.1

Lao People’s Democratic Republic 2003 2.3 18.5 3.3 15.4 0.7 11.2 2.9   6.8

Macao (China) 2005 28.3 33.8 11.0 12.8 9.8 11.0 1.7   2.4

Malaysia 2003 11.5 54.6 11.5 40.0 4.2 36.3 7.5   8.8

Micronesia, Federated States of 2007 34.7 56.2 39.8 51.9 19.8 36.9 32.1 41.8

Mongolia 2007 13.3 35.2 16.0 25.7 3.3 11.0 12.9 17.9

New Zealand 2008 39.4 40.0 21.5 18.7 20.6 14.5 5.1 10.1

Northern Mariana Islands 2004 72.0 68.2 49.8 57.0 31.5 26.6 38.3 52.3

Palau 2005 61.2 68.3 28.4 38.0 22.6 31.0 n.a n.a

Papua New Guinea 2007 47.0 64.4 40.3 55.4 35.8 52.1 11.1 21.1

Philippines 2007 29.9 51.2 17.5 28.3 12.0 23.4 7.2 8.2

Republic of Korea 2008 20.3 31.3 10.6 14.9 6.3 10.8 5.0   7.2

Samoa 2007 17.0 25.9 20.4 25.8 12.7 16.0 13.5 19.5

Singapore 2000 18.8 23.9 7.5 10.5 7.5 10.5 n.a. n.a.

Solomon Islands 2008 39.1 42.8 37.0 43.9 23.4 24.3 19.9 27.7

Tuvalu 2006 30.4 45.1 32.7 41.6 22.1 33.2 22.4 33.3

Vanuatu 2007 18.6 39.3 19.6 34.1 11.4 28.2 11.3 17.5

Viet Nam 2007 5.5 17.6 1.5 6.5 1.2 5.9 0.7 1.9

Table 7.  Prevalence of smoking and tobacco use among adolescents (13–15 years), selected 
countries and areas of the Western Pacific Region, various years

Source: Compiled from Global Youth Tobacco Survey Fact Sheets for countries.46
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use among young women ranged from 3.2% to a high of 26.3%. Use of injectable 
drugs is also common among young women in the Pacific island countries who 
were surveyed for youth risk behaviour (Table 8).

Use of areca or betel nut, the fourth most commonly abused substance, is prevalent 
among young women and men in some countries in the Region. Betel nut is known to 
be a carcinogenic and users are at a considerably higher risk of oral or oropharyngeal 
cancers. In Papua New Guinea, for example, 79.5% of young women (15–24 yrs) 
were current users of betel nut and 72% of these were daily users.54 In Micronesia, a 
small-scale survey among schoolchildren found that 54% of schoolgirls aged 14–18 
years used betel nut. A high proportion of betel nut users also chewed tobacco and 
consumed alcohol, multiplying the risk factors.55

3.7 Mental health 

Rapid economic growth, growing inequalities, competition for a limited number 
of jobs and changing aspirations with exposure to globalization may make youth 
an even more difficult time of transition than ever before. Reports of depression 
and high rates of suicidal ideation and attempts even in early adolescence and the 
preponderance of these symptoms in girls compared with boys, make the mental 
health of adolescent girls and young women a major public health priority.

In the Philippines, the Global School-based Student Survey (2007) found that 42% 
of students aged 13–15 had felt sad or hopeless for two weeks or more in the past 
year, 17.1% seriously had considered committing suicide in the last year and 16.7% 
actually had planned a method of taking their own lives. More girls than boys were 
affected by depression, but suicidal ideation and planning were similar for both 
boys and girls (Table 9).48

Suicidal ideation among adolescent girls and young women is reported from 
a number of other countries. In Mongolia (2010), 23% of girls aged 13–15 years, 
compared with 15% of boys, had considered attempting suicide within the 12 months 
preceding the Global School-based Student Survey. About 9% of girls and 7% of 

Country Source Year
Cannabis (%) ATS (%) IDU (%)

Women Men Women Men Women Men

American Samoa 50 2007 n.a. n.a. n.a. n.a. 3.8 8.0

Australia 51 2007 12.7 13.1 2.2 1.0 0.8 0.7

Guam 50 2007 20.5 25.6 7.5 3.7 3.8 8.0

Marshall Islands 51 2007   3.2 14.1 3.2 14.1 14.1 15.8

New Caledonia 52 2005 n.a. n.a n.a. n.a. 0.0 0.6

Northern Mariana Islands 50 2007 26.3 37.5 26.3 37.5  2.4 5.5

Palau 50 2007 n.a n.a. n.a. n.a 3.8 6.5

Vanuatu 53 2008 17.1 43.2 n.a. n.a. 11.4 12.9

Table 8.  Prevalence of drug use among young women and men, selected countries and areas 
of the Western Pacific Region, various years

Sources: USCDC 2007,50 Australian Institute of Health and Welfare 2008,51 SPC 2007,52 SPC and Vanuatu Ministry 
of Health 2008.53
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boys had attempted suicide.44  Suicide is the leading cause of death among young 
people aged 15–24 in the Republic of Korea. Suicide death rates among women in 
this age group were 8.8 per 100 000 in 2009 compared with 9.7 per 100 000 for men 
in the same age group.56  In China, young women are reported to have a suicide 
death rate that is twice that for women in other parts of the world.57 

3.8 Gender-based violence

Young people generally are exposed to the risk of interpersonal violence and more 
boys and men are affected than girls. However, for adolescent girls and young 
women, gender-based violence, especially from an intimate partner, is a major risk 
factor for poor physical and mental health and makes them especially vulnerable 
to sexual and reproductive health problems. As seen above, for young adolescents 
who make an early sexual debut, sexual violence is the underlying factor. One fifth 
of married adolescents in Cambodia and nearly half of the married adolescents in 
the Philippines reported experiencing many forms of marital control from their 
partners (Table 10), curtailing their freedom and their decision-making powers.5, 6 

Mental health issues Male (%) Female (%) Total (%)

Most of the time or always felt lonely in the past 12 months 9.5 11.2 10.5
Most of the time or always felt so worried about something that they 
could not sleep at night during the past 12 months 12.8 16.1 14.6

During the past 12 months, felt so sad or hopeless almost every day for 
two weeks or more consecutively that they stopped performing their 
usual activities 

39.0 44.3 42.0

Seriously considered attempting suicide during the past 12 months 18.4 16.2 17.1
Planned how they would attempt suicide during the past 12 months 16.6 16.8 16.7

Table 9.  Mental health issues among students, Philippines, 2003–2004

Source: Department of Health Philippines 2005.48

Forms of marital control
Percentage of women aged 15–19 years who experience the one 

or more forms of marital control by husband

Cambodia 2005 Philippines 2008
Is jealous if she talks to other men 16.9 44.5
Accuses her of being unfaithful 8.1 15.7
Does not permit meetings with girlfriends 3.6 8.9
Tries to limit contact with family 3.0 3.7
Insists on knowing where she is at all times 2.8 25.0
Does not trust her with money 5.4 3.7
Does at least three of these behaviours 4.6 13.6
Does none of these behaviours 80.1 48.6

Forms of violence
Emotional/other 14.2 24.9
Physical (more severe and less severe) 6.4 17.5
Sexual 1.9 11.0
Physical or sexual 7.0 21.6
Emotional, physical or sexual 18.6 30.5
Violence during pregnancy 1.7 5.8

Table 10. Forms of marital control and violence experienced by married adolescents, 
Cambodia and Philippines

Source: Demographic and Health Surveys 2006–2009.5, 6
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The demographic and health surveys found that one fifth of married adolescents in 
Cambodia and 30% of married adolescents in the Philippines reported experiencing 
physical, sexual or emotional violence. The prevalence of all forms of violence was 
higher in the Philippines compared with Cambodia.

3.9 Access to health services 

Adolescents and young people tend to access health services infrequently because 
they are no longer affected by childhood illnesses and have not yet been affected 
by adult health problems. Nevertheless, the health profile of adolescent girls and 
young women described above highlights several special health needs. These include 
counselling and mental health services, interventions to address gender-based 
violence and a broad spectrum of sexual and reproductive health care.

Gender norms discourage and even prevent the use of sexual and reproductive health 
services by unmarried young women. The embarrassment and fear in accessing 
contraceptive services expressed by young rural-urban migrant women in China is a 
case in point. In other countries, adolescent girls cited major barriers limiting their 
access to health care as not getting permission to go to a health facility, not having 
access to cash, unwillingness to go alone and concern that women providers may 
not be available.5, 7, 8, 23, 24

Country

Percentage of women aged 15–19 years who had one or more of the following 
problem in accessing health care when they were sick

YearGetting 
permission 

to go for 
treatment

Getting 
money 

needed for 
treatment

Distance 
to health 
facility

Not 
wanting to 
go alone

Concern 
no female 
provider 
available

At least one 
problem in 
accessing 

health care

Cambodia 28.8 75 39.4 66.2 54.7 92.6 2005

Nauru 15.6 23.8 53.1 66.3 64.2 97.3 2007

Philippines 10.6 56.8 29.5 30.5 22.5 78.5 2008

Samoa 35.7 59.7 55.7 47.8 65.9 92.7 2009

Solomon Islands 31.8 65.2 55.5 55.8 64 97 2009

Tuvalu 21.1 20.9 29.5 42.4 79.7 97.4 2007

Table 11.  Problems in accessing health care when they were sick among women aged 15–19 
years, selected countries of the Western Pacific Region, various years

Sources: USCDC 2007,50 Australian Institute of Health and Welfare 2008,51 SPC 2007,52 SPC and Vanuatu Ministry 
of Health 2008.53

Summary findings and implications

•	 Early initiation of sexual activity within or outside marriage and early 
childbearing pose major health risks to adolescents and young women. 
The prevalence of physical and sexual violence is another area of concern 
and is associated with unwanted pregnancy and abortion, low use of 
contraception and poor mental health.
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•	 Among adolescents and young women, both being underweight and 
obesity are present as risk factors.

•	 Urbanization and globalization have changed behavioural norms for young 
women, who are far more likely than their mothers to smoke, drink and 
use drugs.

•	 A trend towards feminization of the HIV epidemic is observed in some 
countries, with an increasing proportion of young women compared with 
young men being newly infected with HIV. There is still much to be done 
in AIDS education for young women. Between 50% and 98% of girls from 
some of the countries did not have a comprehensive knowledge of AIDS.  

•	 Reports of depression and high rates of suicidal ideation and suicide 
attempts, even in early adolescence, and the preponderance of symptoms 
in girls compared with boys, make mental health of adolescent girls and 
young women a major public health priority.

•	 Action is needed to ensure that adolescent girls have access to both primary 
and secondary education, including comprehensive skills-based sex 
education, adequate diet and physical activity and a safe and supportive 
environment. Special attention is needed to prevent initiation of smoking 
and use of alcohol and other substances.

•	 Adolescent girls and young women need protection from early marriage, 
exploitation and abuse, including the prevention of intimate partner 
violence and sexual violence. Societies as a whole must provide the support 
that girls need to deal successfully with the physical and emotional changes 
of adolescence and to make a healthy transition to adulthood.

•	 Adolescents and young people—especially girls and young women—need 
affordable services that comprehensively address their multiple physical, 
sexual, reproductive and mental health needs.

•	 Improved age and sex disaggregation of health information and intervention 
research will help to highlight the particular needs of adolescent girls and 
the approaches to address them.
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The reproductive years occur during the prime of women’s lives, offering multiple 
opportunities for personal fulfilment and development. However, this can also 
be a time of health risks for women, specifically associated with sexual relations 
and reproduction. Women alone face the health consequences of pregnancy and 
childbirth and they also take on most of the responsibility for contraception. 
Gender-based inequalities between women and men with regard to access to and 
control over resources, such as education and assets, and social norms that support 
men to control sexual and reproductive health decisions, contribute to women’s 
vulnerability to sexual and reproductive health risks while limiting their ability to 
seek appropriate care and services to address these problems.

Women in the reproductive age group of 15–44 years account for 46% of the 
female population of the Western Pacific Region. The Region has witnessed major 
improvements in women’s access to education and employment. For the most part, 
women aged 15 and above in countries of the Region are literate, with adult literacy 
rates for women exceeding 80%. Women constitute half of the adult labour force 
in countries such as Cambodia, China, the Lao People’s Democratic Republic, 
Mongolia, Papua New Guinea Vanuatu and Viet Nam. At the same time, women 
bear the double burden of work, with responsibilities for housekeeping and care of 
children and the elderly. In several countries, women spend twice the number of 
hours as men in unpaid tasks.1 Also, a large proportion of women are engaged in 
vulnerable employment in low-income occupations without job security or social 
protection, long working hours and, at times, hazardous work environments.2

4.1  Mortality and the burden of disease

Women in the reproductive age group bear an unfair share of ill-health from 
communicable and noncommunicable diseases and injuries as well as reproductive 
causes. Deaths in this age group account for 7.3% of all deaths among women and 
girls and 36% of all DALYs lost. For women in the 15–29 years age group, injuries 
account for 46% of deaths, NCD 30%, communicable diseases and nutritional 
conditions about 18% and maternal causes 6%. For the 30–44 years age group, 
NCD account for more than half (52%) of deaths and injuries account for one third 
(Figure 1). Fully 12% of deaths in this age group are due to communicable diseases 
and nutritional conditions while maternal causes contribute to 3% of deaths.3

4 The reproductive years
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Analysis of the 10 leading causes by major categories contributing to mortality in 
women reveals that self-inflicted injuries and road traffic accidents are the leading 
causes of death among women aged 15–44 years. Among women aged 15–29 years, 
drowning, poisoning and falls rank in the top 10 causes, making injuries the most 
significant contributor to deaths in this age group. Tuberculosis and HIV/AIDS are 
the major communicable causes of mortality for women aged 15–29 years. In the 
30–44 years age group, both NCDs such as cardiovascular conditions and cancer 
and communicable diseases such as tuberculosis are major causes of death (Table 1).

Among women aged 15–29 years and 30–44 years, the leading cause of morbidity 
is unipolar depressive disorders. In the younger of these age groups, other mental 
illnesses dominate the causes of morbidity, with self-inflicted injuries and road 
traffic accidents next in order of importance. Tuberculosis is another condition 
contributing significantly to morbidity in the 15–29 age group. In women older 
than 30 years, self-inflicted injuries and road traffic accidents rank higher among 
leading causes of DALYs lost; and impairments of sensory organs and osteoarthritis, 
conditions usually associated with older age, begin to appear as causes of significant 
morbidity. Cardiovascular diseases and diabetes mellitus are also among the leading 
causes of DALYs lost.

Rank Leading causes of death in women Leading causes of DALYs lost in women
15–29 years 30–44 years 15–29 years 30–44 years

1 Self-inflicted injuries Self-inflicted injuries Unipolar depressive disorders Unipolar depressive disorders

2 Road traffic accidents Road traffic accidents Schizophrenia Refractive errors

3 Tuberculosis Tuberculosis Bipolar disorders Hearing loss, adult onset

4 Drowning Cerebrovascular disease Migraine Self-inflicted injuries

5 Poisoning Breast cancer Panic disorder Osteoarthritis

6 Leukaemia Ischaemic heart disease Refractive errors Road traffic accidents

7 Falls Stomach cancer Road traffic accidents Tuberculosis

8 Lower respiratory infections Liver cancer Self-inflicted injuries Diabetes mellitus

9 Epilepsy Trachea, bronchus, lung cancers Maternal sepsis Cerebrovascular disease

10 HIV/AIDS Rheumatic heart disease Tuberculosis Iron-deficiency anaemia

Table 1.  Leading causes of death and DALYs lost among women aged 15–44 years, Western 
Pacific Region, 2004

Source: WHO.3, 4

Figure 1.  Proportion of deaths from major cause groups, among women aged 15–44 years, 
Western Pacific Region, 2004 

Source: WHO 2004.3
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4.2  Risk factors

Unlike for women in the reproductive age group globally, unsafe sex is not the most 
significant risk factor contributing to premature mortality among women in the 
15–44 year age group in the Western Pacific Region. Alcohol use, which accounts 
for 6% of all deaths in the 15–29 and 30–44 age groups, is the leading risk factor for 
deaths in this age group. Alcohol, tobacco and illicit drug use together contribute to 
10% of deaths in women aged 30–44 years and 8% of deaths in women aged 15–29. 
Nutrition-related risk factors, such as high cholesterol and blood glucose, overweight 
and obesity and physical inactivity together contribute to four times as many deaths 
in the 30–44 age group (12%) as in the 15–29 age group (3%). Unsafe sex contributes 
to 2% of total deaths in age groups 15–29 years and 30–44 years (Table 2).5, 6

Gender-based violence, and especially intimate partner violence against women, is 
a major risk factor for sexual and reproductive health conditions. This is discussed 
in more detail in the next chapter.

Other risk factors include iron-deficiency anaemia and malaria in pregnancy, which 
pose serious threats to women’s well-being and survival. Hookworm infections, 
whose prevalence is as high as 34% in some areas in the Region, are an important 
cause of iron-deficiency in women of reproductive age. Severe iron-deficiency 
anaemia is thought to be associated with a greater than threefold increase in the 
risk of maternal mortality and is also highly associated with maternal and fetal 
morbidity.

Because of their reduced immunity, pregnant women are particularly vulnerable to 
malaria, which increases their susceptibility to severe anaemia and even death, as 
well as poor maternal outcome such as spontaneous abortion, stillbirth, premature 
delivery and low birth weight (a leading cause of child death). Women are particularly 
at high risk in countries in the Region with relatively high malaria incidence rates, 
such as Papua New Guinea, Solomon Islands and Vanuatu. The prevalence of 
malaria in pregnant women over 30% was observed in one study.

Risk
World  (% of deaths) Western Pacific Region   (% of deaths)

15–44 yrs 15–29 yrs 30–44 yrs
Unsafe sex 20 2 2
Unmet contraceptive need 5 1 1
Iron-deficiency anaemia 4 2 1
Alcohol use 3 6 6
High blood pressure, cholesterol and glucose 2 1 4
Tobacco use 2 0 3
Overweight and obesity 1 0 2

Table 2.  Deaths in women aged 15–44 years attributable to leading risk factors, world and 
Western Pacific Region

Source for column 1 WHO 2009,6 column 2 WHO 2004.5

Source: WHO.6, 5
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4.3  Maternal health

Pregnancy and childbearing have been major contributors to death and disability 
among women in their reproductive years. The Western Pacific Region has made 
significant gains overall in meeting the MDG 5 (improving maternal health) target. 
Most women in the current generation have fewer children than their mothers, 
with better health care during pregnancy and at delivery and a lower probability of 
death and disability.

Most maternal deaths occur during or shortly after childbirth and almost all could 
be prevented if women were assisted at that time by a health care professional with 
the necessary skills, equipment and medicine to prevent and manage complications. 
Data on trends available for nine countries of the Region show significant declines 
in maternal mortality ratios since 1990. However, the Lao People’s Democratic 
Republic, Cambodia and Papua New Guinea had high maternal mortality ratios 
(MMR) at 580, 290 and 250 per 100 000 live births, respectively, in 2008 (Figure 2). 
However, although China, the Philippines and Viet Nam have reduced their 
maternal mortality ratios to 37, 94 and 56 per 100 000 live births, respectively, 
they contribute to 76% of 13 000 maternal deaths in the Region because of their 
relatively large populations. There is also uneven progress among provinces within 
these countries.

Access to maternal health care varies across the Region. Antenatal care provides 
opportunities for improving maternal health and nutrition status, relevant health 
education on maternal and neonatal health care and birth preparedness. Coverage 
by at least one antenatal visit is highest in Mongolia (99%) and over 90% in China, 
Nauru, the Philippines, Tuvalu and Viet Nam during the period 2000–2009. More 
than 20% of pregnant women in Papua New Guinea, more than 30% in Cambodia 
and as many as two thirds of pregnant women in the Lao People’s Democratic 
Republic were not covered by antenatal care.7 

High coverage for a single antenatal visit, however, may not automatically indicate 
continuity in the provision of antenatal care. For example, while 91% of pregnant 
women in Viet Nam have had at least one antenatal visit, only 29% have all four 

Figure 2.  Maternal mortality ratios, selected countries of the Western Pacific Region 

CAM: Cambodia; CHN: China; FIJ: Fiji; LAO: Lao People’s Democratic Republic; PNG: Papua New Guinea;  
PHL: Philippines; SOL: Solomon Islands; VTN: Viet Nam.

Source: WHO 2010.7
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antenatal visits, as recommended.7 Quality of care during antenatal care visits also 
varies across countries. Data from demographic and health surveys for six countries 
show that coverage by one or more of the essential components of antenatal care can 
be very low (Table 3).8-13 For example, the proportion of women in Nauru receiving 
iron supplements for more than three months during pregnancy was only 36.2%, 
although other components had near-universal coverage. The proportion of last 
births protected from tetanus ranged from 24% in Nauru to 76% in the Philippines. 
These data reflect a lack of continuity in the provision of antenatal care.

The proportion of births attended by skilled health personnel has increased for 
all countries in the Region over the last decade.7 It was 100% during the period 
2000–2009 for almost all high-income countries from the Region and for six of the 
20 lower-middle income countries (Cook Islands, Malaysia, Niue, Palau, Samoa 
and Tuvalu). In eight countries, more than 90% of the deliveries were attended 
by skilled health personnel. However, home deliveries are still predominant in 
countries such as the Lao People’s Democratic Republic (71%), Papua New Guinea 
(61%), Solomon Islands (57%) and Cambodia (56%).7 There is a close association 
between skilled attendance at delivery and the maternal mortality ratio. Countries 
with a lower proportion of skilled attendance at birth are more likely to have a 
higher maternal mortality ratio (Figure 3). Fiji is an outlier and has a relatively 
higher maternal mortality ratio despite 99% skilled birth attendance.

Country

Among women with a live birth during the five years preceding the 
survey, proportion (%) who during the pregnancy of their last birth % of last 

birth 
protected 

against 
tetanus

YearReceived iron 
supplements for 

three months

Received 
information 

on pregnancy 
complications

Weighed
Blood 

pressure 
measured

Urine 
sample 
taken

Blood 
sample 
taken

Cambodia 62.8 60.3 79.2 80.6 23.8 18.1 69.0 2005
Nauru 36.7 39.6 97.3 97.9 93.7 95.6 24.0 2007
Philippines 82.4 68.8 91.4 92.9 54.3 46.6 78.6 2008
Samoa 58.2 26.8 95.0 94.7 85.6 91.7 30.6 2009
Solomon Islands 91.5 54.8 98.7 99.0 90.7 78.7 52.0 2009
Tuvalu 92.0 51.0 99.8 99.0 98.1 97.4 32.1 2007

Table 3.  Coverage by essential components of antenatal care among women aged 15–49 
years, selected countries of the Western Pacific Region, various years

Source: Demographic and Health Surveys 2005–2009.8–13
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Access to skilled birth attendance is not equitable across women from all groups. 
Those who live in urban areas, belong to households from the wealthiest income 
quintile and are more educated are several times more likely to have births attended 
by a skilled person. Of the five countries for which data are available, inequalities 
are the sharpest in the Lao People’s Democratic Republic (Table 4).7

Contraceptive prevalence rates (CPR) have risen in many countries over the past 
decades. In countries with high maternal mortality ratios and a low proportion 
of deliveries assisted by skilled attendants, CPR usually are low, as was the case in 
2008 in Papua New Guinea (less than 20%), the Lao People’s Democratic Republic 
(32.2%) and Cambodia (40%). China, Viet Nam and Mongolia have high rates, 
ranging from 66% to 86.9%, while the rate for the Philippines was 50.6%.7

Unmet need for family planning is high in countries with a low contraceptive 
prevalence rate, which may result in unintended and unwanted pregnancies. 
Abortion rates in women 15–49 years old were high in Viet Nam, Cambodia and 

Country

Births attended by skilled health personnel (%)

Place of residence Wealth quintile Education level of mother

Rural Urban
Ratio 

urban–
rural

Diffe rence 
urban–
rural

Poorest Richest
Ratio 

richest-
poorest

Diffe rence 
richest-
poorest

Lowest Highest
Ratio 

highest-
lowest

Diffe rence 
highest-
lowest

Cambodia 39 70 1.8 31 21 90 4.3 69 22 80 3.6 58
Lao People’s 
Democratic 
Republic

11 68 6.2 57 3 81 27.1 78 3 63 18.5 59

Mongolia 99 100 1 1 98 100 1 2 NA NA NA NA

Philippines 41 79 1.9 38 25 92 3.7 67 11 72 6.5 61
Viet Nam 82 99 1.2 17 58 100 1.7 42 42 94 2.3 52

Table 4.  Inequalities in access to skilled attendance at birth, selected countries of the 
Western Pacific Region, 2008

Source: WHO 2010.7

Figure 4. Contraceptive prevalence rate in selected Western Pacific countries, 1990–1999
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Mongolia at 57, 49 and 66 per 1000, respectively.14 Abortions performed in an illegal 
context are likely to be unsafe and provided by unskilled people in unhygienic 
conditions, contributing to maternal deaths. In the Philippines, data from a 2004 
national survey of women found that only 29% of women who had an induced 
abortion had sought services from a doctor or nurse. Poor women were more at risk 
than women who were economically better off. More than two thirds of abortion-
seekers who were poor used risky methods such as herbal or hormonal drugs and 
massage or catheter compared with less than 50% of non-poor women (Figure 5).15

Even where abortion is not legally restricted, limited availability of services or lack of 
access for economic and social reasons could cause women to have unsafe abortions. 
In Cambodia (2005), for example, 8% of 15–44 year old women reported having 
undergone at least one abortion. Fully 12% of these were conducted at home and 13% 
were helped by either a traditional birth attendant or relatives or friends.8 Another 
reason could be provider attitudes. A recent study from Cambodia (2008) found 
that, although the law permits abortion on demand up to 12 weeks of pregnancy, 
40% of providers from public hospitals believed that elective abortions were not 
permitted legally.16

Unsafe abortion carries a high health cost. In the Philippines study cited above, 
70% of women who had used massage or inserted a catheter experienced severe 
health complications, but only 13% of those using dilatation and curettage or 
manual vacuum aspiration methods experienced such complications. Complication 
rates were much higher among rural than in urban women who had an abortion, 
probably a consequence of the method of abortion used. About 92% of rural 
women experienced a post-abortion complication, 38% of which were severe. The 
comparable figures for urban women were 69% and 33%, respectively.15

Figure 5.  Methods of abortion among poor and nonpoor women in the Philippines, 2004

Source: Singh et al 2006.15
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4.4  Women and HIV/AIDS

In 2009, adult women constituted 380 000, or roughly 29%, of the estimated 1.3 
million people living with HIV/AIDS in the Western Pacific Region.17  Women 
account for an increasing proportion of those living with HIV in the Region. The 
vast majority of women with HIV reside in Cambodia, China, Malaysia, Papua New 
Guinea and Viet Nam (Figure 6), and in 2007 they constituted between one fourth 
and two fifths of the adult population living with HIV.18 This marks a significant 
increase from 19% in 2000.19 

Women have a particular vulnerability to HIV infection that stems from a 
combination of biological factors and gender inequality. The risk posed by this 
biological difference is compounded in cultures that limit women’s knowledge 
about HIV and their ability to negotiate safer sex. In some countries in the Region, 
a far greater proportion of men than women have more than one partner (Table 5). 
Consequently, women who do not engage in any high-risk behaviour are exposed to 
HIV infection from their husbands or boyfriends who have multiple sexual partners. 
In 2007, an estimated one third of all new infections (up from 13% in 1992) will 
have been among women who were not sex workers.20 Violence by intimate partners 
further increases women’s vulnerability, while stigma limits their access to testing 
and treatment.

Figure 6. Proportion of women among adults living with HIV, selected countries of the 
Western Pacific Region, 2007
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Source: HIV and AIDS data hub for Asia-Pacific 2009.

Country Women Men Year Source
Cambodia 0.1 13.7 2005 8
Papua New Guinea 2.0 13.2 2006–07 21
Singapore 2.0 7.0 2007 22
Viet Nam 0.4 3.7 2005 23

Table 5.  Proportion (%) of women and men aged 15–49 years who report having sex with 
more than one partner in the past 12 months, selected countries of the Western 
Pacific Region

Sources: National Institute of Public Health, National Institute of Statistics [Cambodia] and ORC Macro 2006,8 
Papua New Guinea National AIDS Council Secretariat and Partners 2008,21 UNAIDS 2008,22 GSO, NIHE and                   
ORC Macro 2006.23
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4.5  Sexually transmitted infections

Globally, there were 448 million people with new sexually transmitted infections 
in 2005. Of these, about one fourth, or 108.7 million, lived in the Western Pacific 
Region. Chlamydia accounted for 41.6 million new infections, followed by 
trichomonas vaginalis (39.1 million) and gonorrhoea (26.9 million), while there 
were a much smaller number of new syphilis infections (1.1 million).24 Syphilis 
prevalence among women attending antenatal care—indicative of prevalence in the 
general population of women—was highest in Papua New Guinea and Kiribati, 
while the Lao People’s Democratic Republic and China also had relatively high 
prevalence rates (Figure 7).

Women are more vulnerable to STIs, both because of their biological vulnerability 
and in instances in which their partners engage in high-risk sexual behaviour. 
However, the symptoms of many STIs in women are less evident. This, combined 
with women’s reluctance to talk about their sexual health problems and their limited 
access to resources, can further delay care-seeking. Delays in diagnosis and treatment 
result in women suffering far greater morbidity due to STIs. Treatable infections—
such as gonorrhoea, chlamydia, syphilis and trichomonas vaginalis—not only give 
rise to acute symptoms but also provoke chronic infection. 

The longer-term consequences of STIs include infertility, ectopic pregnancy and 
cancers and increased vulnerability to HIV infection. STIs increase the risk of adverse 
pregnancy outcomes, including stillbirths, low birth weight infants, neonatal deaths 
and congenital syphilis. In addition, women bear much of the stigma associated 
with these infections. STIs exacerbate women’s vulnerability to HIV and also result 
in a poor pregnancy outcome.

Another STI, the human papillomavirus (HPV), is important to women’s health, 
largely because of its relationship to cervical cancer and other genital cancers. 
HPV infection is widespread and 10% of women with normal cervical cytology at 

Figure 7.  Syphilis prevalence in women attending antenatal care, selected countries of the 
Western Pacific, 2009
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anytime are positive for HPV of the cervix. HPV is more prevalent in lower-income 
countries at 13%, while its prevalence in the higher-income countries is estimated at 
8%.19 HPV is highly transmissible, and most sexually active men and women will 
acquire an HPV infection at some time in their lives. Whereas most HPV infections 
are short-lived and benign, persistent genital infection with certain genotypes of 
the virus can lead to the development of anogenital precancers, cervical cancer and 
genital warts.

4.6  Cervical cancer

Cervical cancer is globally the second most common type of cancer among women. 
In 2005, there were about 500 000 cases of cervical cancer and 260 000 related 
deaths worldwide. The Asia-Pacific Region bears more than 52% of the cervical 
cancer burden in the world.

Cervical cancer is a preventable disease and an important public health priority in 
countries of the Western Pacific Region. Virtually all infections are linked to genital 
infection with HPV. Countries of the Region reported varying levels of incidence 
and mortality. Accurate data are difficult to obtain, especially because very few 
countries have cancer registries.

Until recently, cytology-based screenings, followed by early treatment, were the 
main methods of controlling cervical cancer. However, because these programmes 
are resource-intensive and logistically complex, they can result in very low coverage, 
especially in low- and middle-income countries. Most countries still have no or 
minimal screening services.25 There has been some advancement in the availability 
of alternative screening methods, i.e. visual inspection of the cervix with acetic acid 
(VIA) or with Lugol’s iodine (VILI), followed by treatment with cryotherapy when 
cytology is not feasible in low resource settings.

Another alternative is HPV DNA testing as a screening tool. The initial results 
suggest that DNA screening is promising, but it is expensive. An effective vaccine 
to prevent HPV infection is available, but also is expensive. Prophylactic HPV 
vaccination is not a choice for low- and middle-income countries until the vaccine 
becomes affordable. Effective and feasible cervical cancer screening measures need 
to be prioritized to prevent avoidable mortality in women of reproductive years.25

4.7  Infertility

Infertility is the inability to conceive a child. A couple may be considered infertile 
if, after two years of regular sexual intercourse, without contraception, the woman 
has not become pregnant and there is no other reason, such as breastfeeding or 
postpartum amenorrhoea. Primary infertility is infertility in a couple who never 
have had a child. Secondary infertility is failure to conceive following a previous 
pregnancy. Infertility affects up to 15% of reproductive-aged couples worldwide.26
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Secondary infertility is more common than primary infertility in low- and middle-
income countries. Common causes of secondary infertility include tubal blocks 
caused by reproductive tract infections, which often are sexually transmitted, unsafe 
abortions or untreated infections and postpartum complications, all of which are 
more likely to occur in women who are unable to obtain quality health care services. 
In countries with a high prevalence of tuberculosis, genital tuberculosis is sometimes 
a cause of infertility, which often remains undetected.

Data available for Cambodia, the Philippines and Viet Nam from demographic and 
health surveys indicate that primary and secondary infertility affect a significant 
proportion of women aged 15–49 years (Figure 8).

Although male infertility contributes to about 50% of all instances when a couple 
fails to conceive, in many societies it is women who are blamed for their inability to 
conceive. Discrimination, stigma and social ostracism may also ensue. Thus, poor 
maternal health care and untreated reproductive tract and/or sexually transmitted 
infections affect women not only through the suffering inflicted by the conditions 
themselves, but also through their long-term sequelae.28

Despite their importance, infertility prevention and care often remain neglected 
public health issues, or at least they rank low on the priority list, especially for low-
income countries that are already under population pressure.28

Figure 8. Prevalence of primary and secondary infertility in women aged 15–49 years, 
selected countries of the Western Pacific Region, various years 

Source: Rutstein and Shah 2004.27
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Summary findings and implications

•	 Maternal mortality ratios successfully have been reduced in middle- and 
high-income countries but continue to be high in low-income countries 
of the Region.
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•	 Settings with high levels of maternal mortality have low coverage by 
skilled attendance at birth and also low contraceptive prevalence. There 
are considerable intracountry inequities in access to skilled attendance at 
birth, by place of residence, income levels and educational level of the 
pregnant woman.

•	 While antenatal care coverage is high, attention is needed to the quality of 
antenatal care. Essential components of antenatal care sometimes are not 
provided during antenatal visits. 

•	 Unsafe abortions contribute to maternal mortality and morbidity in 
settings where safe abortion services are restricted. Poor women appear to 
be especially affected because they have no option but to use hazardous 
methods of pregnancy termination.

•	 Many women are at risk of HIV infection because their husbands or 
partners engage in high risk sexual behaviour. 

•	 The prevalence of STIs among antenatal women is significant in a small 
number of countries, causing considerable distress, elevating the risk of 
poor pregnancy outcome, aside from HIV infection.

•	 Sexually transmitted HPV infections are associated with cervical cancer 
in women while other STIs could result in secondary infertility, causing 
much distress.

Priorities for action include the following: 

•	 Increasing the number of births attended by skilled birth attendants in all 
countries with high maternal mortality ratios. 

•	 Ensuring that a continuum of antenatal, delivery and postpartum care is 
available and accessible to all pregnant women. 

•	 Ensuring that all women have access to modern contraception, safe 
abortion services (to the fullest extent permitted by law) including post-
abortion care, screening and treatment for STIs, including HIV and HPV.

•	 Strengthening an integrated approach to the prevention and management 
of malaria during pregnancy. 

•	 Preventing and responding to intimate partner and sexual violence, 
empowering women and increasing their opportunities for participating 
in economic activities.

•	 It is also vital to ensure that women have access to essential reproductive 
health care and services during humanitarian crises.
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Adult women face many important health challenges beyond concerns related to 
their sexual and reproductive health, including chronic diseases, mental health, 
injuries and violence. High blood pressure, obesity, physical inactivity and tobacco 
use are prevalent across the entire Western Pacific Region. Although women in all 
countries in the Region have longer life expectancies than men, they suffer higher 
levels of reported morbidity and lower quality of life.

This chapter considers health issues for women aged 15–59 years, here referred to 
as “adult women”. Women in the 15–19 age group are included within the adult 
women category because data are not available for the 20–59 age group. The chapter 
highlights the many nonreproductive health problems and conditions that adult 
women face, which often remain invisible because of the exclusive (although far 
from adequate) focus on maternal and reproductive health conditions of women. It 
is important to consider both these sets of health issues simultaneously because they 
interact with confound each other and therefore have implications for programme 
interventions.

5.1  Mortality and the burden of disease

Nearly 66.2% of women in the Region belong to the 15–59 year age group. Except 
in Japan, Singapore, Australia, Malaysia, Samoa and Viet Nam, all of the other 
countries have a higher proportion of adult women than men in this age group1. 
While most women in the high-income countries of the Region can hope to live 
well past 59, in many low- and middle-income countries, a significant proportion 
of women succumb to disease or injury in this age group and will not live into old 
age. Premature deaths and suffering during the productive years have a significant 
impact on the health status of women and their families. 

Communicable diseases and nutritional conditions constitute a much smaller 
proportion of deaths in women aged 15–59 (9.6%) compared with the average for 
women worldwide (27.6%). The same is the case for deaths from maternal conditions 
(1.8% in the Region and 7.9% worldwide). But NCDs constitute almost two thirds 
(65.2%) of all deaths in adult women in the Region compared with the global figure 
of less than half (48.4%); deaths from injuries account for nearly one fourth (23.4%) 
of all deaths (Figure 1).2

5 Adult women
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More than one third of all injury-related deaths in low- and middle-income countries 
were self-inflicted and road traffic accidents contributed to more than one fourth of 
all injury-related deaths (Table 1).

Table 2 presents the 10 leading causes of death among women in low-, middle- and 
high-income countries of the Region. In the low- and middle-income countries, 
cerebrovascular diseases contribute to the highest proportion of deaths followed by 
self-inflicted injuries and road traffic accidents. Tuberculosis is another major cause 
of death and cancers contribute to 15% of all deaths. In the high-income countries, 
self-inflicted injuries are the single leading cause of death and all cancers combined 
account for 31.5% of all deaths.2

Given the very large contribution to mortality of NCDs, most of which are chronic 
and debilitating in nature, it is important to examine the leading causes of DALYs 
lost in adult women (Table 3). In low-, middle- and high-income countries, 
unipolar depressive disorders are the leading cause of DALYs lost and osteoarthritis, 
cerebrovascular diseases, sensory organ disorders and self-inflicted injuries are 
among the top 10 causes of DALYs lost.3 Maternal causes rank third in low- and 
middle-income countries but do not feature among leading causes in high-income 
countries.

Figure 1.  Deaths in women aged 15–59 years by major cause groups, Western Pacific Region 
and the world 

Source: WHO 2004.2
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Causes Deaths (000s) % of injury deaths
Total deaths due to injury 231 100
Self-inflicted injuries 82 35.5
Road traffic accidents 65 28.1
Drowning 20 8.7
Other unintentional injuries 20 8.7
Falls 16 6.9
Poisoning 15 6.5
Violence and war   9 3.9

Table 1.  Injury-related deaths in women aged 15–59 years, Western Pacific Region*, 2004

* Low- and middle-income countries.

Source: WHO 2004.2
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Adult women in the Lao People’s Democratic Republic, Papua New Guinea, 
Cambodia, Marshall Islands, Tuvalu and Nauru have the highest burden of diseases. 
These countries also have the highest death rate of adult women. The high-income 
countries (Australia, New Zealand, Japan and Singapore) have the lowest burden of 
diseases while Malaysia, China, Brunei Darussalam, Viet Nam and the Philippines 
have moderate levels of burden of diseases.4

5.2  Risk factors for chronic diseases

Lifestyle-related factors contribute to the majority of deaths caused by chronic 
diseases such as ischaemic heart diseases, stroke (or cerebrovascular diseases), cancers 
and chronic lung disease among adult and older women. Most NCDs are strongly 
associated and causally linked with four particular behaviours: tobacco use, physical 

Rank
Low- and middle-income countries High-income countries

Cause Deaths 
(000s) % Cause Deaths 

(000s) %

1 Cerebrovascular disease 112 11.4 Self-inflicted injuries 8 11.4
2 Self-inflicted injuries 82 8.3 Breast cancer 7 10.0
3 Road traffic accidents 65 6.6 Cerebrovascular disease 5 7.1
4 Tuberculosis 52 5.3 Stomach cancer 4 5.7
5 Ischaemic heart disease 46 4.7 Colon and rectum cancers 4 5.7
6 Breast cancer 44 4.5 Ischaemic heart disease 3 4.3
7 Stomach cancer 37 3.7 Trachea, bronchus, lung cancers 3 4.3
8 Trachea, bronchus, lung cancers 36 3.6 Ovary cancer 2 2.9
9 Chronic obstructive pulmonary disease (COPD) 36 3.6 Road traffic accidents 2 2.9

10 Liver cancer 32 3.2 Cervix uteri cancer 2 2.9

Table 2.  Leading causes of death in adult women (15–59 years) by country income group, 
Western Pacific Region, 2004

 Source: WHO 2004.2

Table 3.  Leading causes of DALYs lost in adult women (15–59 years) by country income 
group, Western Pacific Region, 2004

Source: WHO 2004.3

Rank
Low- and middle-income countries High-income countries

Cause Deaths 
(000s) % Cause Deaths 

(000s) %

1 Unipolar depressive disorders 7125 11.9 Unipolar depressive disorders 696 13.2
2 Refractive errors 2926 4.9 Hearing loss, adult onset 237 4.5
3 Maternal conditions 2786 4.6 Osteoarthritis 214 4.1
4 Cerebrovascular disease 2324 3.9 Self-inflicted injuries 204 3.9
5 Osteoarthritis 2245 3.7 Cerebrovascular disease 193 3.7
6 Respiratory diseases 2209 3.7 Chronic obstructive pulmonary disease (COPD) 175 3.3
7 Hearing loss, adult onset 2199 3.7 Breast Cancer 173 3.3
8 Self-inflicted injuries 2095 3.5 Diabetes mellitus 162 3.1
9 Road traffic accidents 2081 3.5 Bipolar disorder 160 3.0

10 Schizophrenia 1915 3.2 Refractive errors 139 2.6
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inactivity, unhealthy diet and the harmful use of alcohol. These behaviours lead to 
four key metabolic and physiological changes: raised blood pressure, overweight 
and obesity, hyperglycemia and hyperlipidemia. In terms of attributable deaths, 
the leading NCD risk factor globally is raised blood pressure (to which 13% of 
global deaths are attributed), followed by tobacco use (9%), raised blood glucose 
(6%), physical inactivity (6%) and overweight and obesity (5%).  Table 4 shows 
the age-standardized prevalence of risk factors in women of the Western Pacific 
Region.  Raised total cholesterol, high blood pressure, insufficient physical activity, 
overweight and obesity are among the risk factors with highest prevalence in the 
Region.

Table 5 compares the world and the Western Pacific Region with respect to 
population-attributable percentages by age group for major risk factors for NCD 
and injury. In the Western Pacific Region, alcohol use emerges as the leading risk 
factor for mortality from injuries and NCD, which is different from the global 
scenario in which high blood pressure is the leading risk factor.

Alcohol use

Data from the 2011 global report on alcohol and health show that the Western Pacific 
Region had a lower proportion of lifetime abstainers (44.5% of women and 14.3% of 
men) compared with global figures (55% of women and 34.9% of men).7  Per capita 
alcohol consumption among drinkers in the Region was 6.23 litres compared with 
6.13 litres for the world. Of 20 countries in the Region for which data were available 

Risk factor Age standardized prevalence percentage
Tobacco use 3.1
Overweight and obesity 24.8
High blood pressure 34.9
Insufficient physical activity 34.5
Raised total cholesterol 38.2
Raised fasting glucose or on medication 8.6

Table 4.  Age-standardized prevalence of risk factors in women in the Western Pacific Region

Source: Global Status Report on Noncommunicable Diseases 2011.

Risk factor
World Western Pacific Region

15–29 30–44 45–59 Total 15–29 30–44 45–59 Total
High blood pressure 0 2 11 13 0 1 8 9
High cholesterol 0 2 8 10 0 2 5 7
High blood glucose 1 2 9 12 1 2 7 10
Overweight and obesity 0 2 8 10 0 2 5 7
Low fruit and vegetable intake 0 1 4 5 1 2 4 7
Physical inactivity 1 2 7 10 1 3 5 9
Tobacco use 0 3 6 9 0 0   3 3
Alcohol use 3 3 4 10 1 6 6 13

Table 5. Population-attributable fractions (%) for mortality in women aged 15–59 years by 
major risk factors for NCD and injury, world and Western Pacific Region, 2004 

Source: WHO 2004.6
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from the report, 10 countries exceeded the global and regional average of alcohol 
consumption among women aged 15 and over: Australia, Lao People’s Democratic 
Republic, Malaysia, the Federated States of Micronesia, New Zealand, Philippines, 
the Republic of Korea, Samoa, Tonga and Viet Nam.7

Worldwide, 11.6% of drinkers engage in weekly heavy episodic drinking, and the 
proportion of men outnumbers that of women by 4:1 (16.1% of men drinkers 
compared with 4.2% of women drinkers). The proportion of women engaging in 
weekly heavy episodic drinking in the 20 countries of the Region with data ranges 
from 0% in Mongolia to 41% in Tonga, and far exceeds the global figure of 4.2% in 
the vast majority of countries in the Region (Table 6).7 The combination of a higher 
proportion of drinkers of alcohol among women—with higher than the global 
average quantities of consumption and a higher prevalence of risky drinking—
places adult women in some countries in the Region at a higher risk of associated 
health problems and premature mortality.

Obesity

Obesity as a risk factor is attributed to about 7% of deaths in adult women in 
the Western Pacific Region. Obesity is associated with a range of chronic 
diseases, including Type 2 diabetes, degenerative joint diseases, fertility problems, 
hypertension, heart diseases and some cancers. In the Pacific island countries, obesity 
is a major public health problem affecting both women and men. Data on obesity 
for several Pacific countries (American Samoa, Fiji, Kiribati, the Federated States of 

Country
Lifelong abstainers 

(%)
Per capita alcohol 

consumption (litres)
Heavy episodic 

drinkers (%)

Women Men Women Men Women Men

Australia 11.2 5.9 7.23 16.26 2.6 9.9
China 44.5 12.5 5.19 13.68 0.3 9.6
Cook Islands 41.3 22.0 2.33 7.56 38.2 66.3
Fiji 80.3 29.5 4.72 11.01 12.8 25.9
Japan 13.5 4.9 5.75 13.76 3.9 20.0
Kiribati 82.7 21.2 5.86 12.18 10.8 42.2
Lao People’s Democratic Republic 65.7 28.6 9.06 20.8 21.9 40.2
Malaysia 96.8 84.0 14.6 32.16 25.1 27.5
Micronesia, Federated States of 83.0 39.8 9.73 21.43 7.9 27.1
Mongolia 28.9 11.5 1.97 7.95 0.0 1.8
Nauru 35.7 17.2 5.06 13.62 26.1 35.4
New Zealand 11.1 7.3 7.17 17.27 n.a. n.a.
Philippines 71.3 27.5 10.88 18.95 8.3 24.6
Republic of Korea 20.4 5.1 7.73 28.85 n.a. n.a.
Samoa 75.8 39.4 7.24 19.5 7.3 51.6
Singapore 32.5 20.3 2.47 3.06 n.a. n.a.
Solomon Islands 71.5 27.5 1.44 5.51 12.7 24.1
Tonga 93.6 70.2 13.67 37.83 41.0 47.2
Vanuatu 88.0 52.7 1.68 4.61 6.9 14.4
Viet Nam 95.2 38.5 11.6 16.1 22.7 22.1

Table 6.  Alcohol use patterns among women and men aged 15 and over, selected countries 
of the Western Pacific Region, 2003–2005

Source: WHO 2011.7
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Micronesia, Nauru, Solomon Islands and Tokelau) are available from NCD STEPS 
surveys conducted during various years between 2002 and 2010.8–12 In all countries, 
women had a higher mean body mass index (BMI) than men and also a higher 
prevalence of obesity. Obesity and overweight tended to increase with increasing 
age (Table 7).

The proportion of women with a BMI of over 25 kg/m2 was extremely high in 
almost all countries, affecting between 75% to almost 100% of all women. The 
proportion of women with obesity varied across countries from about one third 
of the population to almost four fifths. In American Samoa, Tokelau, Kiribati, the 
Federated States of Micronesia and Nauru, the mean BMI of adult women is above 
30 kg/m2, falling within the obese category.

Among the major factors associated with obesity in Pacific island countries that 
have been identified by researchers are changes in food preferences and dietary 
patterns towards the consumption of imported high-fat and energy-dense foods and 
a reduction in physical activity as a result of modern technology replacing physical 
effort and, in some settings, crime and violence, which restricts outdoor activities.

5.3  Women, depression and suicide

An estimated 450 million people suffer from mental and neurological disorders 
worldwide.5 While there is no difference between women and men in the prevalence 
of all types of mental disorders considered together, globally women are more likely 
than men to suffer from an episode of depression in their lifetime.15 Adult women 
in this Region appear to bear a higher burden of mental and neurological disorders 
(26.6% of all DALYs lost) compared with women worldwide (21.7% of total DALYs 
lost). Table 8 gives the burden of neuropsychiatric disorders in the Western Pacific 
Region compared with global figures.3 

Unipolar depressive disorders constitute nearly half of the mental health disease 
burden, with schizophrenia and bipolar disorders next. Together, these three 
conditions account for two thirds of the burden of mental ill health.

Country

Mean BMI  
(kg/m2)  

(25–64 yrs)

Proportion of women 
overweight/obese  
(BMI > 25 kg/m2)

Percentage of women 
obese (BMI > 30 kg/m2)

Women Men 25–34 
yrs

35–44 
yrs

45–54 
yrs

25–34 
yrs

35–44 
yrs

45–54 
yrs

American Samoa (2007) 34.9 33.7 93.3 95.5 93.9 77.0 84.5 79.4

Fiji (2002) 26.7 24.2 n.a n.a n.a 29.2 28.5 43.6

Kiribati (2009) 31.5 29.4 85.6 85.8 87.0 61.4 58.6 60.4

Micronesia, Federated States of (2008) 31.3 27.7 79.7 86.7 82.5 53.5 56.8 59.8
Nauru (2007) 31.5 29.4 92.1 94.8 94.7 70.1 85.4 77.0
Solomon Islands (2006) 29.0 27.2 71.5 77.4 74.3 35.4 47.3 44.0
Tokelau (2007) 33.2 31.5 88.5 96.6 94.2 55.8 83.1 78.8

Table 7.  Mean body mass index by sex and prevalence of overweight and obesity in adult 
women (25–54 years), selected Pacific island countries, various years

Source: STEPS Reports 2002–2009.8–14
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Suicides are a major concern in the Region. Suicide rates are estimated to be about 
19.3 per 100 000 of the population, more than 30% higher than global suicide 
rates.16 Suicides rank first among causes of death in adult women in the high-
income countries of the Region and second in low- and middle-income countries. 
However, rates and patterns of suicides vary considerably across countries and 
between different population groups within countries.

China contributes to about 25% of global suicide deaths.17 Women have higher 
suicide death rates than men and rural rates are higher than urban, a pattern 
different from evidence available from the Western world.18 Another difference 
from Western patterns identified by a 2002 study is that more than one third of 
those who committed suicide did not have a diagnosable mental illness.19

A case-control study conducted among Chinese women aged 15–35 years from three 
diverse settings (Liaoning, Hunan and Shandong) during the period 2005–2008 
found that mental illness was the strongest correlate for suicide risk, followed 
by suicide history in the family. A poor relationship with parents, a low level of 
education and a lack of social support were other risk factors. Unlike in Western 
literature, marriage was not a protective factor for suicides.20

A 2008 study of 240 cases of attempted suicides admitted to emergency rooms of 
five county hospitals in Shandong Province identified a number of gender factors 
associated with women’s suicide attempts. One was the stigma attached to mental 
illness in women that led to separation and divorce. The second was the stress with 
which women with mental illness had to cope because they had to carry the burden 

Neuropsychiatric disease

World (women aged 15–59 years) Western Pacific Region (women 
aged 15–59 years)

DALYs lost 
(000s)

% of total 
disease 
burden

% of neuro-
psychiatric 

burden

DALYs lost 
(000s)

% of total 
disease 
burden

% of neuro-
psychiatric 

burden

Unipolar depressive disorders 42 226 12.1 55.8 7 125 11.9 44.6

Bipolar disorder 7 497 2.1 9.9 1 692 2.8 10.6

Schizophrenia 8 662 2.5 11.4 1 915 3.2 12.0

Epilepsy 2 465 0.7 3.3 420 0.7 2.6
Alcohol use disorders 2 755 0.8 3.6 255 0.4 1.6
Alzheimer’s and other dementia 353 0.1 0.5 205 0.3 1.3
Parkinson’s disease 140 0.04 0.2 50 0.1 0.3
Multiple sclerosis 917 0.3 1.2 175 0.3 1.1
Drug use disorders 2 077 0.6 2.7 101 0.2 0.6
Post-traumatic stress disorder 2 967 0.8 3.9 604 1.0 3.8
Obsessive compulsive disorder 3 064 0.9 4.0 437 0.7 2.7
Panic disorder 4 359 1.25 5.8 1 047 1.7 6.6
Insomnia (primary) 2 023 0.6 2.7 365 0.6 2.3
Migraine 3 763 1.1 5.0 1 064 1.8 6.7
Mental retardation, lead-caused 28 0 0.03 0.3 0 0
Other neuropsychiatric disorders 3 262 0.9 4.3 504 0.8 3.2

Table 8.  Burden of neuropsychiatric diseases in adult women, world and Western Pacific 
Region

Source: WHO 2004.3
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of running a household and working full-time to survive even while coping with 
their mental condition. Women with mental illness had shorter hospital stays than 
their male counterparts because families wanted them back home to resume their 
domestic responsibilities. According to the author of the study, impulse-suicides 
were on the decline because of changing social and economic norms, especially the 
freedom and autonomy that young women experience when they leave their native 
villages in search of employment.21

5.4  Violence

Gender-based violence against women is an important public health concern 
affecting women across the globe. It is likewise an issue of critical importance 
in the Western Pacific Region. The most common form of violence that women 
experience is intimate-partner violence, manifested as physical, emotional or sexual 
violence. Women often experience several forms of violence concurrently—for 
example, physical and emotional violence or sexual and physical violence. The many 
negative health consequences of violence, including long-term disability and death, 
depression, alcohol and substance use and smoking, eating and sleeping disorders 
have been well-documented through research in a multitude of settings.

Prevalence rates and lifetime prevalence rates for physical violence by an intimate 
partner were estimated to be between 5.8% and 61% among women aged 15–49 
years, while the prevalence of sexual abuse was estimated to be between 4% and 
50%.22 Studies from a small number of countries provide more specific information. 
There is a wide variation across settings in overall prevalence as well as in the relative 
importance of different forms of violence.

Two countries from the Region—Japan and Samoa—were included in the WHO 
Multi-country Study on Women’s Health and Domestic Violence against Women.12 
Japan had the lowest levels of intimate partner violence; Samoa had the highest. In 
Japan among women aged 15–49, the prevalence of physical violence by an intimate 
partner was 7.5%, sexual violence 15.4% and physical and sexual violence 18.5%. 
In Samoa, prevalence rates were almost 10 times higher: 64.6% of the women had 
experienced physical violence, 46.6% had experienced sexual violence and 75.8% 
had experienced both physical and sexual violence.23

Demographic and health surveys conducted in Cambodia and the Philippines give 
data on women 15–49 years experiencing violence from their husbands or intimate 
partners.24–25 In Cambodia, emotional abuse was the predominant form of violence 
(17.5%) followed by physical violence (11.3%) and then sexual violence (2.5%).24 
This is also the case in the Philippines, where 14.9% of women experienced physical 
violence by an intimate partner compared with 3.5% who experienced sexual 
violence. No data were available on emotional abuse.25

Family Health and Safety Studies (FHSS), designed along the lines of the WHO 
Multi-country Study, have been carried out in Kiribati and Solomon Islands.26, 27 
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All forms of violence were considerably higher in these Pacific countries compared 
with Cambodia, the Philippines and Japan. In Kiribati, almost two of three women 
(60%) experienced physical violence; almost one in two experienced sexual violence 
(46%) and emotional violence (47%).26 The FHSS study from Solomon Islands 
shows that the prevalence of emotional (56%) and sexual violence (55%) by intimate 
partners was higher than physical violence (46%).27

In Kiribati, 52% of women who had experienced physical violence reported 
suffering an injury as a consequence. Sprains, dislocations, abrasions and bruises, 
cuts, punctures and bites were the most common injuries reported, but there 
were also instances of fractures, cuts and gashes, injury to the eardrum or eye and 
internal injuries. Intimate-partner violence was associated with poorer health in 
women. Abused women were significantly more likely to have difficulties with daily 
activities, experience recent pains, dizziness and vaginal discharge than women who 
had never been abused. They also experienced significantly greater mental distress.

Abused women were twice as likely to have suicidal thoughts and three times as 
likely to have attempted suicide compared with women who had not experienced 
intimate-partner violence. Women who experienced violence during pregnancy also 
were significantly more likely to experience miscarriage or child death, report having 
to stop using contraception and experience an unplanned or unwanted pregnancy 
compared with women who did not experience violence during pregnancy.26 
Findings from the Solomon Islands’ FHSS are very similar, with poorer physical 
and mental health among abused women, higher rates of suicidal ideation and 
suicide attempts and poor pregnancy outcomes.27

5.5  Access to health services

Adult women bear a heavy burden of illness and injury. Access to timely and 
appropriate health care is essential to help them recover and be rehabilitated and 
to enjoy a reasonable quality of life. And yet the barriers women face in accessing 
health care are more numerous than those faced by their male counterparts across 
all income groups. While unmet need for health services is usually higher for 

Country

Percentage of women aged 15–49 years who had one or more of the following 
problems in accessing health care when they were sick

YearGetting 
permission 
to go for 
treatment

Getting 
money 
needed 

for 
treatment

Having 
to take 
trans-

portation

Not
wanting

to go
alone

Concern
no female 
provider 
available

Concern
no

provider
available

Concern
no

drug
available

At least one 
problem in 
accessing 

health care

Cambodia 14.3 74.1 38.7 45.0 36.9 50.5 51.4 88.5 2005

Nauru 10.3 25.7 49.4 34.3 42.5 69.8 82.1 91.9 2007

Samoa 29.4 55.2 51.8 38.5 61.3 74.5 80.0 92.4 2009

Solomon Islands 27.5 62.3 54.5 43.5 58.6 85.3 89.2 95.8 2009
Tuvalu 11.2 19.9 24.9 24.7 71.7 92.8 96.3 98.3 2007

Table 9.  Problems in accessing health care when they were sick among women aged 15–49 
years, selected countries of the Western Pacific Region, various years

Source: Demographic and Health Surveys 2007–2010.24, 29–32
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those from households in the lowest income quintile and decreases with increasing 
income, women usually have a higher unmet need for health services than men 
in every income quintile. This is the case for women in the Region, as shown by 
DHS data for five countries from the Region (Table 9). Between 88% and 98% of 
women experienced at least one major barrier in accessing health care. Difficulty in 
obtaining money is the most important hardship in seeking care cited by 75%, 62% 
and 55% of women in Cambodia, Solomon Islands and Samoa, respectively.24,29,30 
In the southern Philippines, more than 80% of women cited lack of money as the 
most important problem in accessing health care.25

A number of barriers are related to gender norms about appropriate behaviour 
for women. Thus, having to take transportation, difficulty in going alone and 
concern that there will be no female provider are cited as difficulties by a significant 
proportion of women. Nonavailability of providers and/or drugs are prominent 
difficulties in the four Pacific island countries of Nauru, Samoa, Solomon Islands 
and Tuvalu.29–30, 31–32 Insensitive or disrespectful behaviour by health care providers is 
cited in some studies as another significant barrier to health care-seeking, especially 
by low-income women or women from marginalized sections of society.

It is not only poor women who face difficulty in obtaining the needed money for 
treatment. Between 40% and 50% of women from households in the highest income 
quintile in Cambodia, Samoa and Solomon Islands report having such difficulties 
(Figure 2). Those making health financing decisions would do well to note that 
gender-based power inequalities with regard to access to household finances may 
make it difficult for even women from households in the highest income quintile 
to seek health care.

Figure 2.  Proportion of women who have difficulty in getting money for seeking treatment 
by income groups, selected countries of the Western Pacific Region, various years 

Source: Demographic and Health Surveys 2007–2010.24, 29–32
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Summary findings and implications

•	 NCDs account for two thirds (65.2%) of the deaths in women aged 15–59 
years, considerably higher than the global figure of 48.4%. Injuries account 
for one fourth of all deaths.

•	 Strokes are the leading cause of death in women from low- and middle-
income countries. Cancers are among other leading causes. Women 
from low- and middle-income countries bear the double burden of 
noncommunicable as well as communicable diseases, with tuberculosis 
and respiratory infections also ranking among leading causes.

•	 Adult women in the Region also bear a heavy burden of mental illnesses, 
especially unipolar depressive disorders. Suicides rates here are higher than 
in other regions of the world. 

•	 Obesity is a significant NCD risk factor among adult women in the 
Region. In several countries of the Pacific, the mean BMI for women is 
above 30 kg/m2, higher than the cut-off point for obesity. In some of these 
countries, more than 90% of all women were either overweight or obese. 

•	 Prevalence of alcohol use among women is higher than in other regions. 
In several countries, women’s average consumption levels of alcohol were 
higher than global averages for women and the prevalence of weekly 
episodic drinking among women also was higher. Taken together, this 
makes alcohol use an important risk factor for adult women in the Region.

•	 Barriers to accessing health care included difficulties in getting money, in 
travelling alone to a health facility and concerns related to the availability of 
a woman provider, or any provider, and concerns related to the availability 
of drugs. 

•	 As deaths and disabilities in adult women are increasingly due to NCD, 
including suicides, it is important to address the risk factors. High blood 
pressure—often related to overweight, obesity and physical inactivity—is 
the leading risk factor for adult women. Promotion of a proper dietary 
intake is necessary to prevent overweight, high blood sugar and high 
cholesterol. Violence is an important risk factor for a range of adverse 
health problems as well as being a direct cause of death and disability in 
women.

•	 There is a need for health services to be organized so that they address 
the evolving needs of adult women. A range of health services beyond 
reproductive health services are needed such as those related to mental 
health, chronic noncommunicable conditions, smoking cessation and 
violence. Effective interventions are necessary to address the above 
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challenges such as health education, control of risk factors, implementation 
of screening programmes and access to cost-effective treatment.

•	 Health financing mechanisms are needed which enable women’s access to 
health services, diagnostics and drugs irrespective of ability to pay.

5.6  References

1 United Nations Population Division. World Population Prospects: The 2008 Revision. New York, 
United Nations, 2010.

2 World Health Organization. Causes of death. Global Burden of Disease. Disease 
and injury regional estimates for 2004. At: http://www.who.int/entity/healthinfo/ 
global_burden_disease/DTH7%202004.xls. Accessed 17 December 2010.

3 World Health Organization. Disability Adjusted Life Years. Global Burden of Disease. Disease 
and injury regional estimates for 2004. At: http://www.who.int/entity/healthinfo/global_
burden_disease/DALY7%202004.xls. Accessed 17–12-2010.

4 World Health Organization. Global Burden of Disease. Country data, 2004. At: //www.who.
int/healthinfo/global_burden_disease/estimates_country/en/index.html. Accessed 17–12-2010

5 World Health Organization. Health in Asia and the Pacific. New Delhi and Manila, WHO 
Regional Offices for South East Asia and the Western Pacific, 2008.

6 World Health Organization. Attributable fractions (%) for mortality, by age, sex 
and risk factor. Global Burden of Disease. Risk factors estimates for 2004. At:  
<http://www.who.int/entity/healthinfo/global_burden_disease/CRA_Disease_Dth6%202004.
xls>. Accessed 17 December 2010.

7 World Health Organization. Global report on alcohol use. Geneva, World Health Organization, 
2011.

8 World Health Organization. American Samoa NCD Risk factors STEPS report. Geneva, 
WHO. At: //www.who.int/chp/steps/Printed_STEPS_Report_American_Samoa.pdf. Accessed 
20 March 2011.

9 World Health Organization. Fiji NCD Risk factors STEPS Survey 2002. At: //www.who.int/
chp/steps/STEPS_Report_Fiji.pdf. Accessed 20 March 2011.

10 World Health Organization. Kiribati NCD Risk factors STEPS report. At: //www.who.int/
chp/steps/STEPS_Report_Kiribati.pdf. Accessed 20 March 2011.

11 World Health Organization. Micronesia NCD Risk factors report. At: //www.who.int/chp/
steps/STEPS_Report_Micronesia.pdf. Accessed 20 March 2011.

12 World Health Organization. Nauru NCD Risk factors report. At: //www.who.int/chp/steps/
STEPS_Report_Nauru.pdf. Accessed 20 March 2011.

13 World Health Organization. Solomon Islands NCD Risk factors report. At: //www.who.int/
chp/steps/STEPS_Report_Solomon_islands.pdf. Accessed 20 March 2011.

14 World Health Organization. Tokelau NCD Risk factors report. At: //www.who.int/chp/steps/
STEPS_Report_Micronesia.pdf. Accessed 20 March 2011.

15 World Health Organization. Women, ageing and health: achieving health across the life span. 
Geneva, WHO Global Commission on Women’s Health, 1998.

16 De Leo D, Milner A, Xiangdong W. Suicidal behavior in the Western Pacific Region: 
characteristics and trends. Suicide and Life Threatening Behavior 2009;39(1):72–81.

17 Yip PS, Liu K, Law C. Years of life lost from suicide in China. 1990–2000. Crisis 2008; 29(3):131–
136.

18 World Health Organization Regional Office for the Western Pacific. Towards evidence-based 
suicide prevention. Manila, WHO Regional Office for the Western Pacific, 2010.



Adult women74

19 Phillips MR, Xianyun Li, Yanping Z. Suicide rates in China, 1995–99. Lancet 2002; 
359(9309_:835–840.

20 Zhang J. Marriage and suicde among Chinese rural young women. Social Forces 2010: September.
21 World Health Organization. Women and suicide in rural China. Bulletin of the World Health 

Organization. At: www.who.int/bulletin/volumes/87/12/09–011209/en/index.html. Accessed 16 
March 2011.

22 World Health Organization Regional Office for the Western Pacific. Gender-based violence in 
the Western Pacific Region: a hidden epidemic? Manila, WHO Regional Office for the Western 
Pacific, 2006.

23 World Health Organization. WHO multi-country study on women’s health and domestic violence 
against women: summary report of initial results on prevalence, health outcomes and women’s 
responses. Geneva, WHO, 2005. 

24 National Institute of Public Health, National Institute of Statistics [Cambodia] and ORC 
Macro. Cambodia Demographic and Health Survey 2005. Phnom Penh and Calverton, Institute 
of Public Health, National Institute of Statistics and ORC Macro, 2006.

25 National Statistics Office (NSO) [Philippines], and ICF Macro. National Demographic and 
Health Survey 2008. Manila and Calverton, National Statistics Office and ICF Macro, 2009.

26 Secretariat of the Pacific Community. Kiribati Family Health and Support Study: A study on 
violence against women and children. Nouméa, SPC, 2010.

27 Secretariat of the Pacific Community. Solomon Islands Family Health and Support Study: A study 
on violence against women and children. Nouméa, SPC, 2010.

28 World Health Orgnization. Access to health acre and the financial burden of out-of-pocket health 
payments in Latvia. Technical briefs for policy-makers no.1. Department of health systems 
financing . Geneva, WHO, 2009.

29 National Statistics Office (SISO), Secretariat of the Pacific Community and Macro International 
Inc. Solomon Islands 2006-2007Demographic and Health Survey. Honiara, Nouméa and Calverton, 
SISO, SPC and Macro International Inc., 2007.

30 Ministry of Health [Samoa], Bureau of Statistics [Samoa] and ICF Macro. Samoa Demographic 
and Health Survey 2009. Apia and Calverton, Ministry of Health and ICF Macro, 2010.

31 Nauru Bureau of Statistics, Secretariat of Pacific Community and Macro International Inc. 
Nauru 2007 Demographic and Health Survey. Calverton and Yaren, Nauru Bureau of Statistics,   
and Macro International Inc., 2007.

32 Central Statistics Division (TCSD) [Tuvalu], Secretariat of the Pacific Community and Macro 
International Inc. Tuvalu Demographic and Health Survey. Funafuti, Nouméa and Calverton, 
TCSD, SPC and Macro International Inc., 2007.





Older women76

The global population has been ageing rapidly since the second half of the 20th 
century. In 1950, the proportion of the population aged 60 and over was 8%. This 
increased to 11% by 2009 and is expected to double, to 22%, by 2050. Ageing has 
been the result of increased life expectancy and declining fertility in most countries 
of the world. An estimated 700 million people in 2009 were aged 60 and over. The 
pace of population ageing is faster in low- and middle-income countries than in 
high-income countries, posing many challenges related to social welfare and health. 
Because of women’s higher life expectancy almost everywhere in the world, there 
are more women than men in the older age group. The proportion of women in 
the global population increases from 50% in the 50–59 age group to 54% of the 
population among those aged 60 and over and to 63% among those aged 80 and 
over.1

Population ageing is a feature of all countries of the Western Pacific Region, but the 
rate of ageing differs from country to country. Figure 1 shows that the proportion of 
people 60 years and over is highest in Japan, where more than one fourth (25.9%) of 
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men and almost one third of women (31.6%) are in this age group. This is followed 
by Australia, New Zealand, the Republic of Korea, Hong Kong (China), Singapore 
and China, where more than 10% of the population (both male and female) are 
older than 60 years.2

6.1  Gender and socioeconomic influences on the health of older 
women

Ageing is a gendered experience. The many social, educational and economic 
disadvantages that older women have to contend with are rooted in gender power 
inequalities that began early in their lives. In many societies, girls and women were 
denied equal opportunities in access to education and employment, although these 
gaps have been narrowing in recent times. Social customs and inheritance laws 
discriminate against women in many societies, often preventing them from owning 
land and other productive assets, even their own homes.

They also have less access to political and social influence and power. Under the 
gender-based division of labour that prevails in most societies, women are responsible 
for household work and care of children, the sick and the elderly, even when they 
carry out a range of productive activities to support their families. Their nonmarket 
activities are usually unacknowledged and not remunerated. Their paid work is often 
performed in the informal sector, with low wages and benefits and insecure terms of 
work. In many traditional societies, because of lower decision-making power within 
households and restrictions placed on their mobility, they may remain unexposed to 
the outside world and lack the skills needed to negotiate it.
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Older women are more likely to be illiterate, having to work for a living and living 
alone. In lower-income countries, 58% of women aged 65 and over were illiterate 
in 2009 compared with only 34% of men; the figures for Asia were 53% and 29%, 
respectively.1 Formal workforce participation shows a large gender gap in older age 
groups, with two to three times more men than women (see Figure 2).

Since many older women might never have been part of the formal workforce, they 
will not be eligible for social security, insurance and other benefits that accrue to 
retired workers. Even when they receive retirement pensions, they are likely to be 
lower than those of men because of women’s lower average wages.

At the same time, it is interesting to note that the proportion of women in the older 
labour force has been increasing in recent decades and that the gender gap in labour 
force participation is narrowing. The proportion of women in the older labour force 
(age 65 and over) worldwide increased from 28% in 1980 to 40% in 2009 because the 
labour force participation of men decreased during this period while that of women 
increased. In lower-income countries, women’s participation in the older labour 
force increased from 24% in 1980 to 39% in 2009.1 While increased participation 
in the labour force could mean greater economic security, this may not always be 
the case. Older women may be continuing in the labour force because of a lack of a 
pension or other sources of income that would enable them to stop working.

A large proportion of older women are widows. Globally, for every 33 men over 
60 years without a spouse, there were 100 women in the same situation in 2009.1 
This results from a number of factors. Men tend to marry women who are younger 
than they. Women have a higher life expectancy and fewer widows remarry than 
widowers. In many settings, widowhood is accompanied by loss of social status, 
social exclusion and marginalization.  Further, twice as many elderly women live 
alone compared with elderly men; 19% of women worldwide and 11% of women 
in Asia lived alone compared with 9% of men worldwide and 6% of men in Asia.1 

Table 1.  Leading causes of death in women aged 60 years and over in low-, middle- and 
high-income countries of the Western Pacific Region, 2004

Source: WHO 2004.4

Rank
Low- and middle-income countries High-income countries

Cause Deaths 
(000s) % Cause Deaths 

(000s) %

1 Cerebrovascular disease 832 24.1 Cerebrovascular disease 101 16.7
2 Chronic obstructive pulmonary disease (COPD) 719 20.8 Ischaemic heart disease 66 11.0
3 Ischaemic heart disease 375 10.9 Lower respiratory infections 53 8.9
4 Hypertensive heart disease 130  3.8 Colon and rectum cancers 22 3.7
5 Lower respiratory infections 114 3.3 Trachea, bronchus, lung cancers 21   3.5
6 Stomach cancer 92 2.7 Stomach cancer 21 3.4
7 Trachea, bronchus, lung cancers 92 2.7 Diabetes mellitus 15 2.5
8 Diabetes mellitus 82 2.4 Nephritis and nephrosis 15 2.5
9 Oesophagus cancer 66 1.9 Liver cancer 14 2.3

10 Liver cancer 62 1.8 Alzheimer’s and other dementias 13 2.2
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Thus, at a time when they are most vulnerable, older women are without family 
support to take care of them through illness and disability.

6.2  What health problems do older women face? 

NCDs account for about 90% of all deaths in low- and middle-income countries 
of the Region, while communicable diseases contribute to 7% and injuries to 3% 
of all deaths. The pattern is similar in high-income countries of the Region, with 
only slight variations in proportions. About 65% of injury-related deaths are from 
unintentional injuries and 35% are from intentional injuries. The proportion of 
deaths from intentional injuries among older women in this Region is considerably 
higher than for women worldwide, which is about 25%.4 Table 1 presents the 10 
leading causes of mortality in women in low-, middle- and high-income countries 
in the Region.

52%
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Inflammatory heart disease
Other cardiovascular diseases

Figure 3.  Proportion of cardiovascular deaths in women aged 60 and over, Western Pacific 
Region, 2004 

Source: Computed from Global Burden of Disease data on causes of death by age and sex. WHO 20044

Table 2.  Leading causes of DALYs lost in women aged 60 years and over in low-, middle- 
and high-income countries of the Western Pacific Region, 2004

Source: WHO 2004.5

Rank
Low- and middle-income countries High-income countries

Cause Deaths 
(000s) % Cause Deaths 

(000s) %

1 Cerebrovascular disease 4 163 16.7 Alzheimer’s and other dementias  575 13.9
2 Chronic obstructive pulmonary disease 3 526 14.1 Cerebrovascular disease  372 9.0
3 Ischaemic heart disease 1 846 7.4 Ischaemic heart disease  246 6.0
4 Alzheimer’s and other dementias 1 131 4.5 Hearing loss, adult onset  231 5.6
5 Refractive errors 1 119 4.5 Osteoarthritis  217 5.3
6 Cataracts 961 3.9 Diabetes mellitus 133 3.2
7 Hypertensive heart disease 695 2.8 Colon and rectum cancers 122 3.0
8 Hearing loss, adult onset 630 2.5 Lower respiratory infections 118 2.9
9 Trachea, bronchus, lung cancers 615 2.5 Refractive errors 111 2.7

10 Unipolar depressive disorders 567 2.3 Macular degeneration 109 2.6
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Cardiovascular diseases—mainly strokes or cerebrovascular diseases and ischaemic 
heart diseases (Figure 3)—top the list of causes of death among women from all 
countries in the Region. They are also the leading causes of DALYs lost across all 
of the countries in the Region (Table 2). In low- and middle-income countries, 
hypertensive heart diseases also contribute significantly to deaths.

Risk factors for cardiovascular diseases extend to lifestyle behaviours such as 
smoking, obesity and physical inactivity and high blood pressure. Smoking and 
tobacco chewing are common culturally among the elderly in many Western Pacific 
countries such as Cambodia and the Lao People’s Democratic Republic.

Death rates for ischaemic heart diseases and cerebrovascular disease generally are 
higher for men than for women. However, in 13 of 26 countries for which data are 
available, stroke death rates for women were higher than for men, sometimes by 
more than two to three times (Table 3). The stroke death rate for women is highest 
in Mongolia, at 189 per 100 000.6

Chronic obstructive pulmonary disease (COPD) is the second leading cause of 
death in older women in low- and middle-income countries. COPD deaths are 

Country
Death rate per 100 000 population

Women Men

Australia 31 178
Brunei Darussalam 59 176
Cambodia 105 66
China 140 134
Cook Islands 97 83
Japan 35 136
Kiribati 92 57
Lao People’s Democratic Republic 146 136
Malaysia 78 175
Marshall Islands 161 117
Micronesia, Federated States of 128 77
Mongolia 189 137
Nauru 161 83
New Zealand 39 42
Niue 98 121
Palau 117 159
Papua New Guinea 100 34
Philippines 55 47
Republic of Korea 95 166
Samoa 131 127
Singapore 42 135
Solomon Island 123 107
Tonga 121 116
Tuvalu 181 107
Vanuatu 125 201
Viet Nam 108 140

Table 3.  Age-standardized death rates (per 100 000 population) from stroke for women 
and men (age 20 and over), selected countries of the Western Pacific Region, 2005

Source: WHO.6
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highest in China, followed by Viet Nam, the Philippines, Malaysia and the Lao 
People’s Democratic Republic.4 Some of the common risk factors related to COPD 
are smoking, alcohol consumption, unhealthy diet and physical inactivity and 
obesity. However, indoor air pollution from solid fuels used for heating and cooking 
is another important risk factor for women in low- and middle-income countries.

Cancers of the lung, breast, stomach, liver, colon and rectum are among the top 10 
leading causes of death and DALYs lost in older women in the Region, with some 
variations in sites affected across all of the countries. Recent data (2008) identify 
breast cancer as having the highest incidence and lung cancer as contributing most 
to mortality from cancers among women in the Western Pacific Region (Figure 4).7 
It is possible that the pattern is somewhat different for women over 60 years, with 
stomach cancer contributing to the highest proportion of deaths in women in this 
age group in low- and middle-income countries and colon and rectum cancers in 
the lead in high-income countries, as illustrated in Table 1.

Diabetes mellitus is a leading cause of mortality and DALYs lost across countries 
of the Region. About 10% of deaths from all causes in the 20–79 age group in 2010 
were estimated to be from diabetes-related causes. While more men than women 
in the younger age groups are expected to die of causes attributable to diabetes, the 
disease accounts for a greater proportion of deaths in women than in men older 
than 40.8

Mental health problems such as Alzheimer’s and other dementias are common 
in any elderly population and are a leading cause of death and disability in older 
women in this Region. Suicide is among the top 10 causes of death in older women 
in the Region and is likely to be associated with the presence of mental disorders.4, 5 

Figure 4. Most frequent cancers in women, all ages, Western Pacific Region, 2008
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Although NCDs cause the heaviest burden of death and disease in the Region, 
tuberculosis and lower respiratory infections continue to be among the top 10 
causes of death and DALYs lost. Health systems therefore have to deal not only 
with the huge challenges posed by care and treatment for NCDs but also need to 
address serious communicable diseases.4, 5

6.3  Managing disabilities—a matter of prevention and care

Older age is often characterized by loss of physiological competence, functional 
problems and the emergence of chronic disabling conditions affecting various 
organs. One of the most daunting problems affecting older people is the impairment 
of vision or hearing, or both. This affects older people’s ability to function normally 
and independently and to care for their own needs. Their mobility, ability to read 
and write and interact socially is seriously compromised, creating dependence on 
others. Sensory impairment also can erode the confidence of older people and affect 
their mental health. 

Debilitating musculoskeletal disorders limit older people’s capability to deal with 
the activities of daily life, besides causing chronic pain. They make it difficult for 
older people to venture outside the home and limit their social interactions. Those 
living with chronic conditions such as diabetes are in need of special dietary care, 
regular medical check-ups and regular intake of drugs over a prolonged period. But 
by far the most devastating experience for an older person is the degeneration of 
one’s mental faculties through dementia and the experience of chronic depression, 
eroding the will to live. Often more than one of these conditions co-exists in the 
same person, increasing the severity of each.

For older women in the Western Pacific Region, unipolar depression and 
Alzheimer’s and other dementias contribute most to years lost due to disability 
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(YLD). Impairment of vision, hearing loss, osteoarthritis and diabetes are other 
major causes of disability (Table 4).9 The extent of older women’s vulnerability is 
evident considering that large proportions of older women live alone and may not 
have adequate means to meet their needs. 

As population ageing progresses rapidly, the most important consideration is to 
prevent and delay the onset of degenerative conditions leading to disability. Exposure 
to risk behaviours such as tobacco and alcohol consumption, obesity and physical 
inactivity, in addition to environmental risks associated with poverty in the earlier 
stages of the life cycle, as seen in the Region, considerably elevates the risk of poor 
health in older age. Promotion of active and healthy ageing only can be achieved by 
emphasizing and facilitating the adoption of healthy behaviours early in life.

6.4  Health systems and the needs of older women 

The health care needs of older women are vast and diverse. The goal of health care 
services for older women is to assist them in achieving optimal health, well-being 
and quality of life within the constraints of their health conditions. A wide range 
of health services are needed to cater to the health concerns of this population, 
including health promotion, illness prevention, care for acute health problems 
and chronic health conditions, palliative care and rehabilitation. However, health 
services catering to the special needs of older women are grossly inadequate in many 
parts of the world. 

A study was conducted by WHO on problems that older people encounter in seeking 
primary health care services and focus group discussions were conducted with older 
people in five countries, including Australia, Malaysia and the Philippines.10 The 
major findings of this study are summarized below.

Physical access to care. Older people cite access as one of their most serious problems 
related to seeking health care. They face the same barriers to access to primary 
health centres as their younger counterparts, such as distance, lack of means and 
affordability of transportation. In addition, several barriers are specific to old age.

Disorders Low- and middle-income countries High-income countries

Diabetes mellitus 1.32 3.54
Unipolar depressive disorders 6.78 0.11
Alzheimer’s and other dementias 2.04 0.12
Cataracts 3.07 1.08
Refractive errors 4.68 0.07
Hearing loss, adult onset 3.33 0.17
Macular degeneration 1.39 0.40
Ischaemic heart disease 0.42 0.19
Osteoarthritis 3.10 0.38
COPD 0.66 0.06

Table 4.  Years lost due to disability among women aged 60 years and over by leading causes 
in millions, 2004

Source: WHO 2004.9
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Physical environment of health centres. Many health centres and other facilities 
are unfriendly to frail old people or those with disabilities. Buildings might not 
permit wheelchair access or the use of assistive devices. Signs indicating the location 
and hours of operation of facilities might be lacking or unclear. 

Long waiting time and brief consultations. The unfriendly physical environment 
can make waiting very difficult. Consultation with providers often is not possible, 
even after a long wait. While this is hard on everyone, older people find it especially 
difficult. Also, sometimes providers do not have the time to explain to patients 
the nature of their health problems or the treatment prescribed which is especially 
detrimental for health problems. 

Communication problems. Many older people suffer from visual and/or hearing 
problems, which can hamper communication between the patient and provider 
and, consequently, history-taking, diagnosis and treatment.

Provider attitudes. One of the biggest problems older patients face is the negative 
attitude of providers towards them. It is not uncommon for older patients to be 
told that they were suffering from “old age”, with little effort made to alleviate their 
symptoms and improve their quality of life.

Costs of health care. The health problems of older people often necessitate 
prolonged medication and treatment. The high costs of consultations, diagnostic 
services and, particularly, medicines are among the most formidable barriers to 
appropriate and timely care. Recent health sector reforms that introduced user fees 
and cuts in public health services to achieve cost recovery adversely have affected 
low-income groups. Older people, especially women who are financially dependent 
on others, are likely to be most affected.

Gender-related barriers to access to care. The barriers to health care mentioned 
above are magnified when combined with the disadvantages arising from poverty 
and gender-based inequalities. For instance, while more women than men in older 
age groups seek health care in many high- and middle-income countries, anecdotal 
evidence suggests that the opposite might be true in low-income countries. 

Health systems are not always sensitive to the health needs of older women. 
Responsive health systems equipped for chronic care, community-based services 
and social and economic support are important for meeting the health needs of 
elderly women, but these are currently lacking in most lower- income countries 
in the Region. Women in all countries report negative experiences in the health 
system as both consumers and providers of health care. Poverty, lower education 
and awareness and gender-related constraints comprise barriers to access to services 
for women.
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Summary findings and implications

•	 Women’s life expectancy exceeds men’s in all countries of the Region 
and women make up more than half of the elderly population. A large 
proportion of them are widowed and living alone.

•	 For older women living in low- and middle-income countries, strokes are 
the leading cause of death. COPD ranks next. A lifetime of exposure to 
indoor air pollution together with the presence of other risk factors may 
be associated with this.

•	 Cancers and mental health problems are other leading causes of death and 
disability in all countries in the Region. Compared with men, women in 
this age group have a greater proportion of deaths attributable to diabetes 
mellitus.  

•	 Old age for women is marked by loss of hearing and vision, difficulties 
in movement and disabilities related to poor mental health and chronic 
diseases.

•	 Access to health care is limited by affordability, limited physical mobility, 
provider attitudes towards older people and long waiting times, among 
others. 

•	 As more and more people live into their 70s and 80s, the health system 
will be unable to cope with the huge disease burden of the population 
unless steps are taken to avert NCD through changes in lifestyle. Health 
interventions that help prevent and postpone chronic degenerating 
conditions and promote mental well-being are also a prime need.

•	 Because many of the health problems faced by women in old age are the 
result of behaviours established in their youth and adulthood, interventions 
should focus on promoting behavioural and lifestyle changes, such as 
healthy nutrition and active living.  

•	 Transforming health systems to better address older women’s health needs 
is a necessity.  Health systems should be age- and women-friendly down to 
the primary care level and provide services that cover an adequate range, 
depending on the country situation and needs. Services not only should be 
accessible, affordable and of good technical quality, but also be acceptable 
to women from all backgrounds and of all ages. 

•	 Health providers’ knowledge and skills need to be updated in dealing 
with women in old age that include promotive, preventive, curative and 
rehabilitative care. The quality of care can make a crucial difference to 
improving the well-being of older people. In ensuring access to care, there 
is a need for screening and treatment of key health problems. Governments 
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should take responsibility for financing health care for older people. In 
further understanding the health of older women, it is important to collect 
data disaggregated by age and sex.

•	 It is essential to build age-friendly environments for older women. They 
should be supported in their caring and other roles where needed. Longer 
and healthier life is a social goal that will give women opportunities that 
they and their communities will value and at the same time will lead 
to major social changes in the organization of work, family and social 
support. Issues that determine older people’s health go beyond the health 
sector. At a minimum, interventions are needed to support performing 
daily activities and to ensure income security for older people.
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WHO is committed to advancing equity in health and especially bridging the 
health gap between women and men. This report examines women’s health through 
the life span and identified major issues of concern. It finds that the Western Pacific 
Region has made significant progress in women’s health. Despite this, a considerable 
unfinished agenda remains. Millions of women in the Region experience avoidable 
deaths and disability and do not receive the appropriate health care they need in 
a timely manner. Health systems need to do better to be responsive to women’s 
particular health needs throughout their lives.

7.1  Women face distinct health challenges throughout their lives

Girl child
Throughout the Region, infant and under-5 mortality rates have declined for girls 
as they have for boys. But there is considerable inequality within countries in 
child survival and health. Under-5 mortality is considerably higher in low-income 
quintiles. Access to nutrition and preventive and curative health care still eludes girl 
(and boy) children from poorer households.

Some of the major causes of under-5 mortality—such as perinatal causes, infectious 
and parasitic diseases and respiratory infections, which account for about three 
fourths of deaths of girls—are preventable through effective health system 
interventions. Avoidable mortality in girls aged 5–14 is also substantial, with injuries 
accounting for close to half (46%) of all deaths.

Son-preference and the practice of sex-selective abortion of the fetus exist in some 
countries, resulting in a skewed sex ratio at birth and neglect of the girl child. 
Policies are already in place to address this issue, but more concerted action may be 
called for. 

Adolescent girls and young women

Early initiation of sexual activity within or outside marriage and early childbearing 
pose major health risks to adolescents and young women. The prevalence of physical 
and sexual violence is another area of concern and is associated with unwanted 
pregnancy and abortion, low use of contraception and poor mental health. A trend 

7 An agenda for action
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towards feminization of the HIV epidemic is observed in some countries, with an 
increasing proportion of young women compared with young men newly infected 
with HIV. There is still much to be done in AIDS education for young women. 
Between 50% and 98% of girls from some countries did not have a comprehensive 
knowledge of AIDS.

Urbanization and globalization have changed behavioural norms for young women, 
who are far more likely than their mothers to smoke, drink and use drugs. Reports 
of depression and high rates of suicidal ideation and suicide attempts, even in early 
adolescence, and the preponderance of symptoms in girls compared with boys 
make the mental health of adolescent girls and young women a major public health 
priority.

Reproductive years

Maternal mortality ratios have been reduced successfully in middle- and high-income 
countries but continue to be high in low-income countries of the Region. Settings 
with high levels of maternal mortality have low coverage of skilled attendance at 
birth and also low contraceptive prevalence. There are considerable intracountry 
inequities in access to skilled attendance at birth, by place of residence, income levels 
and the educational level of the pregnant woman. While antenatal care coverage is 
high, attention is needed to the quality of antenatal care. Essential components of 
antenatal care are sometimes not provided during antenatal visits. 

Unsafe abortions contribute to maternal mortality and morbidity in settings where 
safe abortion services are restricted. Poor women appear to be especially affected 
because they have no option but to use hazardous methods of pregnancy termination.

Many women are at risk of HIV infection because their husbands or partners engage 
in high-risk sexual behaviour. The prevalence of STIs among antenatal women is 
significant in a small number of countries, causing considerable distress, elevating 
the risk of poor pregnancy outcome besides HIV infection.

Sexually transmitted HPV infections are associated with cervical cancer in women 
while other STIs could result in secondary infertility, causing much distress.

Adult women

NCDs account for two thirds (65.2%) of the deaths in women aged 15–59 years, 
considerably higher than the global figure of 48.4%. Strokes are the leading cause of 
death in women from low- and middle-income countries. Obesity is a significant 
NCD risk factor among adult women in the Region. The prevalence of alcohol 
use among women is higher than in other Regions, and in some countries average 
consumption and prevalence of risky drinking is also higher than for women 
globally.
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Adult women in this Region also bear a heavy burden of mental illnesses, especially 
unipolar depressive disorders. Suicides rates here are higher than in other Regions of 
the world. Suicides rank first among causes of death in women from high-income 
countries and rank second in low- and middle-income countries.

Women from low- and middle-income countries bear the double burden of 
noncommunicable and communicable diseases, with tuberculosis and respiratory 
infections also ranking among the leading causes of illness.

Women often are unable to seek care for their complex health needs because of a 
number of barriers. These included difficulties in getting money, in travelling alone 
to a health facility and concerns related to the availability of a woman provider, or 
any provider at all, and concerns related to the availability of drugs.

Older women

Old age for women is characterized by loneliness, disability and illness. Strokes 
are the leading cause of deaths and disability. A lifetime of exposure to indoor air 
pollution together with the presence of other risk factors contributes to a high 
burden of disease and death from COPD. Loss of hearing and vision, difficulties in 
movement and disabilities related to poor mental health and chronic diseases make 
for a poor quality of life.

Access to health care is limited by affordability, limited physical mobility, provider 
attitudes towards older people and long waiting times, among other reasons. As 
more and more people live into their 70s and 80s, the health system will be unable 
to cope with the huge disease burden of the population unless steps are taken to 
avert NCD through changes in lifestyle. Health interventions that help prevent and 
postpone chronic degenerating conditions and promote mental well-being are also 
a prime need.

7.2  Health systems are not meeting women’s health needs

Health systems often are not responsive to women’s health needs, and this worsens 
their already disadvantaged position. As noted in this report, many women across 
income groups are unable to afford health care services. Also, households often are 
not willing to pay for some women-specific health needs such as contraception 
and abortion. Social Insurance schemes for low-income groups exclude women 
from nonpoor households without taking this fact into account.  Social protection 
schemes for women are centred on maternal health care, without factoring in 
women’s multiple health needs even during their reproductive years. Similarly, 
essential service packages that are publicly financed and free or subsidized also tend 
to assume that the provision of maternal and child health and family planning 
services meets all of women’s health care needs.
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0In terms of organization of services, the timing and location of services would 
make a big difference to whether women are able to access health care. As indicated 
in the report, having to take a mode of transportation to reach a health facility or 
having to go alone was an important deterrent for seeking care. Services that are 
available closer to home, at times of the day and week convenient to women, are 
more likely to be used. Similarly, active rather than passive case-finding strategies 
will be able to reach out to more women with screening services.

Fragmentation of services across levels of care and into vertical programmes is yet 
another barrier to care-seeking. Horizontal integration of services across traditionally 
vertical programmes—for example, the availability of treatment for tuberculosis 
in the same facility as maternal and child health care, referring proactively for 
ophthalmic check-up patients being treated for diabetes—are some examples of 
ways in which care-seeking may be facilitated.

Ensuring that drugs for common conditions that women experience  are part of the 
drugs available at primary-level facilities and arranging for a female provider at least 
part-time again would encourage women to seek care from health facilities.

These are only some examples of the areas in which health systems have failed 
to address women’s health needs and what can be done to alter the situation. A 
comprehensive analysis of gender gaps in the health system, followed by remedial 
action, would be a place to start. 

7.3  The unfinished agenda can be addressed

Making significant improvements in women’s health requires a range of actions. The 
evidence-based interventions to address many priority health concerns of women are 
already available but are not optimally applied. What are needed are strengthened 
health systems that ensure universal health care coverage for all, including women, 
based on the values of primary health care, including equity.

•	 Health systems should formulate a comprehensive range of women-friendly 
policies, programmes and services that are responsive to women’s health 
needs across their lifecycle, from infancy to girlhood, to adolescence and into 
adulthood and old age. 

•	 As a priority, health systems should be strengthened to ensure women 
universal access to integrated high-quality reproductive health services along 
the continuum of care. The focus should be on providing quality skilled care 
for women during pregnancy and childbirth, including emergency obstetric 
care, comprehensive family planning services and safe abortion services for 
legally permissible indications. 
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•	 In addition, a broad range of services are required to comprehensively 
meet the other health needs of women. These include prevention, care and 
treatment for HIV/AIDS and other STIs, reducing depression and suicides 
and addressing gender-based violence as a public health concern.

•	 Health promotion interventions especially tailored for women are needed 
to reduce lifestyle-related risk factors for NCD such as obesity, tobacco and 
alcohol use and physical inactivity. Preventing adolescent girls and young 
women from smoking, drinking alcohol and using other substances is another 
priority action.

•	 Sustainable action requires broad partnerships to advocate for women’s health 
and encourage multisectoral approaches to address these multiple social 
determinants. Appropriate public policies to improve the education of girls, 
to ensure their adequate nutrition and safety and to promote their economic 
and political empowerment can lay the foundation for their lifelong health 
and well-being.

•	 Collecting and analysing health data and information that are disaggregated 
by sex and other relevant social stratifiers can help in suitably tracking progress, 
identifying remaining gaps and guiding the design and implementation of 
appropriate policies, programmes and actions to improve women’s health.
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