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Monitoring is political. It challenges the monopoly on 
information and decision-making, which is a critical 
component of the power imbalance between the 
state and civil society. It invests civil society with the 
understanding of what needs to be done, compares it 
with what governments have committed to do, looks 
deeply into what is and what is not being done, by 
whom, and why. And then, the monitoring results are 
published, notching an indelible imprint on the history 
of social progress, and providing a new reference point 
upon which future activists can build their advocacies.

Monitoring is empowering. It identifies the rights 
holders and the duty bearers. It reflects the belief 
that there is enough in-country capacity to solve the 
problems that we face. It generates evidence to inform 
the changes that need to occur. It buys political and 
public will. Monitoring generates sustainable systems 
for participation and accountability.

ARROW’s ICPD+15 monitoring report on the status of 
sexual and reproductive health and rights in Asia paints 
a picture of uneven progress across 12 countries. 
Without full implementation of the ICPD Programme 
of Action, it will not be possible to achieve Goal 5: 
reducing maternal mortality and ensuring universal 
access to reproductive health; and other Millennium 
Development Goals which are inextricably linked 
to the PoA.

The gaps continue to be concentrated in the areas 
of implementation, in the recognition of rights, and 
in some countries, the need for policy amendment. 
Despite the increase in global development funds, 
especially in health, some critical areas are not receiving 
adequate attention. These include ensuring that policy 
implementation is driven by a rights-based approach 
instead of demographic norms; strengthening multi-
stakeholder monitoring and evaluation systems 
within the country; increasing the capacity for 
public accountability and financial transparency of 
programmes that are implemented; utilizing a life-cycle 
approach to service provision that ensures a wide range 
of SRH services; empowering grassroots communities 
to be able and willing to claim their rights and generate 
a demand for improved health governance; amending 

policies that do not uphold nor protect women’s 
right to universal access to sexual and reproductive 
health; and involving civil society in decision-making 
at all levels.

Without these, inefficient allocation of funds and 
ineffective implementation will continue for a longer 
period of time, wasting resources and political will, not 
to mention the lives of marginalized women and girls.

Our hope is that this report Reclaiming & Redefining 
Rights – ICPD+15: Status of sexual and reproductive 
health and rights in Asia proves to be a useful 
comparative analysis against which to situate national, 
regional and global advocacy towards improving 
sexual and reproductive health and rights in the 
Asia Pacific region.

Our sincere gratitude goes out to all our partners 
and donors, without whom this would not have been 
possible, and the ARROW staff team members, 
Sivananthi Thanenthiran, Sai Jyothirmai Racherla 
and Phan Thi Uyen, for their inspired commitment 
and hard work.  

Saira Shameem
Executive Director
Asian-Pacific Resource and Research Centre for Women 
(ARROW)

PREFACE
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MONITORING ICPD+15

This is the fifteenth year of the implementation of the 
ICPD Programme of Action (PoA), and 2014 will mark the 
target year for achieving the commitments stipulated in 
the ICPD PoA. 

The implementation of the ICPD PoA is chequered: the 
PoA is sidelined by the Millennium Development Goals 
(MDGs); the Global Gag Rule which was in force for 
eight years of the Bush administration which hampered 
US development funding for abortion services in 
developing countries; and hindered by hostility to 
several dimensions of sexual and reproductive health 
and rights in many countries. In the last 15 years, 
programme implementers and policy makers in 
countries have changed, and the new cadre is not 
familiar with the vision and the commitments of the PoA.

These 12 countries have been identified as the priority 
countries for ARROW 1 through its organizational strategic 
planning process. ARROW has working relationships 
with NGOs and CBOs operating in the field of sexual 
and reproductive health and rights (SRHR) in all of these 
12 countries. This current ICPD+15 monitoring builds 
on the ICPD processes from the ICPD+5 and ICPD+10 
monitoring already in place. When reviewing the 
+5 and the +10 monitoring processes, we observed 
the following: 

At this pivotal juncture, it is crucial to measure and 
track the progress of the implementation of the ICPD 
PoA. It is imperative to understand and know what 
progress has or has not been made, in order to inform 
inter-governmental organisations, governments and 
non-governmental organisations on the actions that 
need to be taken. It is with this aim that ARROW has 
been committed to monitoring ICPD at regular intervals 
and has prepared both the ICPD+5 and the ICPD+10 
monitoring reports. 

ARROW’s monitoring framework for ICPD+15 included 
input from country partners and thematic research 
papers which would provide an overarching look at 
the critical issues affecting the realization of sexual 
and reproductive health and rights in the Asian region.

ARROW’S ICPD+15 MONITORING 
PROCESS AND OUTCOMES 

Monitoring government commitment to international 
conferences and international covenants is a key activity of 
non-governmental organisations in holding governments 
accountable. 

ARROW’s ICPD+15 monitoring project spans 12 countries 
and 22 partners in Asia. 
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  Collection of data was inconsistent and could not 1 
be compared across countries. 

  There were quantitative data gaps and 2 
qualitative studies were used to complement 
quantitative data.  

  ARROW is concerned with creating a regional 3 
analysis which informs the regional and global 
agendas while national partners are concerned 

with national advocacy agendas. The monitoring 
process needs to balance global, regional, and 
national needs in order to be effective. 

  For effective national advocacy, partners had to 4 
select the specific, critical SRHR issue that their 
governments need to act on. 

HOW WERE THE INDICATORS CHOSEN?

We made a conscious attempt to divide the indicators 
into 5 different components: women’s empowerment, 
reproductive health, reproductive rights, sexual health 
and sexual rights. This ensured that each aspect 
of SRHR and cross-cutting gender empowerment 
indicators were adequately covered. ARROW’s 
Programme Advisory Committee (PAC) recommended 
trend analysis as useful for monitoring progress. Thus, 
where possible and appropriate, monitoring covered 

three periods: 1995, 2000, 2005-2008. 

The review of the ARROW ICPD+5 and ICPD+10 
projects started in January 2007 with a review of the 
methods, processes and outputs of these 2 projects. 
This led to a refinement of the methods and processes 
of this ICPD+15 project as well as the consolidation of 
the indicator data set. 

In November 2007, ARROW held a regional meeting on 
SRHR research and monitoring where SRHR indicators 
were chosen, clustered and prioritized. The strategic 
indicators which were applicable across countries, and 
for which comparable data was available, were taken 
into the regional indicator set in order to feed into the 
regional analysis. Important references for the final 
consolidated indicator set include: A Framework of 
Indicators for Action on Women’s Health Needs and 
Rights after Beijing; 2 ARROW ICPD+10 monitoring 

indicators; 3 Women of the World: Laws and Policies 
Affecting their Reproductive Lives; 4,5 and WHO 
reproductive health indicators. 6

A discussion blog was set up to further consolidate the 
indicators in a transparent and participatory manner. The 
timeline of the monitoring process is given in the diagram 
below and all documents are available on the website.” 7, 8, 9 

ARROW, with input and verification from partners, 
collected and analysed the 80 cross-country indicators for 
the ICPD+15 project. 
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2007

Jan

2008 2009 2010

ICPD+5 and ICPD+10 
Review Process

ICPD+5 Planning Meeting 
to discuss the 

project plan of action

ICPD+5 Discussion Board at 
http://monitoringicpd15.wordpress.com

Data Collection

Regional Overview  
Review Process

Publication

Writing 
the 

Regional 
Overview

ICPD +5 Regional Strategic
Advocacy Planning Meeting

ICPD +5 research writing 
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verify the information on 
ICPD+15 indicator

Survey Questionnaire
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Apr Aug Mar Apr Aug Mar June JulSept Aug Oct

Diagram 1: Timeline  of ICPD+15 Monitoring Project

Diagram by Suloshini Jahanath
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Each partner chose the SRHR issue that it found most critical in its country: 10

Box 1: Countries and country specific SRHR issue.

Country SRHR Issue

Bangladesh Eclampsia

Cambodia Contraception and maternal mortality

China Migrant women’s access to reproductive health services

India Anemia

Indonesia Contraception and abortion

Laos Maternal deaths

Malaysia Abortion

Nepal Uterine prolapse

Pakistan Contraception, maternal deaths and abortion

The Philippines Contraception and maternal deaths

Thailand Sexual harrasment and adolescent sexuality education

Vietnam Abortion

In addition to these country studies, three thematic papers focusing on privatization of health and its impact on 
women’s SRHR; the impact of disaster situations on women’s SRHR and sexuality were also commissioned.

a ‘safe and satisfying sex life’ and the conditions that 
provide for this, include key aspects of sexual rights 
such as consensual sexual relations , the choice of 
sexual partners, and the achievement of sexual pleasure. 
Sexual rights, therefore, are embedded in the ICPD PoA 
and it is important to monitor these. 16

UN conventions and conferences such as CEDAW, CRC, 
ICPD, Beijing and Vienna and the MDGs endorsed the 
concepts of reproductive health, reproductive rights 12 
and sexual health. 13 

These documents, particularly the ICPD PoA, do not 
explicitly state ‘sexual rights.’ Although ‘sexual rights’ 
was written for the first time in the ICPD PoA draft, it 
was not retained in the final text. 14

The ICPD PoA however acknowledges sexual rights 
when it states that in order to have a safe and satisfying 
sex life, men and women have “the capability to 
reproduce and the freedom to decide, if, when and how 
often to do so…” 15 The interpretation of what constitutes 

SCOPE OF THE INDICATORS

The scope of this review covers the following four different, 
inter-linked components of SRHR: reproductive health, 
reproductive rights, sexual health, and sexual rights. 11
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Box 2: Key Definitions

Reproductive 
Health

Reproductive Health implies that people are able to 
have a responsible, satisfying and safe sex life and that 
they have the capability to reproduce and the freedom 
to decide if, when and how often to do so. Implicit in 
this are the right of men and women to be informed 
of and to have access to safe, effective, affordable 
and acceptable methods of fertility regulation of their 
choice, and to appropriate health care services that 
will enable women to go safely through pregnancy and 
childbirth and provide couples with the best chance of 
having a healthy infant. (WHO)

Reproductive 
Rights

Reproductive rights embrace certain human rights that 
are already recognized in national laws, international 
human rights documents and other consensus 
documents. These rights rest on the recognition of 
the basic right of all couples and individuals to decide 
freely and responsibly the number, spacing and timing 
of their children and to have the information and means 
to do so, and the right to attain the highest standard of 
sexual and reproductive health. It also includes their 
right to make decisions concerning reproduction free of 
discrimination, coercion and violence, as expressed in 
human rights documents. (ICPD) 

Sexual 
Health

Sexual health implies a positive approach to human 
sexuality and the purpose of sexual health care should 
be the enhancement of life and personal relations as 
well as counselling and care related to reproduction and 
sexually transmitted diseases. (adapted, UN)

Sexual 
Rights 

Sexual rights embrace human rights that are already 
recognized in national laws, international human 
rights documents and other consensus documents. 
These include the right of all persons, free of coercion, 
discrimination and violence, to the highest attainable 
standard of health in relation to sexuality, including 
access to sexual and reproductive health care services; 
seek, receive and impart information in relation to 
sexuality; sexuality education; respect for bodily 
integrity; choice of partner; decide to be sexually 
active or not; consensual sexual relations; consensual 
marriage; decide whether or not, and when to have 
children; and pursue a satisfying, safe and pleasurable 
sexual life. (WHO working definition)
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In the first section we deal with the regional context 
of women’s empowerment and health financing. 
To monitor progress on women’s empowerment, 
this section identifies governments which signing 
onto international conventions, declarations, and 
programmes of action; women’s empowerment 
as measured by enrolment of girls and women in 
primary, secondary and tertiary education; labour force 
participation and political participation of women. 
Women’s empowerment has a direct bearing on sexual 
and reproductive decision-making. 17

In this section we also focus on health financing, among 
the other factors affecting the health system, as this 
reflects the priorities of governments and makes them 
responsible and accountable for the resources they have 
allocated within the health sector. Health financing for 

SRH affects the way women access SRH services and 
aids in the progressive realization of rights. 

Both aspects – women’s empowerment and health 
financing – set the stage for monitoring progress on 
the specific SRHR components which follow in the 
next two sections.

In the second section on reproductive health and 
reproductive rights we focus on progress in the 12 
countries. This section includes subsections on 
contraception, pregnancy and childbirth related 
mortality and morbidity, abortion and reproductive 
cancers.  

METHOD AND THE FORMAT OF THIS REPORT

We have structured this monitoring report in three sections.

CHANGES IN THE REGION WHICH AFFECT THE 
IMPLEMENTATION OF THE POA

Fifteen years after Cairo, it is important to recognise 
developments external to the health sector that affect 
the implementation of the PoA.

These are:

 Health sector reforms, including the various forms 1 
of privatization, and their impact on women’s 
SRHR; 

 The new aid architecture and funding mechanisms 2 
for governments and how these affect the health 
sector; and 

 Decentralization of governments and its impact 3 
on health policy formulation, programme 
implementation, and service provision.

In addition to these, important developments emerged 
such as the expanding definitions and understanding 
of sexual preferences, sexual identities and gender 
identities, and social movements in the Asian region 
advocating for the sexual rights of all human beings. 

Further, paragraph 8.25 which specifies ‘abortion, 
where legal’ has limited application in changing 
prohibitive national laws and in extending access to 
abortion beyond the time-limit specified by the law. 
This hampers efforts to concretize women’s 
reproductive rights in many countries.
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DATA SOURCES FOR THE INDICATORS 
The sources of data for this report are: United Nations 
Department of Economic and Social Affairs (UNDESA), 
United Nations Development Programme’s (UNDP) 
Human Development Report (HDR), International Labour 
Organisation (ILO), World Health Organisation (WHO) 
National Health Accounts, WHO Global Database, 
UNData, UN Secretary-General’s Database on Violence 
Against Women, Demographic Health Surveys (DHS) 
or comparable national studies such as family or 
population surveys, 18 United Nations General Assembly 
Special Session on Aids (UNGASS) progress reports, 
the Centre for Reproductive Rights, Convention on 
the Elimination of All Forms of Discrimination Against 
Women (CEDAW) government reports and NGO shadow 
reports of the respective countries, scientific papers 
from journals such as The Lancet, International Journal 
of Gynaecology and Obstetrics, Reproductive Health 
Matters (RHM) and country studies.

In the third section on sexual health and sexual rights
we focus on progress in the 12 countries in the key 
areas of STIs and HIV/AIDs, adolescent sexual rights 
and sexual rights. 

In each subsection we present regional and sub-regional 
trends as well as evidence to denote progress or lack 

of progress at country level. In each sub-section we 
also present the case studies generated by ARROW 
partners. Recommendations are presented in the fourth 
and last section. The report mainly relies on primary data 
generated by ARROW’s ICPD+15 country partners and 
secondary data obtained from various sources. 

Box 3: Case studies in each section

Section Case Study

Health Financing Privatisation and its impact on SRH services in Tamilmadu, India
Decentralisation & Access to Contraception in Bogor, Indonesia

Reproductive Health & 
Rights

Reproductive Health Services in Pakistan
Unmet Need for Contraception in Siem Reap and Takeo, Cambodia
Migrant women’s access to reproductive health services in Hei Longjiang, Shanghai 
and Beijing, China
Safe motherhood services in Champasack and Khammouane, Laos
Uterine prolapse in Nepal
Access to abortion in Malaysia

Sexual Health & 
Services

Sexuality education in Thailand
Sexual harassment in Thailand
Transgender access to healthcare

Recommendations Focusing on sexual and reproductive rights in disaster situations 
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CHAPTER 2

SETTING 
THE CONTEXT 
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The ICPD PoA, endorsed by 179 countries, puts 
women’s empowerment and autonomy at the centre of 
development and shifts the population paradigm from 
quantitative, demographically driven goals to women’s 
reproductive health and rights. 

In this chapter we provide an over-arching view of 
women’s empowerment in the 12 countries and of 
health financing, as these are two critical factors which 
will facilitate or hinder the implementation of the ICPD 
PoA. These two critical factors have an impact on the 
way women make decisions, exercise choice and 
execute those decisions and choices, especially with 
regards to their sexual and reproductive health.

In this chapter we will look at women’s empowerment 
in the context of governments’ signed commitment to 
international human rights instruments and conferences; 

national machinery which facilitate women’s 
empowerment; national legislation on eliminating 
violence; son preference; women’s empowerment 
as measured by the Gender-related Development 
Index (GDI), Gender Empowerment Measure (GEM); 
enrollment of girls and women in primary, secondary 
and tertiary education; labour force participation and 
political participation of women. 

We will also look at health financing and the 
responsibility and accountability of the state with 
regards to resources allocated to health. We review 
health expenditure, the share of government and private 
sector expenditure and the share of out-of-pocket 
expenditure on health in countries with the aim of 
establishing financing trends in the region and the 
their on the sexual and reproductive health of women.

With regards to CEDAW, only Laos, Cambodia and Nepal 
do not have any reservations. None of the countries has 
reservations on Article 12 of CEDAW – which addresses 
access to health services. Bangladesh and Malaysia 
originally had reservations on Article 2 (which addresses 
policy measures on discrimination against women) 1 of 
CEDAW. Both countries have subsequently lifted those 
reservations. Malaysia, Thailand, India and Bangladesh 

had reservations on Article 16 (which addresses rights 
in marriage and family life). 2 Bangladesh has lifted the 
reservations and Malaysia has lifted some of those 
reservations, but some reservations remain. Table Ia in 
the annex of tables lists all the reservations on CEDAW.

All countries also participated in and endorsed the ICPD 
PoA, the Beijing Platform for Action, and the Millennium 
Development Goals (see Table II in the annex of tables.)

SIGNATORIES TO INTERNATIONAL HUMAN 
RIGHTS INSTRUMENTS AND CONFERENCES

All 12 countries are signatories to major human rights 
instruments (see Table I in the annex of tables) such as 
the International Covenant on Civil and Political Rights, the 
International Covenant on Economic, Social and Cultural 
Rights, the Convention on the Elimination of All Forms of 
Discrimination against Women (CEDAW), and the Convention 
on the Rights of the Child (1989), except for Malaysia, which 
has not signed the International Covenant on Civil and 
Political Rights and the International Covenant on Economic, 
Social and Cultural Rights; and Pakistan which has not signed 
the International Covenant on Civil and Political Rights.
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All 12 government reports to CEDAW speak of 
government attempts at creating gender equality and 
eliminating discrimination against women through policy 
and programming.

In nine out of the 12 countries, there are specific 
development plans for women: 

 Bangladesh (Women in Development Plans; National •	
Policy for Advancement of Women, National Action 
Plan for the Advancement of Women) 6 

 Cambodia (Neary Ratanak – Action Plan for Women) •	 7

 China (Programme for the Development of •	
Chinese Women) 8

 India (Women Component Plan and the National •	
Policy for Empowerment of Women) 9

 Malaysia (National Policy on Women) •	 10

 Pakistan (National Plan for the Advancement and •	
Empowerment of Women as well as a National Policy 
for Advancement and Empowerment of Women) 11

 The Philippines (Plan for the Development of •	
Women, the Philippine Plan for Gender Responsive 
Development (1995-2025) and its current time slice 
– the Framework Plan for Women) 12 

 Thailand (Women’s Development Plan) •	 13

 Vietnam (National Strategy on the Advancement of •	
Vietnamese Women and National Plan of Action for 
the Advancement of Vietnamese Women) 14

NATIONAL MACHINERY FACILITATING 
WOMEN’S EMPOWERMENT

UN conventions and conferences have promoted and 
facilitated the establishment of national plans, programmes 
and machinery in many of the countries in the region to plan 
and advocate for gender equality and monitor progress on 
the advancement of women.

Many of the rights that protect, promote, and fulfill 
different aspects of sexual and reproductive health, 
reproductive rights, and sexual rights are enshrined 
within these human rights instruments and international 
conferences. These human rights instruments and 
international conferences enable governments, NGOs 
and international organisations to derive specific 
reproductive rights, sexual rights and health rights. 3 
These rights include the right of individuals and couples 
to enjoy and control sexual and reproductive life, the 
right to choose whether or not to marry, whether and 
when to have children, the right to found and plan a 
family; the right to health care and health protection, 
the right to access sexual and reproductive information, 
health and care free from discrimination; the right 
to privacy; the right to benefits of scientific progress; 
and the right to be free from all forms of violence, 
ill treatment, torture and death. 4

Signing international conventions and endorsing 
international conferences work in two important ways. 
Firstly, it enables NGOs to hold their governments 
accountable to international standards on human rights, 
especially the rights of those who are marginalised. 
Secondly, it makes governments accountable to 
their constituencies.

It is important to acknowledge that the human rights 
discourse - its theoretical, political and philosophical 
application and its historical legacy – is debated and 
contested by Asian governments such as China and 
Malaysia. 5 However, these human rights instruments 
have been important and useful in promoting women’s 
sexual and reproductive health and rights. 
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In seven countries out of the 12, ministries for women 
have been set up at the national level: 

 Bangladesh (Ministry of Women and •	
Children’s Affairs)15

 Cambodia (Ministry of Women and Veteran’s Affairs) •	 16

 India (Department of Women and Child Development)•	 17 

 Indonesia (Ministry of Women’s Empowerment) •	 18

 Malaysia (Ministry of Women and Family •	
Development) 19

 Nepal (Ministry of Women, Children and •	
Social Welfare) 20

 Pakistan (Ministry of Women’s Development) •	 21

Thailand has an Office of Women’s Affairs and Family 
Development which falls under the jurisdiction of the 
Ministry of Social Development and Human Security. 22

The Philippines has a National Commission on the Role 
of Filipino Women but not a department. 23

Socialist countries like China and Vietnam have 
committees: National Working Committee on Children 
and Women under the State Council in China 24 and 
National Committee on the Advancement of Women in 
Vietnam. 25 Laos does not have a committee dedicated 
to women’s advancement. 26

In China, 27 Vietnam, 28 and Laos, 29 the women’s 
unions and women’s federations permeate the entire 
government structure from the national to the village 
levels to ensure the incorporation of gender issues 
and concerns into policy formulation, programme 
implementation and service provision.

Five out of the 12 countries have national commissions 
and councils on women: 

 Bangladesh (National Council for Women’s •	
Development) 30

 India (National Commission on Women)•	  31

 Indonesia (National Commission on Violence •	
against Women) 32

 Malaysia (National Advisory Council on Women) •	 33

 Nepal (National Commission on Women) •	 34 

Four of the 12 countries report specific machinery 
dedicated to further implement these plans and 
programmes for women: Bangladesh,35 India,36 

Indonesia,37 and Malaysia.38 

This machinery, however, need to be closely monitored 
and evaluated from time to time to ensure that gender 
concerns are indeed incorporated in national and 
sub-national legislation, national and local government 
policies and plans, and budgetary allocations. 

Admittedly, these ministries and committees, unions 
and federations, are still not considered to be as 
powerful as the traditional ministries of finance, defence 
or public works. It would be interesting, at all levels, 
to study closely the budgetary allocations of these 
ministries and committees at all levels. 
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The ICPD PoA addresses this issue of eliminating 
violence. 39 For the purpose of this section, we will only 
look at legislation eliminating domestic violence, which 
aims to protect women within the most personal sphere 
in their lives.

All but one of the 12 countries have legislation that is 
intended to eliminate domestic violence against women. 
Pakistan has a draft Domestic Violence Bill that has been 
presented in the parliament. 40

NATIONAL LEGISLATION ELIMINATING 
VIOLENCE AGAINST WOMEN

Table 1: Anti-Domestic Violence Laws in 12 countries

Country Anti-Domestic Violence Law

Bangladesh Suppression of vaw and children (2000) 

Cambodia Law on the prevention of domestic violence and protection of victim (2005) 

China Within the law on the protection of the rights and interests of women, as amended in 
2005
Within the marriage law of the people’s republic of china, as amended in 2001

India Protection of women from domestic violence act (2006) 

Indonesia Law no. 23 Of 2004 regarding the elimination of household violence (2004)

Lao PDR  Within the law on development & protection of women (2004) 

Malaysia Domestic violence act (1994) 

Nepal Constitutional provision 2063 (2007) 

Pakistan Draft- bill not yet passed 

Philippines Anti violence against women and their children act 
(RA 9262) (2004) 

Thailand Protection of domestic violence victims 
act b.E. 2550 (2007) 

Vietnam Law on prevention of and control over domestic violence (2007)

Source: The UN Secretary-General’s Database on Violence against Women

Of all the inequalities that women face, none is more 
pernicious than violence. Physical, sexual, psychological, 
and verbal violence are reminders of the actual status 
of women. 
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Only Malaysia (1994), Bangladesh (2000) and China 
(2001) passed these laws early on. The rest of the 
countries passed their anti-domestic violence laws after 
2004. Anecdotal evidence suggests that in almost all 
countries, there was a considerable gap between the 
initiation of the law and its being passed. One reason is 
that, in some countries, especially the larger ones, there 
are many stages to passing the law and this process 
itself takes time. The second and more pertinent, is 
that in most countries, domestic violence has been 
considered a private matter between a couple rather 
than a social issue of gender inequality.

In all countries surveyed, these VAW laws were a result 
of the persistent efforts of grassroots and national 
women’s organisations. 

The VAW laws have mandated the reporting of violence, 
although in all countries surveyed these data are still 
considered the ‘tip of the iceberg’ and provide sanctions 
against perpetrators. We recognize that important 
progress has been made as there are options for 
reporting violence against women and for women to 
seek recourse for their grievances in these countries. 

Tackling legislation on the elimination of violence 
against women is an area of considerable success 
simply because there is simultaneous top-down and 
bottom-up pressures to do so. CEDAW requires a 
reporting mechanism which is a benchmark for exerting 
pressure on governments to improve their record with 
reference to women’s rights. There is a government 
reporting process, and within this, there is space for 
NGO shadow reports of government process. Both 
of these are reviewed by the CEDAW committee; the 
CEDAW committee makes recommendations to the 
government to act on; the Optional Protocol of CEDAW 
also allows women who have been denied their rights 
as enshrined in the CEDAW Convention at the national 
level to have their claims reviewed by a committee of 
independent experts that monitors compliance to the 
CEDAW Convention 41 and recourse to justice. With an 
international mechanism in place, national laws, and 
national organisations, especially women’s organisations 
(prime movers in almost all countries surveyed,) in 
cooperation with governments in the region have been 
able to create the mindset change of the unacceptability 
of the issue of violence against women.

Similarly, the ICPD PoA, holds fundamental rights for 
women. However, countries are not mandated to report 

on progress. The CEDAW reporting process could 
provide lessons to donors, international organisations, 
governments and NGOs on ensuring similar standards 
and principles are applied for other SRHR issues. 

Implementation of these laws and support mechanisms 
for women reporting domestic violence need to be 
strengthened, because domestic violence continues 
to be prevalent. 

In Bangladesh, in a recent survey in the capital city 
of Dhaka, 60% of 835 randomly selected women 
interviewed reported lifetime experiences of physical 
violence at the hands of their husbands. Existing 
literature also reveals that younger women (below 30 
years of age) are more likely to face family violence. 42 

Although domestic violence is primarily seen as 
occurring between husband and wife, an extensive 
Indian study notes that 35% of women have 
experienced physical or sexual violence inflicted by 
family members, be they the husband or otherwise. In 
an Indian context, “this figure translates into millions of 
women who have suffered, and continue to suffer, at 
the hands of husbands and other family members.” The 
study underscores the extent and severity of violence 
against women in India, especially married women. 43

Domestic violence legislation covers married women 
and there is a need to protect women, who are not 
married, but who are in relationships. 

In the Philippines, The Women’s Crisis Centre’s 
document, ‘Feminist Action Research on the Impact of 
Violence Against Women (VAW) on Women’s Health 
(1995-1998)’ reported that six out of 10 women said they 
had been abused by their partners even before they 
married them. This suggests that in “not-so-permanent” 
relationships, women are vulnerable to abuse. The same 
research also revealed that 60% of rape survivors were 
forced into early marriages or live-in arrangements with 
their assailants. 44
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ROOT CAUSE OF GENDER INEqUALITY 
AND INEqUITY: SON PREFERENCE

Son preference is still prevalent in South and South-east 
Asia. Son preference is the direct marker of a strong 
patriarchal tradition and continues to perpetuate the 
secondary status of women. In South Asia, recent 
evidence shows that son preference 45 “may be 
weakening” although not “disappearing” in Bangladesh. 
This is supported by a substantial decline in the 
proportion of couples who want another child when they 
already have one son and one daughter from 63% in 
1983 down to 43% in 1995. There still remain vestiges of 
gender preference. 45 In Nepal, 46 India, 47 and Pakistan, 48 

son preference still dominates. 

In South-east Asia, son preference is strongly 
demonstrated in China, Vietnam, Cambodia and in 
Thailand, especially among the Thai-Chinese community. 
Indonesia, Malaysia and the Philippines do not show a 
leaning towards son preference.

In India, there was a consistent preference for sons 
over daughters among both women and men when 
questioned on the ideal number of children and the 
breakdown by sex: how many boys, how many girls and 
for how many sex would not matter. 48 Son preference 
differed between states, between urban-rural areas and 
between religious affiliations.

In Pakistan, there is a stronger preference for sons 
over daughters. This was measured by the proportion 
of women who want no more children by the number 
of sons they already have. Among women with three 
children, 65% of those with three sons want to have no 
more children compared with only 14% of those with 
three daughters. Similarly, among women with five 
children, 85-90% of women with four or five sons say 
they want no more children compared with only 65% of 
those with no sons or only one son. 50

In China, the government uses sex ratio at birth to 
demonstrate son preference. The number of boys born 
per 100 girls, increased from 108.5 in 1982 to 116.9 in
2000. At the same time the “2000 census data indicate 
that infant mortality among girls is 40% higher [than] 
among boys.” 51

In countries like China, Vietnam and India which 
demonstrate a strong cultural and traditional preference 
for sons, there is also an equally strong political drive 
to limit population. Abortion is legal and a variety of 
abortion methods are available to the population. 
Access to ultrasound technology and amniocentesis 
tests enable couples to identify the sex of the baby, and 
access to abortion services enable couples to abort 
female foetuses. This has, however, led some to wrongly 
conclude that access to technology and services is 
the problem. 

The ICPD PoA rightly roots the problem of sex selection, 
sex-selective abortion and female infanticide within the 
context of son preference. 52

The root cause of sex selection is the prevailing cultural 
norm in certain countries for ‘son preference.’ Sex 
selection is the problem and sex-selective abortion is 
merely the means by which patriarchal norms are upheld. 
The sex-selective abortion issue has divided the women’s 
movement in these countries, and it is important to be 
cognizant of the fact that the right to control one’s own 
sexuality and reproductive functions – including the 
right to abortion - is a right which enhances women’s 
empowerment in many societies around the world. 
Tackling the means (sex-selective abortion) would not 
solve the problem of son preference.

It is not possible to examine the impact of international 
human rights instruments and government policies, plans 
and machinery on women’s empowerment without 
acknowledging that son preference is the root cause of gender 
discrimination that girls and women face throughout their lives 
in many of the 12 countries. 
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Human Development Index

In the past 15 years, the Asia-Pacific region has enjoyed 
tremendous economic growth. The economies of many 
of the countries are rapidly industrializing. Growing 
economies keep raising income levels and in the smaller 
nations, there has been much investment in infrastructure 
such as schools and hospitals; electricity and water 
supplies; roads, rails and ports. Life expectancies have 
increased dramatically, infant and under-5 mortality rates 
have dropped steeply (see Tables III and IV in the annex); 
and generally there has been better access to education, 
especially in the smaller countries, for many more boys 
and girls than ever before.

In order to look at gender dimensions of development, 
the HDI has been gender-adjusted to show the GDI. 58,59

The progress in GDIs of the 12 countries is shown in table 
VI in the annex. In all 12 countries, GDI values are only 

minimally lower than HDI values – which indicate that the 
general benefits of development have been enjoyed by 
women and girls. When comparing how the countries are 
ranked according to GDI global ranking of countries, each 
and every one of all the 12 countries has better GDI ranks 
than HDI. 

The rise in the Human Development Index (HDI) 56 

demonstrates this scenario in the region (see Table 
V in the annex). Gender differentials and social strata 
differentials, however, are not shown in these numbers. 
On the one hand, the use of these numbers is useful as 
they enable us to compare and rank countries (because 
governments bristle at being ranked, and often jump to 
remedy their ranking). On the other hand, these numbers 
are unable to convey the progress or lack of progress in 
the countries in very real terms. 57

Gender dimensions of development

MEASUREMENTS OF WOMEN’S EMPOWERMENT

‘The empowerment and autonomy of women and the 
improvement of their political, social, economic and health 
status is a highly important end in itself … (and) is essential 
for the achievement of sustainable development.’ 53

Women’s empowerment is a loosely defined term 
and this has simultaneously been its strength and 
its weakness. Its strength lies in the fluidity of its 
interpretation, making women shape its meaning 
according to their contexts, while its weakness is its lack 
of operational clarity at the policy and program levels. 

In order to compare progress across countries with 
regards to women’s empowerment, however, it is 
necessary to think through the term, attribute key 
indicators to it, and track governments’ progress in this 
area. Nevertheless, this is not meant to limit women’s 
empowerment only to these aspects that are measured. 

Women’s empowerment is viewed from the 
perspectives of resources, agency and achievements. 54 
Resources include material, human and social 
resources. Agency is defined as the ability to define 
one’s goals and act upon them – ‘power to’ and ‘power 
over.’ 55 Both resources and agency constitute the 
measure of capabilities as calculated by the Human 
Development Index (HDI) and Gender Development 
Index (GDI). Achievement is calculated by the Gender 
Empowerment Measure (GEM). All three - resources, 
agency and achievement - are continuously synergizing 
and contributing to different levels of empowerment. 
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Among the 12 countries ranked by GDI, Malaysia 
(0.802), Thailand (0.779), China (0.776), the Philippines 
(0.768), Vietnam (0.732), Indonesia (0.721), India (0.600), 
Cambodia (0.594), Laos (0.593), Bangladesh (0.539), and 
Nepal (0.520) are ranked in descending order of GDI. 
A measure of gender inequality can be derived by using 
the ratio of the two indicators – GDI/HDI. If the ratio 
equals 1, then there is no gender disparity; if it is >1, 
there is female advantage; if it is <1, there is gender 
disparity. The lower the value of the fraction, the greater 

the gender disparity. 60 In comparing GDI/HDI ratios, using 
the 2005 data, all countries in the region show gender 
disparity as shown in Table 2.

The GDI, however, does not capture or measure the 
rights aspects of the areas of measurement, for example, 
the GDI is not a means of guaranteeing girls’ rights to 
education or women’s rights to work or in work.

Table 2:  Comparison of HDI and GDI values and ranks; GDI/HDI ratio and GEM values and ranks 

Country HDI value and rank 2005 GDI value and rank 2005 GDI/HDI 2005 GEM value and rank 2005

Malaysia 0.811
63

0.802
57

0.989 0.504
65

Thailand 0.781
78.0

0.779
70

0.997 0.472
73

China 0.777
81

0.776 
72

0.998 0.534 
57

The 
Philippines

0.771
90

0.768
76

0.996 0.590
45

Vietnam 0.733
105

0.732
90

0.998 0.561
52

Indonesia 0.728
107

0.721
93

0.990 NA
NA

India 0.619 
128

0.600
112

0.969 NA
NA

Cambodia 0.598
131

0.594
113

0.993 0.377
83

Lao PDR 0.601
130

0.593
114

0.987 NA
NA

Bangladesh 0.547 
140

0.539
120

0.985 0.379 
81

Pakistan 0.551 
136

0.525 
124

0.953 0.377 
82

Nepal 0.534 
142

0.520 
127

0.974 0.351 
86

Source: Human Development Report 2007/2008. Fighting Climate Change: Human Solidarity in a Divided World
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The Gender Empowerment Measure (GEM) measures 
gender equity in terms of opportunity while GDI 
measures gender equity in terms of capabilities. 61 
GEM is based on women’s representation in 
parliaments, women’s share of positions classified as 
managerial and professional, women’s participation in 
the active labour force and their share of the national 
income.The progress in GEM is shown in Table VII in 
the annex of tables. 

Malaysia and Thailand rank first and second among 
the 12 countries in terms of GDI, but their ranks fall to 
fourth and fifth for GEM. This implies that although 
women and girls have gained in access to education, 
income and health, their role in economic as well as 
political decision-making has lagged behind these 
achievements. The Philippines and Vietnam, on the 
other hand, have seen greater gains in the latter than 
in the former; China has kept pace in both, while Nepal 
ranks last in GDI as well as GEM. 

It is important to examine in detail the indicators on 
gender equality in education, labour force participation 
and political participation. 

Education of women and girlsi 

Education and gender differentials in education are 
counted into the overall numbers of HDI and GDI. 
Generally, most countries in the region have had 
improved access to education , since 1995. The primary 
and secondary gross enrollment rates have increased, 
with the exception of Pakistan and Nepal, in all the 
12 countries, with many countries showing marked 
improvements for girls (see Table VIII in the annex). 
Except for Malaysia that has a 100% primary enrollment 
rate, the remaining 11 countries in the region have 
primary enrollment ratios above 80% and 90% (see 
Table IX in the annex). Only Pakistan has a low primary 
education enrollment rate.

Gender Empowerment Measure

Table 3: Girls’ share of primary, secondary and tertiary enrollment

Country Girls’ share of primary 
enrollment (%)

Girls’ share of secondary 
enrollment (%)

Girls’ share of tertiary 
enrollment (%)

Bangladesh (2004) 49.6 49.6 34.8

Cambodia (2007) 47.2 44.3 35.2

China 46.8 47.7 47.1

India (2006) 46.6 43.3 39.9

Indonesia (2006) 48.2 49.3 43.7

Lao PDR (2006) 46.1 43.0 40.0

Malaysia (2004) 48.6 51.3 56.0

Nepal (2007) 48.3 45.5 27.6

Pakistan (2006) 41.0 41.8 44.5

Philippines (2006) 48.5 51.6 54.5

Thailand (2007) – 51.1 54.5

Vietnam (2001) 47.9 – 40.9

Source: Human Development Report 2007/2008. Fighting Climate Change: Human Solidarity in a Divided World
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Dropout rates, however, are high, particularly in 
tertiary education. 

Women’s share of tertiary enrollment in comparison to 
secondary enrollment also drops dramatically. There is 
a 15% drop in Nepal and Bangladesh; a drop of between 
3 and 14% in Cambodia, India, Indonesia, Laos and 
Pakistan; and a drop of between 0.1 and 2%in China. 
There are barriers to tertiary education, which is still 
regarded as a luxury for girls in many countries such as 
Bangladesh, Nepal, India and Cambodia. 

Malaysia, the Philippines, and Thailand show that 
women’s share of primary enrollment is under 50%. 
In secondary enrollment, women’s share hovers 
around 51%; and in tertiary education, women’s share 
of enrollment is between 54-56%. In these countries, 
women are staying longer in schools and in educational 
institutions. This is occurring because men may find 
suitable employment opportunities earlier in the 
labour market, or women may stay on and study longer 
because they are either not looking for employment or 
do not find ‘suitable’ employment. 

In Malaysia, males are dropping out 62 due to the set-up 
of the education system and this would pose interesting 
questions around masculinities, male identities and 
social exclusion in the future. 63 

Besides the numbers, the country CEDAW government 
reports and shadow reports compiled by women’s 
organisations working at the national levels also uncover 
other gender inequities not shown by the numbers. 

Countries which have poor girls’ enrollment such as 
Cambodia, 64 Laos, 65 Nepal, 66 and Pakistan 67 face the 
same type of constraints: early marriage, dependence 
on child household labour, bias against girls acquiring 
education, lack of or poor quality infrastructure and a 
lack of employment opportunities after education.

Countries which are making considerable effort to 
improve girls’ education such as Bangladesh and India, 
need to be cognizant of the different groups of girls who 
may be falling out of their reach. 

In Bangladesh, the government aims to have universal 
primary education. Education is free for girls up to 
class twelve and a monthly cash incentive is given to 
all enrolled girl students if they maintain an attendance 
record of more than 80%. 68 However, although the 

numbers show improvement, girls are discouraged from 
going to school because their families are poor; they are 
harassed by gangs; they feel insecure socially; and their 
schools lack toilets that afford them privacy. 69

In India, the government is committed not only to 
making primary education free and compulsory for 
all children in the age group of 6 to 14 years by 2010 
but also to encouraging girls to continue and pursue 
education beyond this level. The government also 
recognizes the hurdles for implementation. 70 And needs 
to recognize that Muslim girls and ‘lower’ caste girls are 
especially disadvantaged – more than 1 in 3 lower caste 
Muslim girls never go to school. 71

In countries where enrollment of girls is not an issue, 
certain groups of girls continue to face unequal 
opportunities for education.

Education of girls living in rural and remote areas 
and less-developed regions is an important issue 
in China. The cost of education in China is borne by 
the local governments and thus, the richer and more 
developed regions and counties have better systems 
and institutions and access as compared to the poorer 
regions and counties. In poor regions, the drop-out rate 
for girls aged 7-12 years is 2% higher than for boys; and 
the drop-out rate for girls aged 13-15 years is 5% higher 
than for boys. 72

Privatization of education is decreasing access 
especially for girls who come from poor and low-income 
families. In Indonesia, the abolishment of education 
subsidies and the subsequent privatization of education 
make poor families prioritise sending their sons to 
school or to continue schooling, especially at tertiary 
education level. 73

Even in Malaysia where educational enrollment seems 
to be in favour of women and girls, there are still forms 
of gender discrimination. Girls who become pregnant 
when in school have to leave school as circumstances 
make it difficult, if not impossible, for them to continue 
their education after giving birth. The ones who can 
afford to can seek admission into private schools. There 
are no government programmes or support mechanisms 
to deal with the concerns of these girls, and the extent of 
the problem is unknown. 74
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Labour force participationii 

Table 4:  Women’s labour force participation rate, change 
in female labour participation (1990-2005) and 
women’s work participation as a percentage of 
male work participation. 

Female Economic Activity 
(aged 15 and older)

Country Female 
economic 

activity rate 
(%)

2005

Change in 
economic 

activity rate 
using index

(1990 = 100)
2005

As % of 
male rate

2005

Malaysia 46.5 105 57

Thailand 65.6 87 81

China 68.8 94 83

Philippines 54.7 115 66

Vietnam 72.2 98 92

Indonesia 51.0 101 60

India 34.0 94 42

Laos 54.0 101 67

Cambodia 74.4 96 93

Pakistan 32.7 117 39

Bangladesh 52.7 83 61

Nepal 49.9 104 64

Source:  Human Development Report 2007/2008. Fighting Climate 

Change: Human Solidarity in a Divided World 

As seen in Table 4, women’s economic activity rate 
decreased in Bangladesh, China, Cambodia, India, 
Thailand and Vietnam between 1990 and 2005. This 
happened despite the context of substantial economic 
growth in all six countries – and rapid economic growth 
in China, India and Thailand. 

The gap between women’s participation in the labour 
force was lowest in Cambodia and Vietnam and highest 
in Pakistan and India. 

Women face many challenges in the work place. Many 
forms of discrimination in the workplace emerge within 
the CEDAW country government and shadow reports.

The lack of overall job creation in the economy is a 
fundamental problem for women’s participation in the 
labour force in Nepal. 75

The need for enactment and implementation of 
appropriate legislation to promote and protect women 
workers especially in the agricultural, informal, 
unorganized, and private sectors, as well as the creation 
of social security measures instituted to protect them 
has been recognized by the governments of India, 76 
Pakistan, 77 and Vietnam. 78

Discrimination against pregnant women workers, a lack 
of maternity benefits and childcare facilities have been 
noted as a problem by the government of Cambodia. 79

Unequal access to employment opportunities and 
job segregation among the lowest-paid workforce are 
important issues in the 12 countries. In Cambodia: 
women disproportionately occupy low-skilled and 
low-paid jobs; women engaged in paid work occupy 
only 12% of the total female workforce; and the gender 
disparity in income is 33%. Currently, there is no specific 
policy or law to ensure equal promotion, job security and 
benefits for women. 80 In India: women still encounter 
greater difficulties than men in access to employment 
and form a minority in decision-making and managerial 
positions. The majority of women, 87%, are employed 
as agricultural labourers and cultivators. 80% of women 
workers in urban areas are employed in the informal 
sector. Women’s share in organised sector employment 
is only 17% and most of it is located in the lower rung of 
the employment hierarchy. 81 

Protection of migrant workers, especially women 
migrant workers working in private homes, is an 
important issue in Indonesia, where more than 80% 
of Indonesian migrant workers are women, and 90% 
of these women are employed in private homes as 
domestic workers who are currently not protected by 
the national law on the Placement and Protection of 
Indonesian Workers Abroad ratified in 2004. 82

There are also inadequate measures to protect female 
migrant workers in the receiving countries like Malaysia: 
“A foreign domestic worker is not recognized as a 
worker under the Malaysian laws. A domestic worker is 
categorised under the informal sector. They are labelled 
as maid, servant or domestic helper. Most importantly 
they are not covered under the Employment Act 1955 or 
any specific Act. Therefore their rights are not protected. 
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Moreover, there are no standardized contracts for them 
except for Filipino domestic workers. The absence of 
standardized contracts does not provide the mechanism 
to seek redress.” 83

Protection of women workers from sexual harassment 
has not been adequately addressed through formal 
mechanisms and procedures. In Malaysia, although the 
government has initiated the Code on the Prevention and 
Eradication of Sexual Harassment in the Workplace in 
August 1999 it has not seen to the establishment of the 
in-house mechanism amongst employers, resulting in a 
lack of uniformity in the implementation of the Code. 84

Political participation of womeniii 
 
As the GEM values for most of the Asian countries 
show, participation in political life and decision-making 
positions constitutes a real challenge for women in 
the region. Among the 12 countries, the Philippines 
registered 20 % or more participation at ministerial level 
while Vietnam and Indonesia account for 11.5% and 
10.8% of ministerial positions 85 respectively. 

Also the recommendations with respect to improving 
women’s role in politics often seem to reach a dead-end. 
Compared to education and labour force participation 
which have clear targets for achievement, and which 
also have a direct economic benefit on countries, the 
political participation of women does not seem to offer 
direct economic benefit. 

Table 5 shows that 11 countries, with the exception 
of Nepal, fall short of even 30% of women holding 
parliamentary seats. The highest percentage of seats 
held by women are in Nepal, Vietnam and Laos although 
improvement has been noted in Nepal, Pakistan and 
the Philippines since 1995. The CEDAW government 
and shadow reports offer a glimpse of the challenges, 
both structural and social, which inhibit women’s 
political participation. 

Table 5:  Seats in Parliament Held By Women ((% of Total)

Name of the 
Country

1995 2000 2007/2008

Bangladesh 10.3 9.1 15.1

Cambodia 9.3 11.4

China 21.0 21.8 20.3

India 7.3 8.9 9.0

Indonesia 8.0 11.3

Laos PDR 21.2 25.2

Malaysia   12.2 13.1

Nepal 2.6 6.4 33*

Pakistan 1.6 – 20.4

Philippines  12.9 22.1

Thailand  – 8.7

Vietnam  26 25.8

Source:  Human Development Report 2007/2008. Fighting Climate 

Change: Human Solidarity in a Divided World and 

*Making Democracy Work for Women, 

The UNDEF-UNICEF Partnership. 

Social barriers have been recognized by the 
governments of Cambodia and Laos. In Cambodia, 
deep-rooted cultural and social patterns, norms and 
attitudes, and stereotyped roles limit women’s access 
to political and public life. Poverty, lack of adequate 
education, lack of family support and lack of control over 
resources also hinder women. 86 In Laos, the traditional 
perception of women as ideally being gentle, warm, 
beautiful, likeable and pleasing to all, and the social 
perception that leadership roles only fit male personality 
characteristics are great obstacles. 87

Social conditioning about women’s participation 
in politics is also an issue as shown in Malaysia. 
In Malaysia, although women outnumber men in 
tertiary education institutions, getting involved in 
politics is a completely different ball-game. Although 
there is no legislation that specifically bars women 
from participating in political processes, women’s 
participation in this area is hampered by the existence 
of many other laws and social perceptions. These 
laws, Islamic or civil, including elections laws, and 
social perceptions, indirectly limit women’s negotiating 
power even within the private sphere, thus making it 
much harder for women to make their presence felt in 
the public sphere. 88 Social barriers can be formidable: 
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“Social conditioning that dictates that a women’s 
rightful place is in the home and the domestic sphere 
limits a woman’s negotiating power, whether in the 
private or public domain, and ultimately her ambition 
to get involved in politics. When the Islamic party PAS 
finally rescinded its decision to disallow women from 
participating in elections, it added the proviso that ‘all 
these women candidates must obtain the permission of 
their husbands before contesting’.” 89 

Structural barriers have been noted by the governments 
of Bangladesh, Cambodia and Thailand. In Bangladesh, 
there is a lack of appropriate and adequate organizational 
arrangements within political parties for women’s 
participation, low inclusion of women in the political 
parties particularly in the decision making hierarchies, 
and lack of political training of women. 90 In Thailand, the 
government notes that political parties have no means 
or measures to search for women who can become 
candidates, and many women face difficulties at all 
levels in running for election. Women number less than 
20% of all candidates and on some party candidature 
lists, women are located somewhere near the bottom. 91 
This is also true in Cambodia. 92

Lack of political will in instituting measures that ensure 
women’s political participation is an issue as shown in 
the 12 countries. 

In Malaysia, there is a lack of political will to ensure that 
women are able to engage in political decision-making 
at all levels of the government bureaucracy: “While the 
government report identified the main impediments to 
women’s participation and representation as ‘women’s 
family responsibilities, career demands and social 
inhibitions’, there has been no concerted effort on the 
part of the government to analyse further or respond to 
these obstacles with a specific plan or policy.” 93 

In India, although historically there has been a strong 
women’s movement in politics, the poor representation 
at national level “lies in the abject failure of the state 
to create enabling conditions for women to enter the 
political field in any meaningful way. If it were true that 
stereotypes impede entry, we would not have 800,000 
women entering the panchayat system and urban 
local bodies.” 94 

The ability of women to navigate patriarchal political 
party systems is an issue as shown in Malaysia. 

In Malaysia, women are marginalised within the 
political parties where the structures restrict women’s 
involvement to the women’s wings unlike the youth 
wings of the parties, which are exclusively for male 
members, which function as the training grounds for 
the future leaders. 95 

In India, the party system supports mainly women 
who have the backing of a political party, and when 
women are usually fielded, they are fielded in ‘losing’ 
constituencies.96 

Gender discrimination in parliament and sexism in 
politics is an issue as shown in Malaysia and India. 
Women’s groups in Malaysia have raised concerns 
about gender discrimination and sexism that proliferate 
in the Malaysian Parliament. 97

Gender discrimination turns to abuse in India with 
regards to women politicians: “Women belonging to 
the Scheduled Castes and Scheduled tribes however, 
face enormous hurdles in the course of performance of 
work… The widespread discrimination based on caste 
can take overt forms –where women are physically 
obstructed from performing their duties and assaulted 
if they persist – as was the case with Dubbaka Manjula 
in Andhra who was stripped and paraded in the village 
by dominant caste men; this discrimination can take 
covert forms where non dalit members of the panchayat 
abstain from meetings and do not let a quorum gather, 
thus rendering the panchayat ineffective…” 98

The desired result of having women in positions of 
power is an issue as exemplified in Pakistan, India, and 
Malaysia. In Pakistan, even when quotas have been 
allocated, they have not reached the desired results: the 
percentage of women civil servants was only 4.87%; 
and only 0.63% of women were in senior professional 
grades; there are few women high court judges and no 
woman has ever been appointed to the Supreme Court 
despite the government’s attempt to reserve a 5% quota 
for women in government employment. 99

In India, the total number of women judges in the 
Supreme Court in the past 56 years has been a 
pitiful 3! 100 

In Malaysia, this applies to the judiciary as well: 
“The government report reveals dismal figures of 
women judges in the country (5 out of 16 Judicial 
Commissioners, 3 out of 36 High Court judges and 
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2 out of 6 Federal Court Judges), with no indication of 
the reason for these low numbers or plans for improving 
the situation. In February 2005, a woman was appointed 
Chief Judge of Malaya, one of four top judicial posts, 
for the first time…. Within the Syariah court system, no 
women have been appointed as judges.” 101

The presence of women in positions of power does not 
necessarily mean gender-mainstreaming in policy and 
programme creation and implementation as shown 
in Thailand where it was noted that many women 

Generally with regards to women’s empowerment, some 
indicators show greater progress than others, such as girls’ 
share of enrollment in primary and secondary schools. 

There is a decline in the female economic activity 
rate in several countries and a huge gender gap in 
the economic activity rate in South Asian countries. 
Decision-making and political power is firmly held within 
the grasp of men and with the exception of Nepal, not 
one of the other 11 countries is even close to reaching 
the 30% quota of women’s political participation. In 
some countries governments and political parties are 
not committed to changing the status quo. Sadly, this 
phenomenon also seems to permeate countries that 
have better health and rights outcomes for women such 
as Malaysia and Thailand.

A critical point to note is that calculations, such as the 
HDI do not take into account the maternal mortality ratio 
which should be factored as an indicator of poverty. 
Moreover, the GDI and the GEM, which are supposed to 
be reflective of women’s capabilities and empowerment 
in countries, do not take into account the single thing 
that affects women – pregnancy and childbirth - as well 
as all the factors that enable them to make decisions on 
these. Also these broad, evaluative indicators are not 
a means of establishing and guaranteeing women’s 
rights with regards to education, employment and 
political participation.

members of local administrative organisations or 
national politicians do not apply a gender perspective 
in their work to enable gender mainstreaming. 102

SUMMARY
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To assess, therefore, the extent of governments’ 
commitment to health, a set of six indicators have been 
used to monitor the state of health financing in the 
12 countries. These include total health expenditure 
(THE) as a percentage of GDP; general government 
expenditure on health as a percentage of the total 
health expenditure; private expenditure on health as a 
percentage of the total health expenditure; per capita 
total expenditure on health; out-of-pocket expenditure 
as a percentage of the private expenditure on health; 
and the provision of social health insurance. 

These six indicators are able to demonstrate the extent 
of the privatisation of health that is taking place in 
the 12 countries. By privatisation of health, we mean 
the marketisation of health for profit; the shifting 
of responsibility of service provision to the private, 
commercial sector; and the shifting of financing of health 
to out-of-pocket payments by households (see Table 6).

Table 6:  Basic Types of Service Provision and 
Financing of Health

Public Financing Private Financing

Public 
Service 
Provision

Tax revenue 
financed and 
government 
provided

Out-of-pocket 
financed and 
government 
provided

Private 
Service 
Provision

Government 
contracts private 
provider and 
pays for it

Out of pocket 
financed and 
private provided

Source:  TK Sundari Ravindran, Privatisation of Health and its 

Implications for Universal Access to SRH services to 

all women (powerpoint presentation)

Total Health Expenditurei 

According to the WHO 2005 National Health Accounts 
(see Table XII in the annex of tables), total expenditure 
on health as a percentage of GDP falls below 5% in nine 
of the countries surveyed. The three countries in which 
it exceeds 5% are Vietnam (6.0%), Cambodia (6.4%), 
and Nepal (5.8%). The lowest total health expenditure 
relative to GDP was in Indonesia (2.1%) and Pakistan 
(2.1%). Total expenditure on health as a percentage of 
GDP has risen very slightly, with the greatest increases 
from 1995-2005 being recorded in China, Malaysia, 
and Vietnam (around a 1% increase.) Only Pakistan and 
Philippines show a decrease in expenditure on health 
as a percentage of GDP. 103

It is also important to keep in mind how much each 
government is spending on health as a percentage of 
their total expenditure to understand the government’s 
commitment to providing healthcare to their citizens. 
The WHO 2005 National Health Accounts record this as: 
Cambodia 12%; Thailand 11.3%; Nepal 8.4%; Malaysia 
7%; Bangladesh 5.5%; the Philippines 5.5%; Indonesia 
5.1%; Vietnam 5.1%; India 5%; Laos 4.1%; Pakistan 1.5% 
and China 1%. Cambodia and Nepal spend a relatively 
high amount of their budgets on health. However, it 
needs to be kept in mind that these two countries 
receive much donor assistance on health. Thailand and 
Malaysia are on the higher end. The lowest government 
spending on health as per total government expenditure 
is in Pakistan and China. It is interesting that in China, 
the government reduced spending on health as a 
percentage of total government expenditure from 
15.9% in 1995 to 1% in 2005. 104

Nevertheless, it is also important to understand the 
nature of total health expenditure within the countries 
as this includes both public and private expenditure 
in health. 105,106,107,108

HEALTH FINANCING

The realization of sexual and reproductive health and rights 
depends on women’s ability to make decisions on health care 
and to have access to such care when they need it. One of 
the indicators that demonstrate whether or not governments 
have facilitated women’s access to health care is the area of 
health financing.
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BOX 4:

SPOTLIGHT ON 
DECENTRALISATION & ACCESS 
TO CONTRACEPTION IN 
INDONESIA

Decentralisation does not improve the quality of 
SRH services, nor does it make the health system 
more responsive to local needs. This is the worrying 
picture revealed by a Women’s Health Foundation 
study, which sought to examine programmatic issues 
relevant to the Family Planning (FP) decentralisation 
policy in West Java, Indonesia, particularly with regards 
to access to contraception in Bogor District. 

According to the study, during the transitional 
period between centralised and de-centralised 
planning, the underlying structural problems of 
the Indonesian family planning system were never 
reviewed with the purpose of making it gender-
sensitive. After decentralisation, the Bogor District 
policy on population remains unclear, and remains 
broadly based on the existing structure as it was left 
by the central National Family Planning Coordinating 
Board (NFPCB). However, without the NFPCB as a 
central organising unit, this has resulted in a lack of 
clarity on how different bodies relate to each other 
in implementing SRH and FP programmes in Bogor 
District. For example, the District Head Decree on 
reducing maternal mortality does not integrate FP. Left 
to local policymakers who did not see family planning 
as a priority or who were religious conservatives, 
the budget for the FP programme were reduced. 
Contraceptive supplies became more limited every 
year, and the full range of contraceptives were not 
offered at the public health centres (PUSKESMAS). 
The number of FP fieldworkers decreased by half, 
with one worker left to cater to two to three villages. 
Without support to reach remote villages, FP field 
workers often relied on the female community 
volunteers (called health cadres) to recruit acceptors 
and distribute contraceptive supplies. 

Furthermore, the study revealed that the demographic 
approach is still used in the decentralisation era, 
rather than the human rights approach as mandated 
by ICPD. FP field workers still have to reach targets, 
and mass campaigns for inserting free implants and 
IUDs or free sterilisation still regularly happen. There 

are reports of coercion during recruitment of potential 
FP acceptors. The quality of services provided is also 
problematic. During mass campaigns, where about 
300 clients are provided services by four doctors in 
a day, health protocols are not followed, women are 
often not provided with complete information and 
several women reported suffering from complications. 
The trend towards privatisation has also weakened 
the quality of public healthcare services. Midwives 
and physicians, who are working in the public sector 
in the mornings, often have their own practices in the 
afternoons and evenings and tend to provide better 
services in their private practices. Lack of proper FP 
counselling has also led to a very high drop-out rate. 
This in turn points to poor human resource capacity 
and the local government’s low priority for capacity 
building: field workers were only trained once in the 
last five years since the study was conducted, while 
the health cadres were only trained once in the past 
ten years. 

Even more problematic, the study revealed that the 
poor has been left out in FP services provision. No 
outreach to contraceptive services was set up to serve 
the isolated and poor communities. As well, middle-
class women are often the ones who benefit from 
free FP services (such as implants) since they know 
the health cadres and they are able to easily go to 
places where the services are offered, in contrast to 
poor women who had to work or who could not afford 
transportation fees.

The study calls for stronger political commitment to 
FP, together with adequate resources allocation for 
assured contraceptive supplies, outreach services 
to reach those most in need, and an effective, 
well-trained and sufficient work force. As part of 
government accountability, effective monitoring and 
evaluation mechanisms for the FP programme, as well 
as public complaint mechanisms, need to be put in 
place. Furthermore, inter-sectoral coordination needs 
to be in place, and contraceptive provision should 
be integrated into programmes to reduce maternal 
mortality rate.

The study, titled Impact of Decentralisation on Access to 
Contraception in Bogor, Indonesia, was done by the Women’s 
Health Foundation, Indonesia. It was conducted as part of the 
ICPD+15 monitoring research and advocacy project coordinated 
by ARROW in 12 Asian countries.
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Per Capita Expenditure on healthiii 

Per capita total expenditure 112,113 on health has risen in 
all 12 countries with the greatest increases in China, 
Malaysia, Thailand and Vietnam. 

In terms of per capita total expenditure on health in 
purchasing power parity (PPP) dollars, Pakistan spends 
the lowest ($49), followed by Bangladesh ($57), Nepal 
($76), Indonesia and Laos ($78), India ($100), Cambodia 
($167), Philippines ($199), Vietnam ($221), China ($315), 
Thailand ($323) and Malaysia ($454). 

It is important to show in the per capita total expenditure 
on health how much is contributed by each government 
in each country contributes on each citizen. Bangladesh 
spends $20.97; Cambodia $40.4; China $122.22; India 
$19; Indonesia $36.35; Laos $16.07; Malaysia $203.39; 
Nepal $21.36; Pakistan $8.58; the Philippines $72.83; 
Thailand $206.40; and Vietnam $56.80. The Pakistan 
government spends the least per person – the PPP 
is $8.58. Laos, India, Bangladesh and Nepal spend 
between PPP $16 – PP$22 per person. The highest per 
person spending by the government is seen in Malaysia 
(PPP $203.39) and Thailand (PPP $206.40).

Table 8:  Out-Of Pocket (OOP) Expenditure As a 
Percentage Of Private Health Expenditure (PHE); 
And translated into PPP $ 

Country PHE 
(2005)

OOP 
(2005)

PHE in 
PPP $

OOP in 
PPP $

Bangladesh 70.9% 88.3% 36.0 31.8

Cambodia 75.8% 79.3% 126.6 100.4

China 61.2% 85.3% 192.8 164.4

India 81.0% 94.0% 81 76.1

Indonesia 53.4% 66.4% 41.6 27.6

Laos 79.4% 92.7% 61.9 57.4

Malaysia 55.2% 75.7% 250.6 189.7

Nepal 71.9% 87.0% 54.6 47.5

Pakistan 82.5% 98% 40.4 39.6

The Philippines 63.4% 80.3% 126.2 101.3

Thailand 36.1% 76.6% 116.6 89.3

Vietnam 74.3% 86.1% 164.2 141.4

Source: WHO National Health Accounts 2005

Government Expenditure on Health ii 

Prioritisation of health by respective governments can 
be gauged by the general government expenditure 
on health as a percentage of total health expenditure 
(GHE). 109,110 Both government health expenditure 
and private health expenditure added up make total 
health expenditure. GHE has increased in Bangladesh, 
Cambodia, China, Indonesia, Nepal and Thailand. 
However, the GHE decreased in India, Laos, Malaysia, 
Pakistan, the Philippines and Vietnam in the period 2000 
– 2005. This is shown in Table 7 below. Decreases in 
GHE mean increases in private health expenditure. 111

Table 7:  Government expenditure on health as a 
percentage of total expenditure on health 
from 2000 - 2005

Country GHE: 2000 GHE: 2005

Bangladesh 26.5% 36.8%

Cambodia 22.5% 24.2%

China 38.3% 38.8%

India 22.2% 19.0%

Indonesia 38.5% 46.6%

Laos 32.6% 20.6%

Malaysia 52.4% 44.8%

Nepal 24.9% 28.1%

Pakistan 20.0% 17.5%

The Philippines 47.6% 36.6%

Thailand 56.1% 63.9%

Vietnam 30.1% 25.7%

Source:  WHO National Health Accounts 2005

In all 12 countries, there is a strong leaning on the 
private sector for health. Only in Thailand is the GHE 
contributing to more than half – 63.9% - of the total 
health expenditure. In Indonesia and Malaysia the GHE 
contribution is 46.6% and 44.8% (in Malaysia, this is a 
decrease of 7.6% in 5 years.)

In Cambodia, Laos, Vietnam, India, Nepal and Pakistan, 
the GHE is below 25% signaling the strong dependence 
on the private sector for health.
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It needs to be noted that some of the private expenditure 
on health comes from insurance plans, or is provided 
by employers or by non-profit institutions. In a majority 
of the countries under review here, almost all private 
expenditure on health is out-of-pocket expenditure by 
households. OOP expenditure 114,115 as a percentage of 
private expenditure on health, is high in all countries. 
In Pakistan, 98% is OOP. Pakistani, Indian and Laotian 
households paid the highest OOP percentages. 
Indonesian households paid the lowest OOP 
percentage. 

When translated into PPP dollars, the burden on 
individual households becomes all the more shocking 
and clear. For example, in Pakistan, for the $40.4 spent 
on private health expenditure; $39.6 comes from out-of-
pocket of Pakistani households. This is shown Table 8.

While we study the different health financing sources, 
it is also important to look at social health insurance 
(SHI). Of the 12 countries under review, six countries 
have social health insurance schemes, mostly covering 
the formal sector. SHI is available in India, Indonesia, 
the Philippines, Nepal, Thailand and Vietnam. Universal 
coverage has only been achieved in Thailand. The 
government of China plans to achieve universal coverage 
by 2010. 116 A review of all SHI schemes in the region is 
provided in Table XIII in the annex.

In order to generate case studies on the impact of the 
privatization in health and its implications for sexual and 
reproductive health, ARROW commissioned country 
studies. Preliminary findings of completed studies 
on Thailand and Pakistan shed light on the varying 
situations and differing impacts on sexual 
and reproductive health.

In Pakistan, the study revealed that the health sector 
is being rapidly privatized. Services in public facilities 
are substantially privately financed through user-fees 
while the government is funding NGOs to run its health 
facilities in large parts of the country. The study noted 
that “the limited range of maternal, reproductive and 
sexual health services is available largely through social 
franchising networks of private providers. International 
consulting organisations also play a lead role in setting 
the agenda in reproductive and sexual health and in 
maternal health through the technical support provided 
in drafting policies, training health care providers in 
the public as well in the private sectors, and marketing 
equipment, contraceptive devices, clinical supplies, 
and drugs.” 117

The study also noted that that the privatization of health 
was done by different players and implemented through 
different mechanisms. Social franchising experiments 
studied were not able to provide a comprehensive 
package of reproductive health services and were not 
able to reach the population at large. The study further 
noted that “[t]he challenge in making interactions with 
the for-profit sector, such as social franchises, help 
expand coverage is that populations that have hitherto 
not been reached by services are those who are also 
unable to pay and [are] living in economically under-
developed areas. The for-profit sector will have limited 
interest in reaching such areas because the demand 
for services that have to be paid-for will be low, and 
because commercial outlets for social marketing will 
be under-developed.” 118 Quality of care in franchised 
clinics was also a concern. Most importantly the study 
concluded that “[a]n overarching equity issue is that 
donor funds are being utilized more for market creation, 
and through it, catering to those who can afford to pay. 
This is a move away from the earlier practice of donor 
funding and support for meeting the needs of low-
income groups.” 119

In Thailand, the scenario is completely different. “In 
a period during which public [expenditure] in health 
[was] cut in most developing countries and a shift 
occurred towards limiting state involvement in the 
health sector, Thailand chose to swim against the 
tide. In the period following the economic crisis of 
1997, public (government) expenditure on health in 
Thailand increased steadily in actual terms and also 
as a proportion of total expenditure.” 120 The study also 
found that “[t]he government was and continues to be 
a purchaser of services provided by the private sector. 
Services of the private hospitals are contracted by the 
government for the Social Security Scheme and by 
the National Health Security Office for the Universal 
Coverage Scheme, both of which are financed by 
general tax revenue. To some extent, then, the private 
sector in health is being effectively harnessed to achieve 
the country’s public health goals.” 121 The study noted the 
commitment of the Thai government and monarchy to 
ensuring policies and programmes which have tried to 
balance “equity and social justice on the one hand and 
profitability and economic survival on the other.” 122
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BOX 5:

SPOTLIGHT ON PRIVATISATION 
AND ITS IMPACT ON SRH 
SERVICES IN INDIA

A 2009 study conducted in 20 villages in five districts 
of Kancheepuram, Cuddalore, Nagapattinam, 
Kanyakumari and Dharmapuri in Tamil Nadu state in 
India, explores inequities in access and utilisation 
of maternal and other SRH services, and examines 
the reasons for the selection of particular source 
(public/private) and cost of health care. This is 
aimed to generate evidence on privatisation and its 
consequences on SRH services.

In the selected villages, door-to-door complete 
enumeration of recent delivery (one year prior to the 
date of survey) and all hospitalisation cases (both 
general and SRH problems) was done. Based on 
the house listing, interviews were conducted with 
recently delivered women and persons hospitalised 
for SRH problems. There were 8,444 households 
covering a population of 34,833 [17,606 males and 
17,227 females] in the sample villages.

With regards the utilisation of maternal health care 
services, of the 526 deliveries reported in the sample 
villages, information was collected from 494 women 
who had delivered a child within 12 months prior 
to the survey using a questionnaire. The findings 
showed a gradual increase in the proportion of 
institutional deliveries in all the five districts, with 
more than 98% of births reported in a health facility 
in 2007-08. Kanyakumari district recorded a high 79% 
of private sector deliveries, while Dhamapuri and 
Kancheepuram districts recorded the least at 24 and 
21% private sector deliveries respectively.

Caste and age of the women are main determinants 
of accessing public-private sectors. As compared 
to scheduled caste (SC)/scheduled tribes (STs),1 
the deliveries of women from Most Backward 
Castes (MBC) and ‘other’ caste women were 6.3 
and 17.4 times more likely to be in private hospitals. 
Overall, young women of poor caste are more likely 
to have accessed government health institutions. 
With respect to ante-natal care (ANC), almost all 
the women in the study (99%) received some form 
of antenatal care. Three of the four women who 

did not receive any pregnancy care belonged to a 
socially and economically deprived caste group of 
ST and they mentioned that it is their custom not to 
have pregnancy tests. Logistic regression analysis 
indicated that in comparison with SC/ST women, 
MBC women were 10 times more likely to consult a 
private doctor for their first ANC visit. In general, poor, 
lower caste and illiterate women accessed public 
health service for their first ANC visit. 

There is a positive relationship observed between 
the rate of caesarean section with caste, household 
landowning status and age of the women. The 
proportion of deliveries by caesarean section was 2.3 
times higher among ‘other’ caste women (36%) as 
compared with SC/ST’s (16%). The place of delivery 
was an important determining factor for vaginal 
birth or caesarean section delivery. The probability 
of c-section was several times higher in the private 
hospitals (4.2) than in government hospitals. It is an 
indicative of commercialisation of medical care. It 
could also be argued that private hospital handled 
higher number complicated and referral cases as 
compared to public institutions and so naturally there 
is a chance of having higher number of caesareans in 
the private sector. 

The expenditure on delivery increased substantially 
with education in the private sector; higher educated 
women (9 and above years of schooling) incurred 
Rs.11,180 (USD234) per delivery which was about 2.2 
times more as compared with women of 1-5 years 
of schooling. Contrary to the expectation, illiterate 
women incurred higher out-of-pocket expenditure 
per delivery in the public sector. It appears that public 
health providers demand more informal charges from 
illiterate poor women.

Thirty eight percent of the women in the survey 
(188/494) underwent contraceptive operation after the 
delivery. The mean age of the women was 25 years 
and the average number of children born to them 
was two. Regression analysis suggests all the three 
variables, caste, land owning status and age of the 
women have strong effects on choosing sterilisation 
provider. Women belonged to ‘other’ caste group 
were 21 times more likely to select private providers 
as compared with SC/STs for tubectomy operation. 
The odds of using private hospitals among MBC were 
7.6. Having belonged to landowning households lead 
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to higher utilisation of private hospitals. Women aged 
above 25 years were 4. 3 times more likely to use the 
private sector as compared with those aged below 
25 years. 

With regards the utilisation of other SRH services, 
50 persons admitted in the hospital/health centre 
for SRH problems were interviewed. Exactly half of 
them (25/50) belonged to poor SC/STs and 15 were 
of MBCs; only 10 persons belonged to ‘other’ castes. 
Of the 50 persons/ respondents, 41 underwent 
treatment for SRH problems and the remaining 
nine were women hospitalised for abortion and 
contraceptive operations. Uterine and menstrual 
problems were reported to be the main reason for 
hospitalisation. In total there were 31 surgeries; 22 
for gynaecological problems and the others were 
abortion and sterilisation. Overall, for gynaecological 
problems women in higher number visited private 
doctors/hospitals for treatment.

The case studies with men and women hospitalised 
for SRH problems indicate private hospitals are more 
preferred for in-patient treatment. Most of the private 
hospital users reported that good quality of care and 
the humane attitude of the provider were the main 
reasons for selecting the source. But among public 
facility users, poverty and close proximity were the 
main reasons for visiting the facility. Those using 
public services also clearly pointed out deficiencies 
in quality of care and the high informal charges. For 
surgery and abortion, women spend five times more in 
the private hospitals as compared with a government 
hospital users. Even then, people prefer to visit private 
hospitals for SRH related in-patient care.  

Tamil Nadu has made significant progress in 
promoting institutional delivery. The state has 
almost reached the stage of universal safe and 
institutional births. In 2007-2008, more than 98% 
of deliveries in Tamil Nadu were in a health facility. 
Despite the increasing number of private clinics and 
mega hospitals in the state, the utilisation of these 
private hospitals for natal care has not increased 
during the current decade. Importantly, government 
policy initiatives like introduction of 24X7 care 
delivery services in the public health centre (PHC) 
and establishment of basic emergency obstetric 
and neo-natal care (BEmONC) and comprehensive 
emergency obstetric and neo-natal care (CEmONC) 

centres together with maternity benefit scheme have 
yielded good results. The proportion of PHC deliveries 
to the total public sector delivery has increased 
remarkably in the recent years. Overall, the increase 
in PHC deliveries has contributed to a direct effect on 
declining home and private sector deliveries. But for 
abortion and other SRH services, there is not much 
emphasis given either in the policy or in the service 
provision. Consequently, the utilisation of private 
hospitals for these services is high.

There is a tremendous improvement in the state 
public health care services especially in terms of 
improved accessibility, availability and quality of 
antenatal and delivery care services. However, less 
importance is given to other SRH services, and 
this phenomena forces rural poor people to go for 
private facilities and spend higher household health 
expenses. An increased attention to improved public 
SRH services that is of good quality and accessible, 
especially to rural poor people, to prevent is thus 
critically needed.  

This study, titled Privatisation and Its Consequences for Sexual 

and Reproductive Health Services: A Case Study from Rural 

Tamil Nadu, India, was carried out by the Rural Women’s Social 

Education Centre [RUWSEC] of Chengalpattu, Tamil Nadu,India. It 

is part of the ICPD+15 monitoring research and advocacy project 

coordinated by ARROW in 12 Asian countries.
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In this chapter we focus on progress regarding 
Reproductive Health (RH) and Reproductive Rights (RR) 
achievements in 12 countries: Cambodia, Lao PDR, 
Vietnam, Thailand, Malaysia, Indonesia, Philippines, 
China, India, Nepal, Pakistan and Bangladesh. The 
areas we have chosen to examine are the existence 
of population policies, the provision of reproductive 
health services such as contraception, pregnancy and 
childbirth related mortality and morbidity, abortion and 
reproductive cancers. 

Providing RH services is an important commitment 
in the ICPD Programme of Action (PoA). The ICPD 
PoA defines the components of reproductive health 
to include family-planning counselling, information, 
education, communication and services; education and 
services for pre-natal care, safe delivery and post-natal 
care; prevention and appropriate treatment of infertility; 
abortion as specified in paragraph 8.25, including 
prevention of abortion and the management of the 
consequences of abortion; treatment of reproductive 
tract infections; sexually transmitted diseases and 
other reproductive health conditions; and information, 
education and counselling, as appropriate, on human 
sexuality, 1 reproductive health and responsible 
parenthood; referral for family-planning services; and 
further diagnosis and treatment for complications of 
pregnancy, delivery and abortion, infertility, reproductive 
tract infections, breast cancer and cancers of the 
reproductive system, sexually transmitted diseases, 
including HIV/AIDS which should always be available, 
as required; and active discouragement of harmful 
practices, such as female genital mutilation.

The PoA recommends that the full range of reproductive 
health services should be an integral component at the 
primary health care level: the level of health care system 
which is accessible to most of the population, especially 
women. However, this is not to limit the full range of 
services only to the primary health care.

The ICPD PoA extensively covers contraception and 
family planning : 

removal of demographic targets (Paragraph 7.12); •	

 universal access to a full range of safe and reliable •	
family-planning methods (Paragraphs 7.16 and 7.23); 

 safer, affordable, convenient and accessible •	
information and services (Paragraphs 7.19 and 7.23);

 free and informed choice, quality of care and service, •	
privacy and confidentiality (Paragraph 7.23). treat 
abortion complications.

These paragraphs of the ICPD PoA refer to the 
right of individuals and couples both to services on 
contraception and self-determination to regulate fertility.

In this review, we look at the population policies of the 12 
countries. The provision of reproductive health services 
and the spirit in which these services are delivered are 
determined by these policies. The countries’ policies, 
their views on fertility levels and access to contraceptive 
methods warrant an overall, general review.

Of the 12 countries, nine countries view fertility as 
“too high.” China, Malaysia and Thailand view fertility 
as “satisfactory.” The population policies in the nine 
countries is to lower fertility levels while China and 
Thailand state that they would like to maintain current 
fertility. Malaysia cites no intervention in their policy 
on fertility. 2 

It would be interesting to ask if the countries which aim 
to lower ‘fertility’ have actually shifted the paradigm 
from demographic goals to women’s empowerment. 
 
India’s 2000 National Population Policy, for instance, 
intends to achieve a smaller family size through 
incentives and sanctions. One of these is particularly 
striking as it has implications on democratic 
representation: Section 8, Promotional and Motivational 
Measures for Adoption of the Small Family Norm, point 
(xvi) reads: “The 42nd Constitutional Amendment has 
frozen the number of representatives in the parliament 
(on the basis of population) at 1971 Census levels. The 
freeze is currently valid until 2001, and has served as an 
incentive for State Governments to fearlessly pursue the 
agenda for population stabilisation. This freeze needs to 
be extended until 2026.” 3

The Chinese government continues to implement its 
one child policy. The government sets strict family 
size limits and uses very strong measures, including 
substantial financial incentives and penalties, to 
ensure compliance. 4

A recent study that ARROW commissioned in 
Indonesia documents that “sweeping” methods are 
still being used: mobilization by elite women and men 
during recruitment of potential acceptors to join mass-
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campaigns for implants, IUDs and female sterilisation. 
These mass campaigns are carried out without any 
assurance of quality: 300 women are served by four 
general physicians. This is particularly troubling and 
signals a return to more coercive population controls 
policies and methods. 5

In the Philippines, however, there is no stated policy 
on population. Although the state is constitutionally 
secular, the Catholic church continues to influence policy 
in their area of special interest: reproductive health 
and women’s access to reproductive health services. 
President Gloria Macapagal Arroyo has delegated 
all family planning programmes and policies to local 
governments. On the one hand, this has empowered 
local governments to take up the cause of women’s 
access to reproductive health services: one of the 
most outstanding examples is Aurora province where 

The politics of birth control have been so embedded within 
the psyche of the region that there are women’s NGOs 
who feel that contraception has been regarded in turn as 
a tool of the North, big pharma, eugenicists, Malthusian 
environmentalists and economists. 

the Governor passed a RH ordinance which provides 
family planning services including condoms and male 
sterilisation. On the other hand, this has enabled local 
governments – for example, that of the largest capital 
city – to infamously ban contraceptives from city 
health services. 6

A substantial challenge still remains in the region. Where 
services are available, it is questionable whether these 
services respect the rights, choices and decision-
making processes of women (both as individuals and 
within couples). Where services are not available, it is 
questionable whether these women (both as individuals 
and within couples) have any real choice to exercise.

CONTRACEPTIONI 

We find it important to recognise that “[b]ecause of 
demographically driven politics, the effectiveness 
of contraception in preventing unwanted pregnancy 
sometimes appears to have become important only 
for the purpose of reducing high population growth 
rates. This is probably the single most important cause 
of feminist suspicion of methods like contraceptive 
vaccines, implants, and injectables. Thus, something 
intrinsic to the purpose of contraception and that women 
very much need from contraception can come to be 
identified – by those who support women’s right to 
contraception – as a negative quality.” 7

Modern contraceptive methods offer women a range of 
choices of fertility control which are effective and safe 
and this in itself is empowering. 

In this section we examine total fertility rates (TFR), 
wanted fertility rates, contraceptive prevalence 
rates (CPR), male contraception, informed choice 
on contraceptive choice, unmet need and non-
use of contraception. Many of these indicators on 
contraception represent a convergence of health and 
human rights indicators. These indicators are a reflection 
of the extent to which women have the means to control 
their fertility. They are also indicative of the health risks 
posed to women by unwanted fertility (which can lead to 
unsafe abortions in the absence of legal services,) high 
fertility, maternal deaths and maternal morbidity.
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BOX 6: 

SPOTLIGHT ON REPRODUCTIVE 
HEALTH SERVICES IN PAKISTAN

In Pakistan, a 2009 study among rural men and women 
in Piyaro Lund village in Sindh and in Huft Madre village 
in Punjab, reveals large gaps persist with respect 
to service provision, especially for the poorest and 
marginalised minority population. 

Focus group discussions and in-depth interviews 
were done among a cross-section of population, 
including women and men from majority and 
minority religions, tribes and service providers in 
the two villages. The study examines contraception, 
maternal health and abortion services availability and 
accessibility, especially by the poor and marginalised 
sections of population. 

Findings point to a universal dissatisfaction towards 
the Government-run healthcare delivery system, 
particularly at the First Health Care Facility Level. 
Reasons attributed for the dissatisfaction include, 
improper timing of the facility; ill-equipped facility; 
under staff or no staff at the facility; poor supply and 
quality of the medicine; poor attitude of the staff; and 
the charging of fee, where there should be little or 
none. Disturbingly, the study also revealed that the pills 
distributed by the Lady Health Worker (LHW) in the 
Sindh Village were discarded by the communities, due 
to the fact that they were distributed free of cost. In 
the same village, men bought condoms secretly from 
local pharmacy for their use. The private health sector 
remains the preferred choice for all the respondents. 

Family planning use is higher among the young and/
or educated. Younger women appeared more attuned 
to inter-spousal communication and greater use of FP 
methods. Family planning (FP) awareness was poorest 
among men, especially Christian communities. 
Strong deterrents to FP use and continuation despite 
strong unmet need that have emerged from the study 
include, cost of buying the family planning supplies, 
varied and frequent side effects, lack of money to 
treat side effects, and lack of effectiveness of FP. 
Women therefore preferred sterilisation as they were 
discouraged by the perceived side effects of other 
modern contraceptive methods.

With regards to maternal health awareness and 
practices, women in both villages reported regular 
ante-natal (ANC) checkups. Each ANC visit also 
included an ultrasound scan to determine the health, 
position and the sex of the child. A trend towards 
institutional delivery at a private facility is observed 
in highest wealth quintiles, while the lowest 
wealth quintile relied on the services of untrained 
Dai. Going to post-natal checkups was limited 
in both villages.

Due to lack of quality FP services, women resorted 
to induced abortionsi to terminate unwanted 
pregnancies. While this is considered a sin by the 
interviewed men, this seemed a common practice 
among women, especially in the Punjab Village. 
Women in the higher wealth quintile are able to get 
the services of qualified medical doctors, usually in a 
private hospital, while poor women used the services 
of village Dai and had abortion performed under very 
unsafe conditions, leading to severe complications and 
also death. The cost of induced abortion is high and 
more expensive if the girl/woman is unmarried. Post-
abortion care facilities are not available at the public 
health facility and there has not been any progress 
achieved in this area.

The study calls for the provision of quality accessible, 
affordable and functioning reproductive health 
services by the government at the community level 
and  for reform in the public health delivery system 
at the Basic Health Unit and Rural Health Centre 
levels to address the reproductive health needs 
of communities, particularly the marginalised and 
the indigent. It also recommends greater resource 
allocation towards the public health sector in the 
national and provincial budgets and tracking of 
financial disbursements at the health delivery level 
to ensure effective utilisation of resources. Further, 
it recommends that the current provisions in the 
Pakistan Penal Code regarding abortion law need 
to be highlighted and the health sector informed, 
so as to provide safe abortion services within the 
existing legal parameters. It also asks governments 
to acknowledge the high incidence of induced and 
unsafe abortion and initiate a dialogue on it.  

The study was conducted by Shirkat Gah, Pakistan. It is part of the 

ICPD+15 Monitoring, Research and Advocacy Project coordinated 

by ARROW in 12 Asian Countries.
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Total Fertility Ratesi 

TFR signify the average number of children a woman 
in each country would have in her lifetime if the current 
fertility rates remained constant. TFR across all 12 
countries fell between 1995 and 2005 as shown in 
Table 9. The decline was steep in Cambodia, Lao PDR, 
Nepal, Pakistan and Vietnam.  

In Thailand and China, the TFR dipped below replacement 
levels in 2000 and then rose again slightly in 2005. 

Fertility reduction trends by schooling levels of women 
and urban areas of residence have been noted in 
Pakistan, the Philippines and India. In Pakistan, fertility 
has declined for most for women who attained at 
least middle level schooling. By place of residence the 
fertility decline is higher in urban than rural areas. 8 In 
the Philippines, the marked inversion between fertility 
and educational levels can be seen as women who have 
no education have 5.3 children which is twice as many 
as those who are college or higher educated. The TFR 

are 3.0 for women in urban areas compared with 4.3 for 
women in rural areas. 9 In India, fertility in rural areas is 
3.0 children per woman, much higher than in urban areas 
where the replacement level fertility rate is 2.1 children 
per woman. The greatest differentials in fertility are by 
wealth and education. At current fertility rates, women 
in the lowest wealth quintile will have two children more 
than women in the highest wealth quintile. 10

Fertility reduction trends vary greatly between regions 
and states within a country. For example, in India: 
“Fertility rates are at or below the replacement level of 
2.1 children per woman in 10 states: Delhi, Himachal 
Pradesh, Punjab, Sikkim, Goa, Maharashtra, Andhra 
Pradesh, Karnataka, Kerala, and Tamil Nadu. In contrast, 
fertility rates are highest in Bihar and Uttar Pradesh, 
where at current fertility levels, a woman would have 
about four children during her lifetime.” 11

Total Fertility Ratesi 

Table 9: Total fertility rates in 12 countries in Asia-Pacific

Name of Country Total Fertility rate

1995 2000 2005

Bangladesh 3.4 3.3 2.7

Cambodia 5.3 4 3.4

China 2.46 (1990) 1.80 1.83

India 3.39 2.85 2.68

Indonesia 2.8 2.6

Lao PDR 6.7 5.8 3.6

Malaysia 3.6 3.2 2.9

Nepal 4.64 4.1 3.1

Pakistan 5.4 4.0

Philippines 3.7 3.5

Thailand 2.1 1.7 1.8

Vietnam 3.9 2.6 2.3

Source:  Country Demographic & Health Survey(s) and Human Development Reports (where country DHS is not available) Bangladesh DHS: 

1993-4, 1999-2000, 2007; India DHS: 1992-93, 1998-99, 2005-6; Nepal: 1996, 2001, 2006; Pakistan: 1990-91, 2006-7. Cambodia DHS: 

2005, 2000, 1998; Indonesia DHS: 2007, 2002, 1997; Philippines DHS: 1993, 1998, 2003; Vietnam: 1997, 2002, 2005 China UNDP HDR: 

1995, 2000, 2007-8; Lao PDR UNDP HDR:1995, 2000, 2007-8; Malaysia UNDP HDR: 1995, 2000, 2007-8; Thailand UNDP HDR: 1995, 

2000, 2007-8
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The Country DHS also provide information on how these 
differences are further enhanced between groups of 
women according to education quintiles, wealth quintiles 
and area of residence.

In Pakistan, large gaps exist between the TFR and wanted 
fertility rates for women in rural areas, women with lower 
levels of education (primary and secondary levels in 
comparison with tertiary levels) and women in the lowest 
wealth quintile. 13 And in Nepal, large gaps exist for 
women living in rural areas, lowest wealth quintiles and 
for women without education. 14

In the more remote areas of Nepal the gap in unwanted 
births was also greater for women who live n the 
mountainous regions compared to women living in the 
valley. 15 Women with lower education or are uneducated, 
who are poor, who live in remote areas and rural 
areas face the greatest challenge in controlling their 
own fertility. 

Socio-economic inequities are closely inter-linked with 
higher rates of unintended births and it is important to 
ensure access to contraception to all groups of women.

Wanted Fertility Rates compared to TFRii 

With respect to rights around contraception, we 
compare TFR with wanted fertility rates in the 12 
countries surveyed. Overall, although TFR have fallen 
across all countries in the region, wanted fertility rates 12 
are still substantially lower than total fertility rates. 
These rates represent the level of fertility that would 
have prevailed in the three years preceding the survey 
if all unwanted births had been prevented.
In almost all the countries, there was a significant 
difference between TFR and wanted fertility rates as 
shown in Table 10. 

The differences between wanted fertility rates and TFR 
were highest in Nepal where women were having 55% 
more children than they wanted to have; in Bangladesh, 
India and the Philippines women were having 42%, 
41% and 40% more children than they wanted to have; 
while in Indonesia women were only having 18% more 
children than they wanted to have. Hence in the first four 
countries mentioned women are having less control over 
their fertility than they themselves desired. 

Table 10:  Wanted Fertility Rates and Total Fertility Rates in 2005

Name of Country Total Fertility Rate 2005 Wanted Fertility Rate 2005 Percentage difference

Bangladesh 2.7 1.9 42%

Cambodia 3.4 2.8 21%

China 1.7 -

India 2.68 1.9 41%

Indonesia 2.6 2.2 18%

Lao PDR 3.6 -

Malaysia 2.9

Nepal 3.1 2.0 55%

Pakistan 4.0 3.1 29%

Philippines 3.5 2.5 40%

Thailand 1.8

Vietnam 2.3

Source:  Country Demographic & Health Survey(s). Wanted fertility rates are only available where there are DHS.Bangladesh DHS: 1993-4, 1999-

2000, 2007; India DHS:1992-93, 1998-99, 2005-6; Nepal: 1996, 2001, 2006; Pakistan: 1990-91, 2006-7. Cambodia DHS: 2005, 2000, 1998; 

Indonesia DHS: 2007, 2002, 1997; Philippines DHS: 1993, 1998, 2003; Vietnam: 1997, 2002, 2005
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Contraceptive Prevalence Ratesiii 

Table 11: Contraceptive Prevalence Rates and method selection

Name of 
Country

Any 
method

Any 
modern 
method

Not
Currently 

using

Pill users 
as  

Proportion 
of all con-
traceptive 

users

IUD users as 
proportion 
of all con-
traceptive 

users

Injectables 
users as 

proportion 
of all con-
traceptive 

users

Norplant
/Implant 
users as 

proportion 
of all con-
traceptive 

users

Condom 
users as 

proportion 
of all con-
traceptive 

users

Female 
Sterilization 

users as 
proportion 
of all con-
traceptive 

users

Male 
Sterilization 

users as 
proportion 
of all con-
traceptive 

users

Any /other 
Traditional 

method 
users as 

proportion 
of all con-
traceptive 

users

Bangladesh 55.8 47.5 44.2 51.08 1.61 12.55 1.25 8.06 8.96 1.25 13.98

Cambodia 40.0 27.2 60.0 27.5 4.5 19.75 0.5 7.25 4.25 0.25 32

China 90.2 90.0 49.7 1.6 0.33 5.76 34.5 7.42 0.2

india 56.3 48.5 43.7 5.5 3.0 1.7 9.26 66.25 1.77 13.85

indonesia 60.3 56.7 21.8 10.2 53.2 1.49 6.1 0.6 0.82

Lao PDR 38.4 35.0 61.6 41.40 7.5 27.6 2.08 12.2 8.85

malaysia 54.5 29.8 24.5 7.1 9.72 11.74 11.74 16.3

nepal 48.0 44.2 52.0 7.29 1.45 21.04 1.66 10 37.91 13.1 7.7

Pakistan 29.6 21.7 70.4 7.09 3.37 3.37 0.33 22.97 27.7 0.33 26.6

Philippines 48.9 33.4 26.9 8.38 6.33 3.88 21.47 0.2 1.22

Thailand 71.5 70.1 43.21 1.67 15.52 1.95 34.26 1.39 0.27

Vietnam 78.5 56.7 21.5 8.02 48.02 0.5 7.38 7.51 0.63 27.7

Source:  Country Demographic & Health Survey(s). Bangladesh DHS: 1993-4, 1999-2000, 2007; India DHS: 1992-93, 1998-99, 2005-6; Nepal: 

1996, 2001, 2006; Pakistan: 1990-91, 2006-7. Cambodia DHS: 2005, 2000, 1998; Indonesia DHS: 2007, 2002, 1997; Philippines DHS: 

1993, 1998, 2003;Vietnam: 1997, 2002, 2005 Lao PDR Reproductive Health Survey 2005 World Contraceptive Use 2007: China; 

Malaysia; Philippines; Thailand

Although the ICPD PoA does not specifically cover the 
issue of CPR, this is an important indicator to look at and 
many interesting trends are evident. According to WHO, 
the “contraceptive prevalence rate is the proportion of 
women of reproductive age who are using (or whose 
partner is using) a contraceptive method at a given point 
in time.” 16 The highest CPR is noted in China (90.2%), 
Vietnam (78.5%) and Thailand (71.5%). The lowest CPR 
is noted in Lao PDR (38.4%) and Pakistan (29.6%). The 
other seven countries have CPR that range between 
40% - 61%.

China and Thailand rank highest in the use of modern 
contraception methods and although Vietnam has 
the second-highest CPR, it also has a high proportion 
of traditional method users. Traditional methods 
generally have higher failure rates and hence lead to 
more unplanned pregnancies. If in Vietnam, the two 

main methods of contraception are IUDs and traditional 
methods, this leads to the question whether the range of 
contraceptive methods is actually available for women 
to choose the method most suited to them? Or whether 
despite a high CPR, women are not being empowered 
enough to exercise the control over their fertility that 
they so desire.
 
Within contraceptive methods it is interesting to 
compare figures for reversible and permanent methods 
of contraception. 

Permanent methods of contraception are most highly 
used in China, India and Thailand. Table 11 shows that 
in the 12 countries surveyed China has the highest CPR 
of 90.2% and the most popular methods used were IUD 
(49.7% of all methods) and female sterilisation (34.5% of 
all methods). Male sterilisation (7.42% of all methods) is 



50

also high in China. India, an equally populous country, has 
a CPR of 56.3% although female sterilisation is highest in 
India within this region – 66.25% of all methods. Thailand 
has the third highest rates of female sterilisation, 34.26% 
of all methods. Nepal also has a large proportion of 
sterilisation – female sterilisation comprising 37.91% of 
all methods and the highest rates in the region of male 
sterilisation 13.1% of all methods. 

In countries that strongly implement population control 
policies such as China and India, permanent methods 
and long-term methods such as sterilisation and IUDs 
are favoured. Targets for permanent methods in all four 
countries are women.

Pill users form more than 50% of all contraceptive users 
in Bangladesh; and more than 40% in Lao PDR and 
Thailand. Injectables users number more than half of all 
users in Indonesia.

We found it notable, when looking at CPR, that as fertility 
rates keep dropping, women shoulder the burden 
for contraception as almost all methods target only 
women. This means that the burden of suffering from 
side-effects also falls on women. Male involvement, as 
equal partners, in decision-making on reproduction as 
stipulated in the ICPD PoA seems to have had limited 
headway in all 12 countries in the past 15 years.

 Male contraception as % of total contraceptioniv 

Table 12:  Male contraception as percentage of total contraception

Name of Country Condom users as proportion of all 
contraceptive users

Male Sterilisation users as proportion of all 
contraceptive users

Bangladesh 8.06 1.25

Cambodia 7.25 0.25

China 5.76 7.42

India 9.26 1.77

Indonesia 1.49 0.6

Lao PDR 2.08

Malaysia 9.72

Nepal 10 13.1

Pakistan 22.97 0.33

Philippines 3.88 0.2

Thailand 1.95 1.39

Vietnam 7.38 0.63

Source:  Country Demographic & Health Survey(s). Bangladesh DHS: 1993-4, 1999-2000, 2007; India DHS: 1992-93, 1998-99, 2005-6; Nepal: 

1996, 2001, 2006; Pakistan: 1990-91, 2006-7. Cambodia DHS: 2005, 2000, 1998; Indonesia DHS: 2007, 2002, 1997; Philippines DHS: 

1993, 1998, 2003; Vietnam: 1997, 2002, 2005 Lao PDR Reproductive Health Survey 2006 World Contraceptive Use 2007: China; 

Malaysia; Philippines; Thailand
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Male contraception methods mainly comprise condom 
usage and male sterilisation. Table 12 shows that the 
rates for male contraception are abysmally low in all 12 
countries. Although it is crystal clear that when ranking 
contraceptives according to their ability to protect against 
infection, condoms are the safer choice and are the only 
method which provides dual protection, 17 condom usage 
continues to be low in all 12 countries. 

Condom usage is highest in Pakistan (22.97% of all 
contraceptive methods); stands at around 9-10% of 
all contraceptive methods in Nepal, Malaysia and India; 
and is lowest in Indonesia, Thailand, Lao PDR and 
the Philippines. 

Although Pakistan has a very low CPR rate, it is surprising 
to note that condom usage in Pakistan, forms 22.97% of 
all contraceptive methods.

In Cambodia, despite increasing HIV prevalence in 
new infections among husband-wife/ intimate partners 
(husband-to-wife-transmission is the main route of HIV 
transmission, causing two-fifths of new infections) use of 
male condom stands at 7.25% among all contraceptive 
methods. 18 In Cambodia, condom use between husband 
and wife is culturally viewed as implying mistrust and 
makes it difficult for the propagation and popularisation of 
the method, although it is much needed. 

In Lao PDR, condom usage contributes just 2.08% overall 
of all modern methods. 19 In Thailand, the figure is even 
lower – 1.95% among all contraceptive methods. 

In the Philippines, surveys showed that men object 
to their spouses practising family planning, and very 
few of them use condoms, or take the responsibility 
of contraception. They also tend to prefer having more 
children, unlike the vast majority of married women (81 
%) who wanted either to space their next birth or to limit 
childbearing altogether.” 20

Male sterilisation is highest in Nepal and in China, and in 
all other countries forms a negligible number. In Thailand, 
male sterilisation is low despite government attempts to 
promote male contraception by providing vasectomies 
free of charge at government hospitals. 21 

In all 12 countries male contraception is at appallingly low 
rates, and is nowhere near the desired ideal of having 
both men and women sharing equal responsibility over 
sexual and reproductive health decisions as couples. 

Contraceptive use: Informed choicev 

Informed choice of family planning methods is an 
important rights indicator. However it has not been 
commonly regarded as an important aspect of the service 
provided with the contraception method. Informed 
choice includes: information on the full range of methods 
including traditional and male methods; information on 
side-effects of all methods and the appropriate course 
of action; and information on the efficacy of each of 
the methods. However, data are not available for many 
countries for this indicator.

Information on the full range of methods was not 
commonly disseminated. In India, “less than 30 % were 
ever informed about other types of family planning 
methods,” 22 India and in Pakistan, only “38% of users 
were informed of other methods available.” 23

Information on side-effects and appropriate courses 
or action was given to few users. In India “only about 
one-third of modern contraceptive users were informed 
about the side effects or problems of their method, 
and only one-quarter were told what to do about side 
effects,” 24 while in Nepal “56% of current users were 
informed about side effects and problems of methods 
used, [and] 51% of the users were informed about what 
to do if they experienced side effects” 25 and in Pakistan 
“33% of modern method users were informed about the 
side effects or problems of the method and 29% were 
informed about what to do if they experienced 
side effects.” 26

Information on the efficacy of all the methods seems 
to be missing with the exception of information on the 
permanent effects of sterilisation which was given to 
81% of women undergoing sterilisation in Nepal. 27

Method of contraception is also a factor in the provision 
of information to users. In Pakistan, it was noted that 
“IUD users are more likely than users of other methods 
to be informed about side effects, what to do if they 
experience side effects, and about other methods 
available. These data imply that there is considerable 
room for improvement in terms of providing women with 
information about family planning methods.” 28 In India, 
however, it was noted that “IUD users were most likely to 
be provided with each of the three types of information 
and users of female sterilization were least likely to be 
provided with this information.” 29 
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BOX 7:

SPOTLIGHT ON CONTRACEPTION 
IN CAMBODIA

Cambodia has seen a significant rise in contraceptive 
prevalence rate (CPR) from 7% in 1995 to 27.2% in 
2005 (CDHS 2005). A third of married women report 
one or more unplanned pregnancies, and 25% report 
an unmet need for family planning (CDHS 2005). 

A 2009 study of the Reproductive Health Association 
of Cambodia (RHAC) explores the barriers to 
contraceptive use, which could explain the lack 
of widespread contraceptive use in the country. 
Focus group discussions and in-depth interviews 
conducted in two villages in Siem Reap and Takeo 
provinces revealed that there are no obvious barriers 
to contraceptive uptake due to accessibility or 
affordability. Rather, fear of complications and side 
effects is revealed to be the major factor behind 
non-use or discontinuation. The main misconception 
affecting women’s decision-making around 
contraception is the perceived risk of infertility. Other 
purported side effects cited by study participants 
include health concerns such as cancer, irregular 
bleeding, weakness, vaginal bleeding, paralysis and 
even death. These misconceptions are gleaned from 
experiences by relatives and neighbours, and are 
passed on by husbands, older relatives, neighbours 
and key figures in the community. Disturbingly, 
there were some instances of the health workers 
themselves having limited knowledge on the pros 
and cons of modern contraceptive methods, and 
propagating misconceptions of contraception causing 
infertility. Another key finding from this study is that 
decisions on women’s contraceptive use are largely 
made by husbands and older family members, 
particularly among younger women and those who 
have not had children yet.

Interestingly, a closer examination of these concerns 
reveals two underlying reasons for discontinuation 
or non-use of contraceptives. On the one hand 
lies the financial costs of dealing with the host of 
health concerns brought on by use of contraceptive 
methods, and people’s anticipated difficulty with 
coping with these. On the other hand, equally 
powerful, are the attached social costs to infertility, 
perceived to one of the most persistent side effects 

of contraceptive use. In Cambodia, fertility is seen as 
a vital attribute of femininity; infertility will thus lead to 
a woman’s loss of status in society and in the family, 
and is feared to cause marital conflict, extramarital 
relationships and divorce. 

Two major challenges then are to ensure that 
health providers and workers are given continued 
education to ensure quality services and meet 
the need for counselling and follow-up in health 
facilities, as well as to conduct a public education 
and mass media campaigns. These are needed to 
correct misconceptions and address concerns about 
contraceptives and their side effects, and to instil 
confidence in the effectiveness and safety of modern 
contraceptive methods. It is also critical that men and 
influential persons are targeted by family planning 
programmes. Addressing social inequities such as 
poverty and gender issues is also a key concern, 
the latter particularly to ensure that women become 
empowered to make decisions about their bodies, 
and change Cambodian society’s view and valuation 
of woman beyond their capacity to bear children. 
Additional research should also be conducted 
to further investigate the barriers to access and 
preferences of men and women among different age 
groups. 

The study also showed that the costs of improved 
contraceptive counselling and provision—calculated 
at a gradual increase of the annual budget for 
reproductive and sexual health to USD27.4 million in 
2015—are, with political will, not out of the financial 
reach. The national HIV and AIDS programme, for 
example, expended USD46.3 million in 2006, USD6 
million of which came from the national government. 
A final recommendation of the study then is that 
development partners and the government should 
meet these funding needs to support the above 
interventions, and assure continued availability of 
contraceptive supplies, among other sexual and 
reproductive health and rights initiatives.

The study, titled Barriers to Contraceptive Use in Cambodia, was 

conducted by RHAC as part of the ICPD+15 Monitoring, Research 

and Advocacy Project coordinated by ARROW in 12 Asian countries.
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Informed choice, in India is noted as being consistently 
higher in urban areas, and is somewhat more common 
in private than in public medical facilities. 30 

Providers’ biases appear to affect the availability of 
information to users in Vietnam: “Providers’ biases in 
favour of IUDs were often evident, with other methods 
mentioned only if a client did not want to use an IUD. 
Many clients felt that they had not received sufficient 
information about contraception and were eager to ask 
questions to the assessment team members interviewing 
them.” 31 And in Thailand: “in some cases, women’s 
choices have been found to be steered by the health 
personnel involved in distributing the contraceptives or 
determined by the method being campaigned by the 
Government at that time.” 32

 

Recent research in Vietnam also shows that low quality 
of family planning counselling and also post-abortion 
counselling has limited the choice of women and 
couples. 33,34

Unmet Need for Contraceptionvi 

Table 13:  Unmet need for contraception 
1995/ 2000/ 2005

Name of Country Unmet need

1995 2000 2005

Bangladesh 19.4 15.3 17.4

Cambodia 32.6 25.1

China

India 19.5 15.8 12.8

Indonesia 9.2 8.6

Lao PDR 27.3

Malaysia

Nepal 31.4 27.8 24.6

Pakistan 28.0 24.9

Philippines 20 17.3

Thailand

Vietnam 4.8

Source:  Country Demographic & Health Survey(s). Bangladesh DHS: 

1993-4, 1999-2000, 2007; India DHS: 1992-93, 1998-99, 

2005-6; Nepal: 1996, 2001, 2006; Pakistan: 1990-91, 2006-7. 

Cambodia DHS: 2005, 2000, 1998; Indonesia DHS: 2007, 

2002, 1997; Philippines DHS: 1993, 1998, 2003; Vietnam: 

1997, 2002, 2005Thailand UNDP HDR: 1995, 2000, 2007-8

The accepted definition of “[u]nmet need for 
contraception is the percentage of fertile, married 
women of reproductive age who do not want to 
become pregnant and are not using contraception.” 35, 
The concept of unmet need is an important one because 
it assesses the ‘need’ for contraception based on 
whether and when a woman wants a child or another 
one rather than focusing on government limits on family 
size. The limitation, currently, is that the DHS calculates 
unmet need based on a sample of married, heterosexual 
women and not single, unmarried women and this 
does not accurately capture the extent of unmet need 
in a country (except in the Philippines and Cambodia). 
Another limitation is that it assumes all users as having 
their need ‘met.’ But many women may be using a 
contraceptive method not of their choice due to provider 
bias or government policy as earlier discussed and this 
constitutes an ‘unmet need’ too. It is also important to 
keep in mind that contraception is primarily focused 
on pregnancy prevention. There is also an urgent 
unmet need for disease/infection prevention which 
is not being considered. 

Nevertheless, it is still useful to look at these numbers.

Table 13 shows that unmet need has been declining in 
all countries, where data are available. Unmet need is 
highest in Lao PDR, followed by Cambodia, Pakistan and 
Nepal. Unmet need is lowest in Vietnam and Indonesia.

Differentials of wealth, area of residence, age and 
education are all important correlations to unmet need.

Unmet need is lowest among wealthy women in 
Bangladesh 36 and in India: “Unmet need for both 
spacing and limiting decreases with an increase in 
wealth quintiles.” 37

Unmet need is higher in women living in rural as 
compared urban areas in Pakistan, 38 India 39 and 
Lao PDR. 40 Even in Vietnam which has a high CPR, 
unmet need is higher for women living in the more 
remote areas in of the country: unmet need is “highest 
among women in the Central Highlands (12.3%). It is 
lowest among women in the Red River Delta (3%) and 
the Mekong River Delta (4%).” 41

Unmet need is also highest among the youngest age 
group of women (15-19 years) in Vietnam. 42
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Unmet need for spacing purposes is higher among 
younger women in Pakistan 43 and India, 44 while unmet 
need for limiting births is higher among older women 
in Pakistan. 45

Unmet need is lowest among women with the most 
education and does not vary much among those with 
lower levels of education in Bangladesh. 46

In Cambodia, unmet need is almost uniform across all 
age groups and total unmet need is 25%. 47

One of the most common reasons given by married 
women with an unmet need for not using contraception 
is associated with the supply of methods and services 

and within this category, concerns about the side effects, 
health consequences and inconvenience of methods 
were the most prominent reasons. The prevalence 
of these concerns is particularly high in South and 
Southeast Asia. 48

If most unmet need is caused by women’s concerns 
about side effects, health consequences and 
inconvenience of methods of contraception, it is also 
important to look closely at other reasons for non-use 
of contraception.

Non-use of contraception vii 

Table 14: Reasons for non-use of Contraception

Name of 
Country

Fertility 
related

Fatalism Opposition 
to use

Respondent 
opposed

Husband 
opposed

Others 
opposed

Religious 
prohibition

Lack of 
knowledge

Method 
related

Health 
concerns

Fear 
of side 

effects

Bangladesh 74 14.6 8.3 5.3 3.0 0 3.8 0.3 1.7 3.7

Cambodia

China 46.6 2.0 1.2 0.6 0.2 0.1 0.7 42.1 35.8 4.0

india 5.9 5.5 4.4 0.3 5.0 0.4 5.0 4.3

indonesia
1997

19.9 7.0 8.2 0.1 0.5 0.2 11.3 11.9

Lao PDR 
2005

2.1 1.6 9.7 0.2 11.8

malaysia

nepal 65.4 1.2 11.9 0.6 3.2 0.3 6.6 0.7 17.3 6.8 10.0

Pakistan 
2006

7.7 9.9 0.4 28.4
(+5.0)
(fate)

0.8 3.6 5.4

Philippines 
2003

42.9 0.9 19.7 8.8 3.7 0.1 6.2 0.3 32.5 14.3 14.2

Thailand 

Vietnam 17.2 0.5 2.0 1.9 6.7 2.9

Source:  Country Demographic & Health Survey(s). Bangladesh DHS: 1993-4, 1999-2000, 2007; India DHS: 1992-93, 1998-99, 2005-6; Nepal: 

1996, 2001, 2006; Pakistan: 1990-91, 2006-7. Cambodia DHS: 2005, 2000, 1998; Indonesia DHS: 2007, 2002, 1997; Philippines DHS: 

1993, 1998, 2003; Vietnam: 1997, 2002, 2005 Lao PDR Reproductive Health Survey 2005.
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Table 14 shows many different aspects that result in 
non-use of contraception. The fertility-related reasons 
are highest in all countries but these numbers include 
women who do not want to use contraception because 
they do not need to: because they are not having sex, 
having infrequent sex, are menopausal, are infecund, 
or are post-partum amenorrhic; or because they want 
to have children. 

The issues around non-use of contraception for women 
who need to use contraception are very real. 

A key issue that emerges for women in Indonesia, is 
that fertility is still seen as something ‘fate’ deals out 
rather than a matter of exercising choice. This is also 
true in Pakistan although, here, fate is seen as 
something dealt by god (5%). 
 
Religious opposition on use of contraception is a 
decisive factor in shaping contraceptive behaviour (or 
rather lack of it) in Pakistan, a Muslim country, (28.4 
+ 5%). In the Philippines, a Catholic country, religious 
opposition is a much smaller factor than would be 
normally assumed (6.2%).

Opposition to contraceptive use by husband is a key 
factor in Lao PDR, Pakistan and Indonesia.

In Cambodia and in the Philippines, method related 
reasons rank highly for non-use of contraception and, 
in both countries, health concerns about the methods 
are the primary reason. Similar concerns are mirrored 
in Indonesia and Lao PDR. Hence it is imperative to 
recognise that concerns about methods and concerns 
about fertility are important: “Uncertainty about the 
consequences of interfering with fertility is probably 
ages old and not easily dispelled.” 49

Summary

In all countries, women with lower or no education, poor 
women, women who lived in remote, hard-to-reach 
areas had less access to contraception and hence, 
less control over their fertility in comparison to their 
educated, wealthier, urban counterparts. Socio-economic 
inequities are closely inter-linked with higher rates of 
unintended births and it is important to ensure access to 
contraception to all groups of women.

There is much progress to be made in improving 
women’s access to contraception and usage. 
Contraception still seems to be driven by population 
policies rather than women’s empowerment.

Informed choice on contraception methods and side-
effects have not been emphasised in service provision 
and hence have been very poorly provided in all countries. 
However, this is most probably the one factor that would 
be able address the causes of unmet need such as 
concerns about side effects, health consequences and 
inconvenience of methods of contraception as well as 
non-use of contraception due to opposition. 

Across all 12 countries, it is important to consider the 
effect that migration has on fertility reduction, although 
it has not been extensively documented within the DHS, 
even from Indonesia, the Philippines and Bangladesh 
which are prime suppliers of large numbers of migrant 
workers. In Nepal, it has been documented that “[f]ertility 
reduction [is] also influenced by internal and external 
displacement of people due to political insurgency as 
well as migration…” 50

Across all the countries, the low numbers of both male 
sterilisation and of condom use reflect the gender power 
imbalance in negotiating the responsibility of bearing 
the burden of both pregnancy prevention and disease 
prevention. Cultural and gender norms about roles and 
values of men and women in sexual relationships and 
perceptions about male and female sexuality all play a 
key role in these low rates. It may also be important to 
remember that DHS deal with married women (except in 
the Philippines and Cambodia), and condom use within 
a marriage may also signify a lack of trust between 
partners, and hence, has a different value associated with 
it in the responses that women may have given to their 
surveyors. 



56

BOX 8:

SPOTLIGHT ON MIGRANT 
WOMEN’S ACCESS TO RH 
SERVICES IN CHINA

Three studies carried out on migrant women in China 
and their access to reproductive health care needs and 
services, in Hei Longjiang, Shanghai and Beijing, reveal 
multiple barriers to realise migrant women’s SRHR 
needs. These obstacles include lack of policies, poor 
availability of public reproductive health services and 
financial resources.

The first study carried out by the Hei Longjiang 
Women’s Federation found that, among the rural, 
migrant, married and non-married, women workers 
aged 18-50 in the city of Harbin, 46% of females and 
45% of unmarried migrant women did not know of any 
contraceptive method. Further to this, about 70.7% of 
these women have never received free contraceptive 
information from communities and working places, 
while 75.3% have never received free contraceptive 
methods from communities or working places. The 
sample size for the study was 1,108 respondents from 
13 enterprises in city of Harbin.
 
The second study, carried out by Shanghai Women’s 
Health Institute on maternal health care utilisation of 
migrant women, reveals that increasing number of 
migrant women are becoming pregnant and most of 
the maternal deaths in Shanghai are that of migrant 
women. While the government made efforts to 
improve maternal health services by setting up low-
cost maternity hospitals for migrant women, much 
remains to be done. Obstetric human resources are 
insufficient in some districts, and most of the migrant 
women who participated in the study knew very little 
about government policies. Those who did utilise the 
public hospitals, however, found it cheaper, safer and 
more accessible.

The third study, carried out by the Centre for Beijing 
Women’s Law Studies and Legal Aid, on policy 
recommendations for migrant women in Beijing, 
reveals lack of awareness of community services such 
as free condoms and gynecological examinations 
among the migrants. Furthermore, migrants are 
discriminated against in government healthcare 
policies and services. Since migrant women are not 

considered as residents, they face discriminatory 
practices such as lack of access to the free annual 
screen on breast cancer and cervical cancer organised 
by the Beijing government, lack of  subsidies for poor, 
pregnant women provided by the Beijing government, 
and an inequitable social security system (only 18% 
of migrant women have medical insurance and the 
insurance for personal injury at work, while only 
3.6% has reproductive insurance) among others. 
Other concerns identified by the study include the 
lack of a good public healthcare system, the lack of 
transparency and of a monitoring system for budget 
used in migrants’ vocational training programmes and 
reproductive health check-ups, non-accessibility of the 
government database system for NGOs, and lack of 
gender- and group-disaggregated data.

The fourth monitoring study on fifteen years of 
ICPD implementation carried out by Yunnan Health 
and Development Research Association (YHDRA) 
resonates with the findings of the studies above. It 
additionally notes that the public policies of existing 
urban areas fail to accommodate the provision of 
social services to migrant populations. Two different 
health insurance systems for rural and urban areas 
prevent the masses of rural migrants from accessing 
the same reproductive health care services as urban 
residents. While the New Rural Cooperative Health 
Scheme covers a wide range of rural communities, 
villagers who become migrant workers are not able 
to benefit from the Scheme unless they return to 
their home villages. Recently, the Government has 
proposed to develop a reproductive insurance system 
for all, including the migrant workers. 

In cities, some reproductive health services by public 
service institutions are reserved for urban residents, 
while other services are prohibitively expensive and 
barely accessible for many migrants, especially rural 
migrant workers. In fact, it remains difficult for rural 
migrant workers to obtain free contraceptive services 
or cheaper services such as health education, 
prenatal and postpartum care, RTIs screening, 
diagnosis and treatment. 

The YRHDA monitoring study also points to migrant 
people’s lack of awareness of their own reproductive 
health rights, as psychosocial and socio-cultural 
conditions prevent them from seeking reproductive 
health services. The situation is further degraded 
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There is a need to distinguish between maternal death 
and maternal health because a woman’s health status 
does not a guarantee that she will have a risk-free 
delivery. Improvements in maternal health, though 
important in and of themselves, will not necessarily 
be accompanied by reductions in maternal mortality. 
Conversely, the strategies needed to reduce maternal 
mortality – increased access to emergency obstetric 
care (EmOC) during pregnancy and childbirth – will not 
improve maternal health and need to be complemented 
by efforts to address women’s well-being. This distinction 
has significant implications on setting priorities, framing 
strategies, designing programs, and on choosing 
indicators to use for monitoring and evaluation. And it has 
significant repercussions on the allocation of financial, 
human, and technological resources.

Diagram 2.  Maternal health is different from 
maternal mortality. 51

by migrant people’s lack of access to information 
about public services, as well as poor communication 
and misunderstanding between them and service 
providers. 

In this context, improving the provision of sexual and 
reproductive health services to migrants requires the 
undertaking of multiple simultaneous initiatives. The 
Hei Longjiang study recommends, for example, that 
the government build up reproductive health service 
networks at the community level, to promote access 
to reproductive health care services. It also urges the 
government, together with reproductive health care 
institutions, other health care organisations and labour 
rights protection departments, to establish women’s 
healthcare consulting departments in migrant 
women’s working places to conduct health education, 
consultation and other services. The Shanghai study 
recommends community-based surveillance to 
cover at least 90% migrant pregnant women, and 
financial reimbursement to hospitals for managing 
deliveries. It also urges the governments to increase 
the number of obstetric workers, and to strengthen 
the capacities in service provision. Meanwhile, the 
Beijing study calls for providing more opportunities 
for vocational trainings to migrant women and 
implementation of the current policy, provision of equal 
reproductive insurance to migrant women, provision 
of an accessible and affordable public health care 
system, provision of an equitable educational system 
for migrant’s children, provision of an accessible data 
system, and a transparent and monitored budget 
system for public. 

The spotlight summarises three migrant women SRHR case studies 

and one monitoring study on 15 years of ICPD implementation. These 

are A Quantitative Study on Migrant Women Workers’ Reproductive 

Health Care Needs and Services by the Department of Women’s 

Rights, Hei Longjiang Women’s Federation; Maternal Health Care 

Utilisation of Migrant Women in Shanghai by the Shanghai Women’s 

Health  Institute; Primary Analysis and Policy Recommendations on 

Beijing Migrant Women’s SRHR by  the Centre for Beijing Women’s 

Law Studies and Legal Aid, Beijing; and Monitoring 15 Years of ICPD 

Implementation China Country Report 2009 by YHDRA. These studies 

were conducted as part of the ICPD+15 Monitoring Research and 

Advocacy Project coordinated by ARROW in 12 Asian countries.

 PREGNANCY & II 
CHILDBIRTH –  
RELATED 
MORTALITY 
AND MORBIDITY

In this section we will deal with 
indicators relating to prevention 
of maternal deaths, promotion 
of maternal health and maternal 
morbidities. 

Maternal 
Mortality

Maternal
Health
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All pregnant women are at risk of developing 
complications at any time during pregnancy, at delivery, 
or in the postpartum period. Therefore, they should have 
access to EmOC, a package of critical health services 
which when provided immediately and competently 
can save women’s lives.

Maternal health, on the other hand, refers to a woman’s 
overall physical, mental, and emotional health and well-
being during and before pregnancy. A woman’s health 
status does not have a significant bearing on whether or 
not she dies during or after childbirth. What is crucial is 
her ability to reach and be treated in a health facility that is 
able to provide life-saving EmOC. 

 PREVENTION OF MATERNAL DEATHSIIA 

Measurements of maternal mortalityi 

The ICPD POA urges that countries, with intermediate 
levels of MMR, should aim to reduce their MMR to 
100 per 100,000 live births. All countries should also 
aim reduce maternal morbidity and mortality to levels 
where they no longer constitute a public health problem, 
keeping in mind that disparities in maternal mortality 
within countries and between geographical regions, 
socio-economic and ethnic groups should be narrowed.

Maternal Mortality Ratio

According to the 2005 WHO/UNICEF/UNFPA maternal 
mortality estimates, of the 12 countries with the 
exception of Malaysia and China, none have reduced 
the MMR below 75 per 100, 000 live births. Neither have 
they reduced the maternal morbidity and mortality to 
levels where these no longer constitute a public health 
problem (see Table 15). Although these estimates have 
wide confidence intervals, and are imprecise, they 

draw attention to the existence and like dimensions 
of maternal mortality and are indicative of orders of 
magnitude. 53It is also important to highlight that MMR 
estimates at national level do not capture the large inter-
state and regional variations within the countries. For 
example in India, in the states of Uttar Pradesh, Bihar, 
Jharkhand, Orissa, Madhya Pradesh and Rajasthan the 
MMR is much higher than the national MMR. In China, in 
the western provinces, the MMR is significantly higher 
than the national estimates. 

Great disparities exist in China with regards to maternal 
and child mortality between urban and rural areas, 
between and within different regions, with rural type IV 
and rural type III areas experiencing 2 to 5 times higher 
levels than urban areas. Rural type II and III areas account 
for over 70% of all maternal and child deaths in China. 
Thus China has strategized to focus on rural type II and III 
and type IV areas, to ensure a successful and sustainable 
reduction of maternal mortality, as well as to increase 
equity in access to services. 57

In this section we will focus on the aspect of the prevention of maternal 
deaths and examine measurements of maternal mortality such as 
the maternal mortality ratio(MMR), lifetime risk of maternal death, 
and interventions to prevent maternal deaths such as EmOC, skilled 
attendants at birth and post-partum care.

A maternal death is “the death of a woman while 
pregnant or within 42 days of termination of pregnancy, 
irrespective of the duration or site of the pregnancy, from 
any cause related to or aggravated by the pregnancy or 
its management, but not from accidental causes.” 52

The direct causes of maternal deaths worldwide are 
haemorrhage, sepsis, obstructed labour, pre-eclampsia 
and eclampsia or the hypertensive disorders of 
pregnancy, and complications of unsafe abortion. 
The most important fact about maternal deaths is that 
these complications cannot be predicted or prevented, 
except those resulting from unsafe induced abortion.
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Table 15:  Maternal Deaths per 100,000 live births (MMR) based on estimates developed by WHO, UNICEF, UNFPA 
from 1995, 2000, 2005; whether ICPD targets have been achieved; and lifetime risk of maternal death 2005

Country 1995 54 2000 55 2005 56 ICPD targets for 
2005 met?

Lifetime risk of 
maternal death: 

1 in …
(2005)

Bangladesh 596 380 570 No 51

Cambodia 590 450 540 No 48

China 62 56 45 Yes 1 300

India 437 540 450 No 70

Indonesia 472 230 420 No 97

Lao PDR 653 650 660 No 33

Malaysia 39 41 62 Yes 560

Nepal 826 740 830 No 31

Pakistan 201 500 320 No 74

Philippines 238 200 230 No 140

Thailand 44 44 110 No 500

Vietnam 96 130 150 No 280

Source: Maternal Mortality Estimates 1995, 2000, 2005 WHO, UNICEF, UNFPA 

This is also true in Vietnam. In 2003 a Ministry of Health 
survey on maternal mortality for the year 2001 defined a 
ratio of 45 per 100,000 live births in Binh Duong province 
(close to Ho Chi Minh City), compared with 162 in Quang 
Tri (Central) and 411 in Cao Bang (Northern Mountains), 
with a national figure of 165 per 100,000 live births 
(UNFPA 2007).

Lifetime risk of maternal death

Another critical indicator is lifetime risk of maternal death. 
This is the function of both the likelihood of surviving 
a single pregnancy and the number of pregnancies 
an average woman has. It is indicative of inequity and 
women’s inability to access life saving obstetric services. 
For instance in the Lao PDR, the lifetime risk of maternal 
death is 1 in 33, with as many as one woman in 33 facing 

the risk of maternal death in the course of her lifetime. In 
contrast in Malaysia, the lifetime risk is one in 560 58 and 
in China, the lifetime risk is one in 1300.

To reduce the lifetime risk, efforts are being directed 
towards lowering the number of pregnancies, or 
improving the chances of survival among pregnant 
women. Contraceptive and family planning methods 
reduce the number of maternal deaths.
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Interventions to prevent maternal deathsii 

EmOC

Diagram 3: EmOC is key to maternal mortality reduction

 Emergency Obstetric care is  
 recognised as key to maternal  
 mortality reduction

Source: World Bank, 2003
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The provision of EmOC is the core component of any 
programme to reduce maternal deaths. A health facility 
that provides administration of antibiotics, oxytoxics, and 
anticonvulsants, manual removal of placenta or other 
retained products of pregnancy, and an assisted vaginal 
delivery is considered a Basic EmOC facility. A health 
facility that provided all the six interventions of the Basic 
EmOC, and caesarean section and safe blood transfusion 
facilities is considered a Comprehensive EmOC facility. 59 

WHO, UNICEF, and UNFPA, issued the guidelines for 
the monitoring and availability of EmOC in 1997. These 
guidelines introduced a set of six process indicators to 
monitor obstetric services. The UN process indicators, as 
they are widely known are based on the understanding 
that to prevent maternal deaths basic and comprehensive 
EmOC must be available to women who need them. 60

The UN process indicators (see Table XIV in the annex 
of tables) were only introduced in countries in 1999 and 
this explains the paucity of data on EmOC. To measure 
availability of EmOC in countries, the indicator we are 
employing in this review is the first UN indicator: the 
number of EmOC Services available and the minimum 
recommended level of one comprehensive EmOC facility 
for every 500,000 people and of four Basic EmOC for 
every 500,00 people. 

Paxton’s study delineates the extent to which 
recommended levels of EmOC service were available in 
four of the 12 countries, between 1999 and 2003: Of the 
157 facilities surveyed in Nepal between 1999-2000, 18% 
had fiveEmOC facilities per 500,000 population, including 
both private and public facilities; of the 710 facilities 
surveyed in Bangladesh, in 1999, 35% had five EmOC 
facilities per 500,000 population, including both private 
and public facilities; of the 82 facilities surveyed 
in India , in 2000, 36% had five EmOC facilities per 
500,000 population, and of the 70 facilities surveyed 
in Pakistan in 1999, 45% had five EmOC facilities per 
500,000 population. 61

Further, an assessment study carried out to evaluate the 
Nepal Safer Motherhood Project1997-2004, showed that 
challenges to improving the emergency obstetric care 
lay in the sustained functioning of the health system, 
in major shortages of skilled professionals, and in the 
availability of blood, and administration of anaesthesia. 62

Another study carried out in Pakistan’s Punjab and 
Northwest Frontier Province (NWFP), concluded that 



61

Punjab and NWFP have not satisfied the UN process 
indicators recommendations of one comprehensive and 
four basic EmOC facilities per 500,000 population. 63 In 
the selected districts in Punjab, at least 212 basic and 53 
comprehensive facilities would be required to meet the 
UN recommendation to provide EmOC services. Similarly 
in the selected districts in NWFP, 64 basic and 16 
comprehensive facilities would be required. It was found 
that in Punjab only 16 (or 7.5% of the recommended 
number) and in NWFP only 6 (or 9.3%) health facilities 
provided the recommended basic EmOC services. No 
district had the recommended minimum basic EmOC 
facilities. Similarly, in Punjab only 31 (58.4%) and in NWFP 
only 6 (37.5%) health facilities provided comprehensive 
EmOC. Only two districts (Bahawalpur and Khanewal) 
met the recommended minimum comprehensive EmOC 
facilities. Combined data from both provinces show that 
there were 0.33 basic EmOC and 0.56 comprehensive 
EmOC facilities for 500,000 population, far below 
the minimums (4 and 1, respectively) recommended 
by the UN. 64

In Matlab, Bangladesh, it was concluded in a study by 
Ronsmans, that when emergency obstetric services 
are close (less than 2 hrs travel time), maternal mortality 
was reduced to the same degree as in programme areas 
with midwives posted in health centres with transport to 
EmOC care. 

A cohort study in Maharastra, India by McCord, concluded 
that EmOC was “effective in preventing maternal deaths 
in area[s] with high rates of home deliveries(85%); 79% 
of women with obstetric complications self-referred to a 
hospital, even though all deliveries began at home.” 65

One other study carried out by Save the Children/USA 
and the Ministry of Health in Vietnam between 2001 
and 2004 was intended to improve the availability of 
access to and the quality and utilisation of emergency 
obstetric care services in district and provincial hospitals 
in two provinces in Vietnam. The “project improved the 
functional capacity of three provincial and one district 
hospitals providing comprehensive EmOC services, and 
upgraded one district hospital providing basic EmOC 
into comprehensive EmOC facility through training, 
infrastructure and quality improvement. Results of 
the project showed that more women used the health 
facilities and their conditions were managed.” 66

Amongst the reasons cited for Thailand’s success in 
reducing maternal mortality are long term investment 

in midwifery training, referral hospitals and systems 
for management of obstetric complications. 67 Also 
amongst the reasons cited for Malaysia’s success 
in reducing maternal mortality was “upgrading the 
quality of essential obstetric care in district hospitals;…
streamlining and improving the efficiency of referral and 
feedback systems;… and increasing the capacity and 
skills of professionals and paramedical staff in managing 
pregnancy and delivery complications.” 68

Skilled Attendants at Birth

A skilled attendant, according to WHO, refers to “an 
accredited health professional-such as a midwife, 
doctor or nurse- who has been educated and trained 
to proficiency in the skills needed to manage normal 
(uncomplicated) pregnancies, childbirth and the 
immediate postnatal period, and in the identification, 
management and referral of complications in women 
and newborns.” Traditional Birth attendants (TBA) either 
trained or untrained are excluded from the category of 
skilled health workers. 

It was agreed at the ICPD, that all births should be 
assisted by trained persons, preferably nurses and 
midwives, but at least by trained birth attendants. 69

Based on the data available, except for China (97.8%), 
Malaysia (100%), Thailand (97.2%), and Vietnam (87.7%), 
the other eight countries have not achieved the ICPD goal 
of skilled attendance at birth. 70

Global and country studies on skilled attendants showed 
that the overall effectiveness of skilled attendants 
depends on their access to a functioning health system. 

Trend analysis on maternal deaths in Malaysia and 
Sri Lanka (although this country does not number 
among the 12 under review), for instance, showed 
that professionalization of midwifery and increased 
percentage of births with a skilled attendant, backed 
by facilities providing EmOC, was associated with 
declining MMR. 71

In a study carried out in two health centres located in the 
interior rural areas of southern Rajasthan, northern India, 
trained nurse-midwives provide skilled maternal and new 
born care round the clock daily. They detect and manage 
complications and decide when to refer women to the 
nearest hospital for emergency care, after consultations 
with a medical doctor. In the period between 2000-2008, 
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BOX 9:

SPOTLIGHT ON MATERNAL 
HEALTH IN LAOS

In Laos, a 2009 study among ethnic, rural women in 
Champasack and Khammouane provinces revealed 
that while a majority of pregnant women attended 
antenatal care (ANC), only few of them delivered 
in hospitals. 1 Most of the women reported being 
assisted only by their husbands and female relatives 
during delivery. 2

Delving into the reasons for these choices, the study 
found a host of factors at play, including gender 
relations, accessibility of healthcare services, socio-
economic reasons and traditional beliefs. Similar 
to other studies, while some participants did say 
decision on the place of delivery was made jointly by 
the couple, women often had very little say on the 
matter. The husband was cited as the main decision-
maker, with mothers, mothers-in-laws, other female 
relatives, neighbours, TBAs and healthcare providers 
cited as other influential people. This research also 
revealed that the other main reasons for home delivery 
were convenience and previous experience of home 
deliveries. Barriers often cited were distance of health 
facilities, lack of means of transportation and lack of 
money to pay for delivery, medicine, transportation 
and food. Cost was also cited as the main reason 
for not engaging traditional birth attendants, skilled 
or otherwise. Most women also reported that 
they delivered at home because the labour started 
prematurely, progressed quickly, or happened at night, 
making travel to the hospital difficult or unnecessary. 
Added to these, fear of poor quality of care—due to 
past negative experience with the staff or ineffective 
treatment, as well as lack of privacy and confidentiality 
in health facilities—and fear of some medical 
procedures such as episiotomy and sutures were 
given as reasons for choosing home delivery.

This research is the first to examine in-depth the 
influence of cultural beliefs on pregnancy, childbirth 
and puerperium (after delivery). In Laos, traditional 
beliefs related to childbirth are aimed to preserve the 
life and well being of a new mother and her baby. This 
is similar to the biomedical mode, but it differs in terms 
of both the immediate social context in which they 
act, and of the cultural values that they espouse. In 

Lao culture, childbearing is a normal event in women’s 
lives. A hospital delivery would have meant giving up 
familiar and valued traditional practices such as giving 
birth from a sitting position while holding on to a rope, 
and “mother roasting” (Yu Kam or Yu Fai, which entails 
a woman who has just given birth going through rituals 
and lying down on a bamboo bed with fire underneath 
it, believed to help her recover faster). It would also 
have meant losing the family’s psychological support 
during childbirth, since husbands and relatives are 
not allowed inside the delivery room. Women also 
said they were not comfortable with having male birth 
attendants, or with having many health staff present 
during delivery. 

The research thus underscored the need to empower 
women and educate men and relatives, to enable 
women to exercise their sexual and reproductive rights 
and make decisions about their body (including on 
sexual desire, ANC, delivery and PNC). It also showed 
the importance of a skilled workforce, and maternal 
and child health services that are accessible (in both 
distance and cost), that assure quality of care, and that 
take into consideration cultural beliefs and practices 
surrounding pregnancy and childbirth. 

The study, titled Cultural Beliefs and Traditional Rituals about 

Child Birth Practices in Lao PDR, was conducted by the Department 

of Postgraduate Studies and Research, University of Health Sciences, 

Ministry of Health, Lao PDR. It is part of the ICPD+15 Monitoring 

Research and Advocacy Project coordinated by ARROW in  

12 Asian countries.

 

1  This occurs within a national context where only 28.5% of 

women who have birth in the last five years received ANC and 

84.8% of childbirths in the last five years took place in homes 

(Lao Reproductive Health Survey, 2005).

2  Similarly, the Lao Reproductive Health Survey revealed that 

in the last 5 years, most births were delivered with assistance 

of relatives (63.4%) and traditional birth attendants (12.1%); 

health professionals assisted in only 18.5% of births. The 

difference between urban areas and rural areas is stark 

(health professionals delivered 63.2% of births in urban areas 

compared to 15.3% in rural areas with roads and 5.3 per cent in 

rural areas without roads).
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2771 women in labour were attended by nurse-midwives. 
Of these, 202 women had obstetric emergencies and 
were referred accordingly. Throughout the duration of this 
study, there was only one maternal death. The study thus 
concluded that trained nurse-midwives can significantly 
improve access to obstetric services. Their effectiveness, 
however, depends largely on the existence of functioning 
referral health system. 72

In the context of scarcity of skilled attendants, task 
shifting is an innovative measure to expand coverage 
to EmOC. For instance, in India in 2003 and Bangladesh 
in1993, the task of providing anaesthesia has been 
shifted to medical officers, who are given a training of 
18 weeks in India and 17 weeks in Bangladesh. This 
experiment showed that task shifting of anaesthesia 
services has been effective in expanding coverage and 
access to care in these two countries. 73

Table 16: Skilled health attendants at birth

Name of Country %skilled health 
worker (doctors, 

nurses, midwives 
and other cadres of 

health workers)

ICPD/ICPD+5 
targets for 2005 

met?(by 2005, 80% 
of births should be 
assisted by skilled 

attendants)

Bangladesh 20.1 (2006) no

Cambodia 43.8(2005) no

China 97.8 (2006) yes

India 46.6 (2005-06)* no

Indonesia 66.3**(2002-03) no

Lao PDR 19.4*** (2005) no

Malaysia 100 (2006) yes

Nepal 18.7 (2006) no

Pakistan 54(2005-06) no

Philippines 59.8 (2003) no

Thailand 97.2 **** 
(2005-06)

yes

Vietnam 87.7*****(2006) yes

*  includes “auxiliary nurse midwife, lady health visitors, other 

health professional” (1.1%)

** includes “village midwife” (20.3%)

*** includes “auxiliary midwife” (8.9%)

**** includes “auxiliary midwife” (0.3%)

***** includes “auxiliary midwife” (3.9%)

Source:  Proportion of Birth Attended by Skilled Health Worker 2008 

Updates (WHO, 2008)

Postpartum care

A large proportion of maternal deaths occur during the 24 
hours after delivery and hence postnatal care constitutes 
a critical safe pregnancy intervention. The first two days 
following delivery are critical for monitoring complications 
arising from the delivery. 

The single most common cause of maternal mortality is 
obstetric haemorrhage, generally occurring postpartum 
and accounting for 25—33% of all maternal deaths. The 
rate of death due to post partum haemorrhage (PPH) 
varies widely in the developing world. PPH-related 
mortality rates based on hospital studies are estimated 
to be 25—30% in India, and 43% in Indonesia. However, 
women who come to a hospital for care do not represent 
the general population of women. Because haemorrhage 
is more apt to occur and more difficult to treat in the 
community, studies have suggested higher rates of PPH-
related mortality in these areas, but there is comparatively 
little data available outside of a hospital setting. 74

Data from the DHS show that in Bangladesh, a mere 
21% of women received postpartum care within 2 days 
and had a non-institutional live birth in the five years 
preceding the survey. 75

In India, according to the 2006 National Family Health 
Survey, a majority of women (58 %) did not receive any 
postpartum check-up after their most recent birth. Only 
one-quarter of women (27 %) received a health check-
up in the first four hours after birth and 37 % received 
a health check-up within the critical first two days after 
delivery. The likelihood of a birth being followed by a 
postpartum check-up at all and within two days increases 
with the educational level of the mother and the 
household wealth index. 76 

According to the 2006 Pakistan Demographic Health 
Survey 2006, in the five years preceding the survey, 
“two-fifths (43 percent) of women received postnatal 
care for their last birth. More than one-fourth of women 
received postnatal care within four hours of delivery, [six] 
percent received care within the first 4-23 hours, [seven] 
percent of women received postnatal care two days 
after delivery, and [three] percent of women were seen 
3-41 days after delivery. Almost three out of five women 
reported that they did not have any postnatal checkup.” 77

According to the 2006 Nepal Demographic Health Survey, 
in the five years preceding the survey, one-third (33 %) of 
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Antenatal Care

WHO recommends a minimum of four antenatal visits 
based on a review of the effectiveness of different 
models of antenatal care. This takes into account 
important services like the treatment of hypertension 
to prevent eclampsia, tetanus immunization and 
micronutrient supplementation. The antenatal care 
coverage (at least four visits) is defined as the percentage 
of women aged 15-49 with a live birth in a given time 
period who received antenatal care four or more times 
with any provider (whether skilled or unskilled). 80

 PROMOTION OF MATERNAL HEALTHIIB 

Table 17: Antenatal care coverage in 12 countries

Name of Country Antenatal care 
coverage (%)

2000-2006
at least once

Antenatal care 
coverage (%)

2000-2006
at least four times

Bangladesh 48 16

Cambodia 69 27

China 90 –

India 74 51

Indonesia 92 81

Lao PDR 27 –

Malaysia 79 –

Nepal 44 29

Pakistan 36 14

Philippines 88 70

Thailand 98 –

Vietnam 91 29

Source:  UNICEF. (September 2008).Progress for Children, A Report 

Card on Maternal Mortality.

women received postnatal care for their last birth. One 
in five women received postnatal care within four hours 
of delivery, more than one in four (27 %) received care 
within the first 24 hours, and four percent of women were 
seen 1-2 days following delivery.

According to the 2007 Indonesia Demographic Health 
Survey (IDHS), “eight in ten women received postnatal 
care for their last delivery. 70 percent receiving 
PNC[postnatal care] within 2 days of delivery, [six] 
percent within 3-6 days after delivery, and [seven] 
percent between 7 and 41 days after delivery.” 78

According to the 2005 Cambodia Demographic and 
Health Survey, 64 % of mothers received postnatal care 
within the crucial first two days of delivery, with 32 % 
receiving care within four hours of delivery. Urban women 
are more likely to receive postnatal care (74 %) than rural 
women during the first two days after delivery (62 %). 

More than one third of women (37 %) who did not deliver 
in a health facility did not receive a postnatal checkup. 79

According to the 2003 Philippines National Demographic 
Health Survey (NDHS), one in three women had a 
postnatal checkup within two days of delivery and 17 
% of the women received a postnatal checkup from 
three to six days after delivery, for a total of 51 % of 
women receiving a postnatal checkup within seven 
days of delivery. 38% of women delivered in a health 
facility(assuming they received postpartum care), a 
total of 89 % of women received postnatal care within 
six days of delivery.

Although postnatal visits have improved in the 
countries, the quality of postpartum care, diagnosis of 
complications and transport to a higher level facility are 
critical to address postpartum complications.

This section examines maternal health promotion with 
regards to antenatal care.
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Of the 12 countries, Cambodia (69%), China (90%), 
India (74%), Indonesia (92%), Malaysia (79%),Philippines 
(88%), Thailand (98%) and Vietnam (91%) have at least 
75% coverage. Lao PDR (27%) has the lowest antenatal 
care coverage of the countries in South-east Asia, while 
Pakistan (36%) has the lowest in South Asia. 

It is worth noting that the Philippines (70 %) and 
Indonesia (80%), have a high coverage of antenatal 
care of at least four visits. Yet the Philippines’ MMR is 
estimated at 230 per 100,000 live births and Indonesia’s 
is 420 per 100,000 live births. This observation that that 
antenatal care has poor predictive value has been known 
for a long time. In a letter published in the Lancet in 1934, 
F Neon Reynolds pointed out that more than 80% of 
maternal deaths were due to complications for which 
no antenatal screening was possible: puerperal sepsis, 
postpartum haemorrhage, and shock. 81

According to another study published in the Lancet 
in 1980, researchers in Aberdeen, UK found that the 
majority of antenatal admissions to the hospital – other 
than for delivery – were for conditions that had arisen 

despite routine antenatal care. Antenatal visits had 
neither detected nor prevented the complications from 
occurring. Several studies have shown that antenatal 
care’s screening and predictive values are poor and have 
no direct value in the prevention of maternal deaths. 82

While antenatal care does not reduce maternal mortality, 
it does have other purposes. It could serve as the locus 
for the delivery of other services such as tetanus toxoid 
immunizations and information on the danger signs of 
pregnancy and the benefits of birth preparedness. It could 
also be a conduit for the distribution of contraceptives 
and impregnated mosquito nets. Given such high 
attendance rates in antenatal care clinics, policy makers 
and program managers ought to exploit and maximize the 
opportunities that such rates present. If strong linkages 
between antenatal care and EmOC are established, e.g., 
through practical ways such as promoting family planning 
(FP), talking with skilled attendants, identifying danger 
signs, and making birth plans, then women will at least 
have a chance of surviving complications that arise during 
pregnancy and childbirth. 83

MATERNAL MORBIDITYIIC 

Maternal morbidity refers to disease, disability or condition, 
ranging from fistula to postpartum depression, caused by 
pregnancy-related complications or even normal deliveries. 

Maternal morbidity is widespread, but not accurately 
reported. For every woman who dies from complications 
related to childbirth, approximately 30 more suffer 
injuries, infections, and disabilities such as obstetric 
fistulae, infertility, and neurological damage among 
many others, that are usually left untreated and ignored. 
An estimated 300 million women today – or a quarter of 
the women in the developing world – are suffering from 
the consequences of complications during pregnancy 
and childbirth that have profoundly affected their lives. 84 

Maternal morbidity mostly results from the same factors 
that result in maternal deaths, making pregnancy- and 
childbirth-related illness and injury the second leading 
cause after HIV/AIDS of lost years of healthy life among 
women of reproductive age in developing countries. 

This accounts for nearly 31 million disability-adjusted life 
years lost annually. 85

In this review we focus on the following morbidities – 
obstetric fistula and uterine prolapse. 

Obstetric Fistula

Obstetric fistula is a hole in the tissue wall between the 
vagina and the bladder or rectum, or between them 
both, that results in incontinence of urine and/or faeces. 
It usually results from prolonged obstructed labour that 
occurs when the baby is too large to pass through the 
birth canal or because the mother’s pelvis is too small 
or immature, perhaps due to youth, or to malnutrition 
which stunts normal growth. 86
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How neglected this condition has been is evident in 
paucity of information on the extent of the problem in the 
12 countries. Fistula is prevalent where maternal mortality 
is highest, especially where emergency obstetric care, 
referral systems, and infrastructure are poor. 87

Based on the community surveys conducted in six 
unions in six randomly chosen districts in Bangladesh 
in 2003, the study found 1.69 cases of fistula per 1000 
ever-married women. This adds up to an estimated total 
number of fistula cases of 70,199 in Bangladesh. These 
figures do not represent the actual prevalence of fistula 
in the country. 88 

The estimated incidence of fistula in Pakistan ranges 
between 3000 and 5000 cases each year. 89 Three 
percent of ever-married women in Pakistan who have 
ever given birth have experienced the most common 
symptom of fistula, the constant dribbling of urine. 90  

Less than half a percent of ever-married women 
reported leaking stool from the vagina. There are no 
meaningful differences by background characteristics. 

The reproductive morbidity survey of more than 2700 
patients in two district hospitals in western Nepal 
showed that 1 % of women reported fistula. In another 
review of hospital records of 293 fistula patients at Patan 
Hospital, Kathmandu, the majority of the women were 
in the 25-34 age group. 41% of the patients had suffered 
their condition for 1-5 years, 10 % for 6-10 years and 6 % 
for 11-20 years. The vast majority (91 %) of fistula were 
of obstetric origin, while 7 % were due to gynaecological 
surgery (hysterectomy). 

In India, between 1998 and 2003 three hospital based 
studies on the prevalence, nature and causes of obstetric 
fistula were conducted: two in New Delhi and one in 
the state of Tamil Nadu. The findings are based on small 
samples of less than 40 patients. The majority were 
below 30 years of age and a third of them developed 
the condition during their first delivery. 93% developed 
urinary leakage within two weeks and the patients had 
suffered from their condition for up to 15 years. 91

Fistulae are devastating to the lives of women who 
survive and endure them as the affected women are 
frequently driven from their marriages, families, and 
communities to the point where they become socially 
invisible. Denied family support, their poverty and 
malnutrition are aggravated, and they may be forced 
to depend, when able on earnings from begging, 

prostitution and other comparably stigmatizing 
employment. This condition often occurs in first 
pregnancies of young wives in early marriages who 
lack education and training. 92

While overall upgrading of prenatal care and emergency 
obstetric services would go a long way to reduce the 
incidence of fistula, remedial care also needs to be 
targeted to meet or reduce needs. Health care systems 
should address patients’ social and psychological support 
pending surgical repair, and as necessary afterwards, 
since not all surgery will succeed. Counselling may 
also be required in the event of post-repair pregnancy, 
particularly on the option of caesarean or vaginal 
delivery. 93 Counselling and advice on family planning 
services especially for young wives is very critical to 
avoid the risks associated with early childbearing.

Uterine Prolapse

The global prevalence of uterine prolapse is estimated 
to be 2-20% in women under age 45. 94 Uterine prolapse, 
occurs when a weakened pelvic musculature can no 
longer support the proper positioning of the vagina and 
the uterus. Uterine prolapse is defined as the “ herniation 
of the uterus through the vagina, below it normal 
anatomic position.” 95

The principal cause of uterine prolapse is obstetric 
trauma and post-menopausal atrophy, and thus the 
condition is most common in multiparous (many births) 
or post menopausal women. 

Prevalence data for prolapse, are available from studies. 
In a 1997 study in southern India, 440 women under the 
age of 35 were evaluated for gynaecological morbidity, 
and cases of prolapse were noted in 3.4%. 96 In a 2000 
study in northern India of 2,990 married women , 7.6% 
were diagnosed with cases of prolapse . 97

Another study carried out in Dhaka, from November 
1993-May 1995, showed that 10% women with 
obstetric complications had uterine prolapse.

Higher parous women were significantly more likely 
to have uterine prolapsed. 98 In 1997, data collected 
in a health camp in mid-western Nepal showed that 
17% of 720 gynaecological patients were diagnosed 
with prolapse. 99 A 1997 hospital-based study from the 
maternity hospital in Kathmandu showed that of the 
1,147 gynaecological patients attending the hospital 
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during the study period, 110 (9.6%) were found to have 
prolapse. 100 The great majority (72.7%) of women 
developed prolapse before menopause and 23.7% 
were 15-25 years old at onset. Another “qualitative 
study among female agricultural wage labourers with 
self-reported uterine prolapse, found that most had 
uncomplicated deliveries, but many ascribed their 
condition to heavy manual labour within a week or 
fortnight following delivery, possibly explaining why the 
mean age for developing symptoms at 26 years was 
much younger than usual. Many had been suffering for 
over 10 years.” 101

The ICPD PoA envisages that women are able to lead a 
healthy reproductive and sexual life and remain free from 
morbidity, disability fear and pain. Reproductive health 
information, in this case around care during pregnancy 
and awareness around delivery practices, and RH 
services (antenatal, during delivery and post natal) and, 
including access to safe affordable facilities for surgical 
correction and related treatment, is critical to improve 
the quality of life of women suffering from prolapse.

Information on the efforts of governments, to address 
uterine prolapse in Nepal showed, that the Ministry of 
Health and Population of the government of Nepal plans 
to support services to address Uterine Prolapse

Adolescent fertility, characterised by births to women 
under age 20, account for 11% of all births worldwide. 
They account for 23% of the overall burden of disease 
(disability- adjusted life years) due to pregnancy and 
childbirth. Early childbearing entails an increased risk of 
maternal deaths or physical impairment. Almost 10% 
of the girls become pregnant, by age 16 in South and 
South-east Asia. 104

In India, one in six women aged 15-19 has begun 
childbearing. Among women aged 20-49, half had a 
birth before they were 20 years old, and more than one 

(UP), cases and has declared UP as priority program. 
In 2008/9 with External Development Partners (EDPs) 
including the World Bank, a budget was pooled to 
support 12 000 UP cases for surgical service. The 
government took six months, to develop guidelines 
focusing on processes, policies and stakeholders 
to provide services to women with UP diagnosed in 
screening camps or in hospitals waiting for surgical 
treatment. Government guidelines focus on the 
screening of UP, the use of pessary rings, and 
referral services for primary health workers 
working in public health facilities located in Village 
Development Committees. 102

Currently much of the intervention around morbidity 
are focused on dealing with the physical well-being 
of the body. There is still a long way to go to create 
a holistic perspective within service interventions – 
which cater for the mental health well-being of women. 
Sufferers of uterine prolapse, fistula and infertility need 
support services beyond the medical treatment of the 
actual condition. Counselling and support services 
for these groups of women, including those who may 
also experience stillbirth, miscarriages and post-natal 
depression, as well as second trimester abortions for 
foetal anomalies 103 also require appropriate attention, 
treatment and care.

ADOLESCENT PREGNANCIESIID 

One of the objectives stated in paragraph 7.44 of the ICPD 
PoA, is to substantially reduce all adolescent pregnancies. 

in four before they were 18 years old. Early childbearing 
is most common in rural areas and among women with 
no education. 105

In Bangladesh, one-third of adolescents aged 15-19 
have begun childbearing, 27% of these teenagers 
in Bangladesh have given birth, and another 6 % are 
pregnant with their first child. Early childbearing among 
teenagers is more prominent in rural areas, compared 
with urban areas. 106
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BOX 10:

SPOTLIGHT ON UTERINE 
PROLAPSE IN NEPAL

Bishnu Gurung’s first pregnancy was a miscarriage, 
followed by two still births. She was pregnant again 
and delivered a baby, after which she noticed her 
uterine was prolapsed. For one year, she lived with 
this condition without telling anybody, until one 
day her neighbours noticed blood spotting and foul 
smell, and she was unable to perform daily chores 
at home. She also suffered from seizures. Seeking 
financial assistance from her in-laws and support from 
her husband, Bishnu is now taking medication and 
treatment for her condition. 

Bishnu’s story is just one of many such uterine 
prolapse cases in Nepal that is shrouded in silence. 
A 2009 study on the prevalence of uterine prolapse 
amongst gynaecology out-patient department 
patients in Tribuvan University Teaching Hospital 
in Nepal revealed that uterine prolapse is a major 
public health issue across Nepal, with little attention 
given to the problem. Reproductive ill health is a 
major problem in Nepal and is least articulated due 
to cultural taboo and lack of knowledge. There are 
very few studies that ascertain the prevalence of 
reproductive morbidity and the underlying causes.

Using individual screening questionnaires, structured 
in-depth interview questionnaire, case studies and 
Focus Group Discussions, the study found that 
uterine prolapse is prevalent across the country 
irrespective of the geographic location.i Teenage 
pregnancies and multi-parous pregnancies are major 
contributing factors to this condition. Deliveries 
being conducted by untrained birth attendants (only 
18.7% of births in Nepal are attended by skilled health 
workerii), poor nutrition and the resumption of work 
soon after delivery have also been attributed to the 
development of this condition.

At the health facility level, surgical services are limited 
to hospitals in the cities and cost factors prevent 
poor women from accessing care and treatment. 
More often than not, it is only when health camps 
are organised do women come forward to seek 
treatment and care. The culture of silence, adverse 
social attitudes and practices regarding child bearing, 

practices of early marriage and childbearingiii, low 
status of women in the family and the community, 
violence against women and inadequate attention to 
empowerment of women are cited as major socio-
economic determinants for this condition.

The study calls for an increase in awareness 
programmes on uterine prolapse, its prevention and 
treatment, and for ensuring access to quality health 
service delivery including antenatal care, postnatal 
care and training of traditional birth attendants. It 
further recommends that uterine prolapse prevention, 
treatment and care be included as part of the 
Essential Service Package and be provided free 
of cost. Additionally, it recommends that mobile 
surgical vans to be established until the health 
facilities are equipped. Finally, the study calls 
upon the governments to address early marriage 
and childbearing.

The study Prevalence of Uterine Prolapse amongst Gynecology 

OPD Patients in Tribhuvan University Teaching Hospital in Nepal 

and its Socio-Cultural Determinants was conducted by Dr. Ava 

Shrestha, Dr. Bimala Lakhey, Prof. Dr. Jyothi Sharma, Prof. Dr. Mita 

Singh, Binjawala Shrestha and Sewa Singh. The Safe Motherhood 

Federation Nepal (SMNFN), Beyond Beijing Committee (BBC) and 

Tribhuvan University Teaching Hospital (TUTH) have conducted this 

study, as part of the ICPD+15 Monitoring, Research and Advocacy 

Project coordinated by ARROW in 12 Asian countries. 
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Adolescent fertility trends show a decline in Pakistan. 
The proportion that has begun childbearing has gone 
down from about 16 % during the 1990-91 Pakistan 
Demographic Health Survey (PDHS) to the current 9 % 
in 2006. The proportion of teenage mothers has also 
decreased from 12 % in 1990-91 to 7 % in 2006-07, 
while the proportion of women pregnant with their first 
child also decreased from 4 % in 1990-91 to less than 
3 % in 2006-07. These findings suggest that there is a 
trend towards delayed childbearing at least until they 
have completed their teenage years in Pakistan. 107

In Nepal, the proportion of teenage pregnancies has 
declined from 24% in 1996 to 21% in 2001 and to 19% 
in 2006. 19 % of women age 15-19 have already had a 
birth or are pregnant with their first child. Adolescent 
childbearing is lowest in the hills (17 %) and highest in 
the mountains (20 %). 108 

The adolescent fertility rate per 1000 girls aged 15-19 
years is higher in Nepal (106), and Bangladesh (127)
than the South-east Asian regional average of 56: , 
Malaysia (13), Vietnam (35), Cambodia (52), Philippines 
(55). These have higher adolescent fertility compared to 
the respective regional average(WHO western pacific 
region) of 11. 109

With the exception of Cambodia and China, adolescent 
fertility has been a major concern for the governments in 
Bangladesh, India, Indonesia, Lao PDR, Malaysia, Nepal, 
Pakistan, Philippines, Thailand and Vietnam. These 
countries have reported policies and programmes to 
address adolescent fertility. 110

Summary

The right to the highest attainable standard of sexual 
and reproductive health is enshrined in the ICPD PoA 
and safe pregnancy is essential to every woman’s right 
to life and dignified well-being. Governments in the 
region have to be accountable to women to ensure that 
pregnant women do not die or experience poor quality of 
liferesulting from the complications of pregnancy. 

From what we have already discussed, the 12 countries, 
except for China and Malaysia, have not able to achieve 
the ICPD targets for maternal mortality. China and 
Malaysia had lower maternal mortality rates even prior 
to ICPD. Thailand and Vietnam have made significant 
progress in reducing their maternal mortality.

EmOC is a critical intervention for addressing high 
maternal deaths. Many countries, especially in South 
Asia, have shown poor compliance to the UN process 
indicators on EmOC. While the ICPD PoA notes that 
every birth should be attended by a skilled attendant, 
and the ICPD+5 target reiterates that at least, 80% of 
births should be assisted by skilled attendants by 2005, 
this goal has been met only by China, Malaysia, Thailand 
and Vietnam. 

Antenatal care coverage shows a bleak picture for 
South Asia.

A noteworthy success has been the Human Rights 
Council Resolution on maternal mortality and morbidity. 
The Human Rights Council, at its eleventh regular session 
in 2009, adopted a landmark resolution on “preventable 
maternal mortality and morbidity and human rights.” 111 
In this resolution, governments expressed grave concern 
for the unacceptably high rates of maternal mortality and 
morbidity, acknowledged that this is a human rights 
issue and have committed to enhance their efforts at the 
national and international levels to protect the lives of 
women and girls worldwide. 

The political will of the state is crucial to prevent maternal 
mortality and morbidity, which violate a woman’s right 
to life. Simple medical interventions can save women’s 
lives: for example, the treatment of eclampsia and 
severe pre-eclampsia with magnesium sulphate, and 
“the ability to control post-partum haemorrhage through 
active management of the third stage of labour, including 
with prophylactic misoprostol.” 112 An estimated extra 
cost to the health budgets of US$0.22-$1.18 per capita, 
will ensure the improvement of skilled care delivery.113 
In all the 12 countries surveyed, only Malaysia has a 
comprehensive reporting system for maternal deaths, 
including confidential enquiries into maternal deaths, 
which has enabled the government to refine its 
interventions, services and systems and in the long run, 
reduce maternal deaths.

Resource allocation, coupled with the political will of 
the state and the international donors in prioritizing 
and financing the above maternal health interventions, 
can make a huge difference in reducing the number of 
maternal deaths. It is time to act to ensure that all women 
go through a safe and fulfilling childbirth experience. The 
responsible stakeholders need to be held accountable to 
ensure women do not die unnecessarily.
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Paragraph 8.25 speaks of the need to reduce the 
recourse to abortion through contraception, of pre-and-
post abortion counselling, of access to safe abortion 
services where abortion is not against the law; and that 
at the very least all countries should have access to 
services for the management of complications arising 
from abortion.

As the ICPD PoA was negotiated between the countries, 
some compromises with regards to abortion appear 
within the ICPD PoA itself. The compromises can be 
located in the following paragraphs on abortion: 

 7.24 which does not recognize the role of abortion •	
in limiting births; 

 7.6 which limits service provision to the prevention •	
and management of abortion complications; 

 8.19 which talks of abortion prevention but not of •	
provision of safe abortion services; 

 8.22 which again talks only of service provision to •	
treat abortion complications.

However, one year later, the women’s movement 
was able to take it one step further in the 4th World 
Conference on Women in Beijing in 1995 where in 
the Beijing Platform for Action, Paragraph 107 (j) and 
(k) adopted Paragraph 8.25 in full with the addition 
of “consider[ing] reviewing laws containing punitive 
measures against women who have undergone illegal 
abortions.” This also enabled the shift in framing 
abortion from a public health perspective, to a human 
rights perspective and gave women’s groups an opening 
to frame abortion within a rights perspective.

One of the biggest challenge for many women across 
the globe is access to safe, legal abortion. This is one 
of the shortcomings of the ICPD PoA: “access to safe, 
legal abortion [is] not recognized as part of reproductive 
health and rights; [in] deference to national laws; where 
illegal, [requiring] treatment of complications only.” 114

Despite Cairo and Beijing, a benchmark has yet to be 

ABORTIONIII 

set that establishes the right to safe and legal abortion 
as a good indicator of the status of women within the 
country; of their autonomy and their agency; and of 
respect for their bodily integrity. 115 Legality in each 
country context indicates public acceptance of fertility 
control, of women’s need for abortion, of the limitations 
of contraception and contraceptive use, and of women’s 
right to decide the number and spacing of their children 
as well as public respect for and acknowledgement of 
women’s responsibility as mothers. 116

The deference to national laws has two different 
aspects. One, in countries where access to abortion is 
difficult, this deference puts many women and women’s 
organisations in a bind: it is difficult to advocate and 
fight for something that is considered ‘illegal’ especially 
when laws governing abortion may be covered under 
different sections; may be difficult to interpret; may be 
contradictory; and may be obfuscatory. Furthermore, 
there is an absence of an international standard of a 
universal right to abortion which provides credence 
to this issue. Two, in countries where abortion is legal 
and available upon request, most national laws usually 
stipulate a time frame, i.e. within 12 weeks or 16 weeks; 
and this deference to these ‘legal’ time-limits make 
it difficult to advocate for second trimester abortion 
services and for the provision of services for second 
trimester abortions. 

In both situations, access to abortion should be viewed 
primarily as a human right. The Centre for Reproductive 
Rights defines restrictions on access to abortion 
as discrimination: “Freedom from discrimination is 
enshrined in every international human rights document. 
Since only women need abortion services, restriction of 
access to abortion services is viewed as discrimination 
against women.” 117 While contraceptive use increases 
in the region, abortion is a woman’s only means of 
exercising her right to decide on the number and spacing 
of her children and governments have to make these 
services safe, legal and accessible to women.

Although abortion is one of the most contentious issues 
within the ICPD PoA, it is regarded as an integral component 
of reproductive health services. 
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It is important, at the +15 of ICPD, to recognize abortion 
both as a public health issue and a human rights issue. It 
is important to view access to abortion in as humane and 
just a way as possible: “women have abortions for only 
one reason – because they cannot cope with a particular 
pregnancy at a particular time. This can never be said 
enough. They may regret the reasons, but this does 
not alter the fact that abortion is the correct decision 
for them and necessary in the circumstances of their 
lives.” 118 And it is important to create policies, laws and 
procedures which enable and empower women to enact 
these choices.

In this section we examine the legal status of abortion 
in the 12 countries; changes in the law since ICPD; the 
extent to which the abortion law is known and acted 
upon; the incidence of unsafe abortion and percentages 
of maternal deaths attributed to unsafe abortion.  Many 
of these indicators represent a convergence of health 
and human rights indicators.

Legal Status of Abortion in the Regioni 

There are different levels of permissibility with regards 
to abortion in the 12 countries studied. National laws 
create or restrict legal access to abortion. The grounds 
upon which abortion is legally permitted are usually 
‘additive’ – when abortion is permitted for a more liberal 

condition, it is generally also permitted for the more 
restrictive conditions as the table below shows. There is 
adequate evidence to show that restrictive legislation on 
access to abortion is associated with a high incidence 
of unsafe abortion. There may be also discrepancies 
between the wording of the law and its application. 119

The aspects of abortion being legal and safe are 
intertwined: “Making abortion legal is an essential 
component of making abortion safe…. Legal changes 
need to take place if safety is to be sustained for all 
women. Safety is not only a question of safe medical 
procedures being used by individual providers. It is 
also about removing the risk of exposure and the fear 
of imprisonment and other punitive measures for both 
women and providers, even where illegal abortion is 
tolerated.” 120 And these aspects apply both in situations 
where abortion is unavailable or partly available and also 
with regards to second trimester abortions in countries 
where abortion is already legal within certain time frames.

Government commitment to making abortion accessible 
to women must also be followed up in programme 
implementation through the provision of service, facilities 
and personnel trained on procedures. In some Asian 
countries—notably Cambodia, India and Nepal—abortion 
laws are liberal, but many pregnancy terminations are 
performed in substandard conditions. 121

Table 18: Grounds on which abortion is permitted

Country Grounds on which abortion is permitted

To save the 
woman’s life

To preserve 
physical 

health

To preserve 
mental 
health

Rape or 
incest

Foetal 
impairment

Economic or 
social 

reasons

On request

Bangladesh ×

Cambodia × × × × × × ×

China × × × × × × ×

India × × × × × ×

Indonesia ×

Lao PDR × ×

Malaysia × × ×

Nepal × × × × × × ×

Pakistan × × ×

Philippines ×

Thailand × × × ×

Vietnam × × × × × × ×

Source: World Abortion Policies 2007 (UN)



72

Table 18 maps the grounds on which abortion is 
‘permitted’ in the 12 countries. Among the 12 countries 
surveyed in the region, four countries, Cambodia, China, 
Nepal and Vietnam, have abortion available on request; 
one country, India, provides abortion on all grounds 
except on request; one country ,Thailand, provides 
abortion on the grounds of rape/incest, and to preserve 
the life, the physical and mental health of women; and 
two countries, Malaysia and Pakistan, seem to be rather 
liberal on laws although there are exceptions in practice. 
Only in Bangladesh, Indonesia and Philippines do the 
laws state that abortion is only permissible to save the 
life of the woman and in Lao PDR, to save the life and 
preserve the physical health of the woman.

However, there are huge variances in practice. These 
variances are due to the fact that practices such as 
‘menstrual regulation’ fall outside the purview of laws 
on abortion; the law may be interpreted differently 
by different parties; providers who are not willing to 
perform abortion based on a lack of the understanding 
of the law or for personal, religious reasons; or hospital 
administrative policies which are not based on the 
understanding of the law. 

In Bangladesh, although ‘abortion’ is only available 
to save the life of the woman, in the mid-70s, the 
government slowly started introducing menstrual 
regulation (MR) services as an option for early 
termination of pregnancy. “Menstrual regulation 
refers to the use of a syringe and cannula to extract 
the contents of the uterus up to 10 weeks gestation in 
order to restore menstruation. During the last 20 years, 
menstrual regulation services have been extended 
throughout Bangladesh and the government has trained 
over 10,000 physicians and other health care providers, 
primarily family welfare visitors, to provide menstrual 
regulation services.” 122 

In Nepal, there are prohibitions on abortions done 
without the consent of pregnant women, sex selective 
abortions and abortions performed outside the legally 
permissible criteria. 123

Although the abortion law allows for a range of grounds 
including risk to the mother’s health, abortion is usually 
perceived as illegal. The law on abortion is derived 
from the Islamic Qisas and Diyat Ordinance. Physicians 
are most often left with the discretion of performing 
abortions and they are usually reluctant to interpret the 
law liberally. Sometimes the doctors resort to second 

opinions or verify their decisions with medical boards 
consisting of three experts. 124 

In Malaysia, the Penal Code Amendment Act (1989) 
allows a medical practitioner registered under the 1971 
Medical Act “to terminate the pregnancy of a woman 
if such medical practitioner is of the opinion, formed in 
good faith, that the continuance of the pregnancy would 
involve risk to the life of the pregnant woman or injury to 
the mental and physical health of the pregnant woman 
greater than if the pregnancy were terminated.” 125 This is 
according to Section 312, of the Malaysian Penal Code. 
However, generally government hospitals do not provide 
access to abortion services.

It is also important to understand the risk that both 
women and service providers take in seeking and 
providing abortion services. In almost all countries there 
are penalties. 

Even among the countries which have legalised 
abortion, there are penalties. In China, “unapproved” 
abortions result in admonishment, fines, revocation or 
denial of future birth permits and possible sterilisation 
for the woman. 126 In Nepal, the law punishes anyone 
who “tricks” or “provides incentives” to a pregnant 
woman to have a sex-selective abortion with 
imprisonment of up to one year. 127

In Thailand, “a woman who induces her own abortion or 
allows another person to do so is liable to imprisonment 
up to three years or is fined up to USD 146”; a provider 
is liable to imprisonment to of up to five years or fined 
USD 244. 128

In countries where the abortion law is restrictive such 
as Bangladesh 129 and Pakistan, 130 both the women 
who seek abortion and the service providers can be 
imprisoned for up to three years and fined. The sentence 
increases for second trimester abortions. 

In the Philippines, the penal code prescribes penalties 
of imprisonment from 30 months to six years for any 
woman who causes or consents to her own abortion 
and imprisonment of two to six years for any person 
who intentionally causes an abortion with the consent 
of the woman. 131

Surprisingly enough, in India, the penal code prescribes 
penalties for both woman and provider of up to seven 
years of imprisonment and fines. 132 The similar is true in 
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Malaysia. 133 This is in contradiction to the legal status of 
abortion itself.

In Bangladesh, India and Pakistan the penalties are more 
severe for second trimester abortions.

In all countries, penalties are more severe for abortions 
performed without the consent of the woman and 
abortions which result in the death of the woman. 
Both of these target service providers.

 Changes in law/policy on abortion ii 
since ICPD

Many countries, only in recent years, have been 
addressing abortion in laws and policies. 

In Cambodia, in 1997, concerned with the high MMR 
brought about by the unsafe conditions in which 
illegal abortions were generally being performed, the 
government decided to introduce abortion legislation 
to regulate the procedure formally. It hoped that the 
legislation would reduce the MMR by one half by 
2010. Moreover, it depicted its proposed legislation as 
a measure designed to improve the social welfare of 
the population. Despite some opposition from those 
who argued that the country’s Buddhist traditions do 
not allow the legalization of abortion, the proposed 
legislation was enacted in early October 1997. 134

In Vietnam, abortion and menstrual regulation have 
been officially allowed by the Vietnamese Government 
since 1989 when it approved the Law on Protection 
of People’s Health. Women’s rights to gynaecological 
checks-up and treatment and abortion and menstrual 
regulation as stipulated in Chapter 8 (Family Planning 
and Mother and Child Health) Item 1, Article 44 reads: 
“Women have the right to abortion and menstrual 
regulation at their will and to gynaecological checks-up 
and treatment and health checks up during pregnancy 
and child delivery services at health facilities.” 135

In 2002, India adopted legislation aimed at improving 
access to safe abortion facilities by moving authority 
to approve facilities from the state level to the district 
level. The law, which is intended to simplify the approval 
process for new facilities, also increases criminal 
penalties for providers and facility owners who operate 
without approval.

In Nepal, it was only in 2002 that “abortion [was made] 
legal without restriction as to reason during the first 
12 weeks of pregnancy, and thereafter on specific 
grounds. Under the [previous] law, abortion was 
prohibited altogether.” 136

In Thailand, it was only in 2005, that the Medical Council 
amended a regulation governing the medical profession’s 
conduct with regard to abortion. “The regulation provides 
a standard interpretation of the criminal law provision on 
abortion, which permits the procedure when a woman’s 
life or health is in danger and in cases of rape. According 
to the new regulation, “health” is defined to include 
mental health as well as physical health. The regulation 
clarifies that abortion may be performed in public or 
private health facilities not only to protect a woman’s life 
and physical health and in cases of rape, but also when a 
pregnancy causes harm to a woman’s mental health and 
in cases of foetal impairment.” 137

In Indonesia, it was only in September 2009 that the law 
was amended again recently, and stipulates that only 
women whose lives are in danger or those that have 
been raped can have an abortion. 138

 Extent to which abortion law is known, iii 
accepted and acted upon by health 
providers and the public

Lack of knowledge about abortion laws – among women 
and among service providers – continues to be an issue 
in Nepal, Pakistan and India.

In Nepal, although the law stipulates that abortion 
services should be available on demand for the duration 
of the first 12 weeks in general, and in cases of rape 
until 18 weeks and any duration if the life of the mother 
is under threat - only one in three women in is aware 
that abortion is legal. 139 Just over one in two women 
mentioned that they know of a place where abortions 
are carried out. 140

In Pakistan, inadequate awareness of the law, including 
on the part of doctors and the conservative social milieu, 
has proved to be a strong barrier to abortion. There is 
confusion and reluctance to carry out induced abortion. 
There are no established guidelines for the medical 
profession mandating such permission. Physicians 
are cautious in their application of the abortion law, 
particularly in their reading of the term “necessary 
treatment,” and will provide abortions only when the 
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BOX 11:

SPOTLIGHT ON ABORTION 
IN MALAYSIA

Malaysia is a country which had a head start on the 
achieving the ICPD reproductive health agenda in 
1994, with an already low MMR of 59 deaths per 
100,000 live births, a broad reproductive health 
programme and a well established and funded 
health system. 

15 years later, access to legal abortion services 
remains restricted despite a progressive law that 
allows for services for physical and mental health 
reasons. There is a strong anecdotal evidence of 
restricted accessibility of women to legal abortion in 
several public hospitals in Kuala Lumpur (KL), Selangor 
and other states, including Sabah. When provided in 
public hospitals, abortions are provided for medical 
reasons only and not according to the full extent of 
the law. Some women survivors of rape and incest, or 
those who had foetuses with gross brain deformities 
have been reported to have been refused abortion. 
One KL hospital has been reported to be reluctant 
to perform any type of abortion, while in another 
KL hospital, discussion of abortion among staff is 
not allowed, survivors of rape cannot get access to 
abortion, and hospital staff are not permitted to refer 
women to the private sector. Furthermore, anecdotal 
evidence from a women’s crisis centre revealed that 
low income, young and disadvantaged women have 
been refused abortion from government hospitals. 
The One Stop Crisis Centres (OSCC) in general 
hospitals, meant for survivors of rape and domestic 
violence, do not routinely refer them to the Obstetrics 
and Gynaecology Department in cases of unwanted 
pregnancy. Nor is emergency contraception provided 
automatically even though the drug is now available 
for hospital services. Nine out of 13 Family Planning 
Associations (FPAs) in Malaysia also reported not 
knowing if the state hospital provided services for 
women who have been raped or experienced incest. 

The monitoring study also found that the while 
abortion services are available in the private sector, 
services are costly, secretive, unregulated and the 
quality has not been assessed. An agency for refugee 
women, for example, reported difficulty in finding out 
initially which of the private doctors provide abortion 

services, and then in actually obtaining these services. 
Doctors also seem to be capitalising on the confusion 
about the legality of abortion, with the reported cost 
of an abortion reaching RM2,000 (USD588), instead 
of RM300 (USD88). Given this situation, women who 
are low-income, young, living in rural areas, migrants, 
refugees, foreign work (especially those whose 
contracts do not allow them to become pregnant), 
in prison and in sex work, among other marginalised 
women, have difficulty accessing affordable and safe 
abortion services. Furthermore, the study found that 
government hospitals and many private services still 
use traditional dilation and curettage (D&C) as the 
main abortion method. D&C requires anaesthesia and 
hospitalisation, is more costly and carries more risk 
than manual vacuum aspiration (MVA) method, a short 
outpatient service that has been available globally for 
35 years. Medical abortion, a method preferred of 
women in developed countries, is also not available in 
government hospitals and rarely in private clinics. 

The study points to the need for a sustained education 
and information campaign on the legal status of 
abortion, and to create understanding for women in 
need of abortion, among a variety of actors (including 
health service providers, policymakers, the media 
and the general public). The Ministry of Health 
should also have a clear policy and practice on the 
provision of affordable, legal abortion services as 
a core reproductive health service in government 
hospitals, including referral services from OSCC, 
FPAs and other agencies. Private services should also 
be regulated to ensure affordability and safety. The 
Malaysian Medical Council Code of Ethics should also 
be updated to reflect the legal status of abortion. Other 
recommendations made by the study is the updating 
the medical curriculum at all levels for public and 
private universities; accelerating training of doctors 
on gender and rights (including on the abortion law); 
education of doctors and nurses not just on the legality 
of abortion, but also on the latest technology related to 
abortion, managing professional ethics and provision 
of compassionate services to women in need of 
abortion. 

The study was conducted by FRHAM and RRAAM 
as part of the ICPD+15 Monitoring Research and 
Advocacy Project coordinated by ARROW in 
12 Asian countries.
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The ICPD PoA locates abortion and strategises about 
it in the context of public health. 145 Table 19 shows 
the regional estimates of annual incidence of unsafe 
abortion and associated mortality in 2003.

Table 19: Regional estimates of unsafe abortion

Region Grounds on which 
abortion is permitted

Number 
(rounded)

Incidence 
Rate (per 

1000 women 
aged 

15-44 years)

Incidence 
Ratio (per 

100 live 
births)

Asia 9 800 000 11 (20) 13 (18)

South Asia 6 300 000 18 16

South-east 
Asia

3 100 000 23(27) 27(31)

Source:  Unsafe abortion Global and regional estimates of the 

incidence of unsafe abortion and associated mortality in 

2003 (World Health Organisation)

Note:  No estimates are shown for the East Asia region where the 

incidence is noted to be negligible, and South-east Asia does 

not include Vietnam and Singapore where abortion is legal 

and relatively accessible.

The rates, ratios and percentages show the relative 
health burden of unsafe abortion in the specified 
regions. Unsafe abortion is negligible in East Asia and 
in some developing countries of other regions where 
abortion is legal and relatively accessible for example, 
Vietnam. Hence in these countries all procedures are 
safe. 146 In South Asia, the abortion rate was 27 per 1,000 
with 18 unsafe and nine safe abortions per 1,000. South-
east Asia had the highest abortion rate in 2003—39 per 
1,000 (23 per 1,000 unsafe and 16 per 1,000 safe); most 
of the safe abortions in this area occurred in Vietnam. 147 
The incidence of unsafe abortion still continues to be a 
pressing problem in the region.

Unsafe abortion continues to be a major factor in 
maternal deaths in the region. Mortality due to unsafe 
abortion for the South-east Asia is estimated at 14% of 
all maternal deaths, 148 and South Asia, at 13%. 149 

In Bangladesh, abortion contributes to 8% of maternal 
deaths. 150 However, another study has found that 
between 1996-1997, nearly 26% of all maternal deaths 
were estimated to be a result of abortion-related 

pregnant woman suffers from a serious medical ailment, 
even though the statute itself does not state that the 
“treatment” must be related to physical health. 141 

In India, only 29% of informal providers know abortion 
is legal. 142

Lack of service facilities and staff trained in abortion 
methods is an issue in Cambodia, although the law 
is liberal. Health services in Cambodia are not highly 
developed and much of the population lacks adequate 
access to these, particularly at the in-patient level. 
Additional health personnel who have the proper training 
to perform abortions safely are also needed. With 
such obstacles to overcome, it is likely that, at least in 
the short run, many abortions will still be performed in 
unsafe conditions by unskilled persons. 143

Service provider attitudes to unmarried adolescents 
undergoing induced abortions and the quality of care 
afforded to them is an issue in China where a study 
by “SIPPR on 1,927 family planning providers in eight 
provinces endeavoured to learn about the attitudes of 
family planning providers towards sexual behaviour and 
induced abortion among unmarried adolescents. The 
survey showed that 60.7% and 88% of service providers 
disagreed with premarital sexual behaviour and induced 
abortion respectively.” 144

Lack of knowledge about the abortion law is an issue 
which has seen a burgeoning of abortion services in the 
private sector in Malaysia. Anecdotal evidence suggests 
that abortion services are easily available in the private 
sector for a cost, where physicians are more likely to 
form opinions to the advantage of women. All forms of 
abortion services are available. These services are for 
the most part, safe. This may explain the low number 
of maternal deaths due to abortion (one to five deaths a 
year) – a number which is quite trustworthy as Malaysia 
is one of the rare countries which investigates each and 
every maternal death. However, abortion services are 
not available even for victims of rape and incest and 
cases of foetal malformation, in the government hospital 
system which has almost universal coverage of all health 
services for the country’s population. 

 Unsafe abortion and percentage iv 
of maternal deaths attributed to 
unsafe abortion 



76

complications. At this time, almost half of the reported 
abortions resulting in complications were performed 
by untrained birth attendants through the insertion of a 
foreign object into the uterus, most commonly a root or 
stick. If services had been available for women to obtain 
a medically approved abortion from a trained provider, 
nearly 84% of the deaths would probably have been 
prevented. 151 The impact of menstrual regulation services 
on reducing maternal mortality and abortion related 
deaths has been significant in Bangladesh, although 
determining and understanding the extent of this impact 
has been difficult due to the scarcity of data on abortions. 
Despite the safety and increased availability of MR 
procedures, women in Bangladesh still lack access to 
these services based on differences such as location and 
financial status, and many women, despite access, still 
seek a traditional provider because of the convenience. 
Additionally, as many as 33% of women seeking a MR 
are rejected—most often the result of a late gestational 
age. Most of these rejected women will still obtain an 
abortion even if the abortion is not achieved through a 
medically approved procedure. These women are at a 
greater risk of complications that could result in death; 
yet, the magnitude of this risk remains undocumented. 152

The Pakistan Demographic Health Survey 2006-07, notes 
that six percent of maternal deaths are attributed to 
complications of abortion (either sepsis or haemorrhage); 
however, very few deaths were reported to follow an 
induced abortion and from the verbal autopsy history it 
was quite difficult to make a distinction between induced 
abortion and miscarriage. 153 Another national study 
estimated that 890,000 induced abortions occurring 
annually, with the estimated annual abortion rate of 29 
per 1000 women aged 15-49. “If women of reproductive 
age were to experience this rate over their lifetime, the 
average Pakistani woman would experience about one 
abortion in her lifetime.” 154 Additionally, this study also 
estimated that 197,000 women were admitted annually 
to public medical facilities and private teaching hospitals 
for the treatment of complications of induced abortion. 155

In India, abortion was legalized in 1972; however, 
legalization has not ensured access to safe abortion 
services for Indian women. Eight percent of all maternal 
deaths are attributed to abortions, translating to 11,000-
15,000 deaths due to unsafe abortion annually. There 
are no established national level mechanisms for the 
monitoring and evaluation of maternal mortality and 
morbidity resulting from unsafe abortion. 156

In Nepal, abortion complications and ante-partum 
haemorrhage account for five percent of maternal 
deaths. 157

In Indonesia, complications from abortion are 
believed to be responsible for 15% of maternal deaths in 
Indonesia. 158 Another survey quoted that “of the 750,000 
to one million abortions each year in Indonesia, 89 [%] 
were among married women and 11 [%] were among 
single women. It is estimated that 70 [%] of women who 
have had an abortion were trying to abort using traditional 
herbs (jamu), traditional massage, or an object, or sought 
an abortion from a traditional healer (dukun) before 
coming to the clinic. This is a cause of concern because 
these attempts can be life threatening and dangerous 
for women’s health. Another 1997 study in Indramayu-
West Java showed that 40 [%] of village women who 
sought abortion services (mostly unsafe abortions) were 
unmarried adolescents.” 159 A base line survey, conducted 
by the Demography Institute, for 15 - 19 year-olds in four 
provinces of Indonesia (East Java, Central Java, West Java 
and Lampung) in 1999 indicates that 61 % have unwanted 
pregnancies, with 12 % of them undergoing abortion 
and 70 % of these performing the abortion themselves, 
while 10 % are assisted by traditional helpers to perform 
the abortion. Only 7 % make use of professional medical 
assistance. 160 

In the Philippines, pregnancy with abortive outcome 
contributed to nine percent of maternal deaths in 2000. 161 

In Malaysia, unsafe abortion accounts annually for one to 
five deaths in the last 10 years according to the Confidential 
Enquiry into Maternal Deaths by the 
Ministry of Health. 162 

Common unsafe abortion methods used include inserting 
sticks, herbs, roots, and foreign bodies into the uterus. 
Other vaginal methods include pins, laminaria tents and 
fetex paste. Rural Medical Providers sell medicines for oral 
use to induce abortion. ANMs use intra-amniotic saline 
and intra-amniotic glycerine with iodine. Orally ingested 
abortificants  include, indigenous and homeopathic 
medicines, chloroquine tablets, prostaglandins, high dose 
progesterone and estrogens, liquor before distillation, 
seeds of custard apples and carrots. Invasive or surgical 
methods are tried by a minority of informal providers. The 
common instrument used is a curette, and occasionally a 
syringe, catheter or copper T. 163 
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Summary

Estimates of the incidence of unsafe abortion continue 
to be high in the region as does the percentage of 
maternal deaths attributed to unsafe abortion. Although 
access to safe abortion services has been proved to be 
linked to a lower incidence of unsafe abortion (and lower 
percentages of maternal deaths due to unsafe abortion), 
progress on amending laws seems slow. Five countries 
in the region provide for abortion on many grounds: 
China, Nepal, Vietnam, Cambodia and India. Where 
abortion laws are restrictive, it is important to look at how 
women’s NGOs are working to amend these laws as is 
mentioned clearly in the Beijing Platform for Action. It 
is also useful to note that abortion services for women 
are being provided safely through the private sector (as 
in Malaysia and Thailand), through the family-planning 
methods of menstrual regulation (as in Bangladesh) 
and through private provision of medical abortion (as in 
South-east Asia). 

In countries such as Lao PDR, the Philippines, Indonesia, 
Bangladesh and Pakistan, legal barriers continue to curb 
women’s access to abortion, simply because there can 
be no services without laws.

In countries such as Malaysia there are non-legal barriers 
such as hospital administration policies which continue 
to curb women’s access.

There is still a challenge in shifting the paradigm to 
provide abortion upon request, within the public health 
system in the countries with restrictive laws, although 
most countries have made some provisions for post-
abortion care after ICPD. In countries where abortion is 
legal, this is mainly for the duration of the first trimester 
with the exception of China, where the government 
permits abortion to be performed up till six months 
of gestation. 164 In these countries, second trimester 
abortions still prove to be a challenge in terms of legality, 
political support, the balancing between women’s rights 
and pregnancy advancement, as well as empathy for 
both women and service providers. 165

In countries with liberal policies on abortion, such as 
Cambodia, India and Nepal, there are service barriers 
to accessing safe abortion. In these countries, many 
abortions are performed in substandard conditions, and 
governments must follow through on their efforts to 
provide safe abortion services.

REPRODUCTIVE CANCERSIV 

The 58th World Health Assembly resolution on cancer 
prevention and control (WHA58.22) adopted in May 2005, 
calls on member states to intensify action against cancer by 
developing and reinforcing cancer control programmes. 

The resolution recognises that, among all cancer sites, 
cervical cancer, causing 11% of all cancer deaths in 
women in developing countries, has one of the greatest 
potentials for early detection and cure and that cost-
effective interventions for early detection are available 
and not yet widely used. The resolution also recognises 
that the control of cervical cancer will contribute to 
the attainment of international development goals and 
targets related to reproductive health. 166 Reproductive 
cancers include breast, ovarian, endometrial, and 
cervical cancers. 167 In this review we will only look at 
cervical cancer and breast cancer. Both cervical cancer 

and breast cancer are at epidemic proportions. Cervical 
cancer accounts for approximately 12% of all cancers in 
women. It is the second most common cancer in women 
worldwide, and commonest in developing countries. 

Cancer registries produce regular reports presenting data 
on cancer incidence in the populations they cover and 
provide improved cancer mortality data. Amongt the 12 
countries, China, India, Indonesia, Malaysia, Pakistan, 
Philippines and Thailand, are noted to have national 
cancer registries. 168
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Cervical Cancer

Asia has a population of 1391.30 millions women aged 
15 and older who are at risk of developing cervical cancer. 
Current estimates indicate that every year 265,884 
women are diagnosed with cervical cancer and 142,735 
die from the disease.

Cervical cancer ranks as the second most frequent 
cancer among women in Asia, and the second most 
frequent cancer among women between 15 and 44 years 
of age. About 10.9% of women in the general population 
are estimated to harbour cervical HPV infection at a given 
time, 169 in Asia. 

In South Asia about 7.9% of women in the general 
population are estimated to have cervical HPV infections 
at a given time. In South-east Asia, about 8.4% of 
women in the general population are estimated to 
have cervical HPV infections at a given time. Cervical 
cancer, causes 11% of all cancer deaths in women in 
developing countries but is potentially one of the easiest 
to detect early and cure. However while cost-effective 
interventions for early detection are available, they are not 

widely used. The control of cervical cancer contributes 
to the attainment of international development goals and 
targets related to reproductive health. 170

Data on the incidence and mortality in the 12 countries 
is shown in the above table. Cervical cancer is the 
most frequent cancer among women in Bangladesh,171 

Cambodia, 172, India, 173 Lao PDR, 174 Nepal, 175 Thailand,176 

and Vietnam. 177 In Indonesia, 178 Malaysia, 179 and the 
Philippines, 180 cervical cancer ranks as the second most 
frequent cancer among women. In Pakistan, 181 cervical 
cancer ranks as the fourth most frequent cancer among 
women. In China cervical cancer ranks as the seventh 
most frequent cancer among women. 182

A few pilot interventions for cervical cancers have 
been conducted successfully in Thailand, Malaysia, 
Bangladesh, the Philippines and Indonesia and these 
have been integrated into the national programmes. 

Thailand in 2000 initiated cervical cancer prevention 
programmes using a single visit with visual inspection 
approach with acetic acid (VIA) with cryotherapy for 
pre-cancerous lesions. This service, integrated into the 
existing reproductive health services, was provided 
by trained nurses. The providers maintained a high 

Table 20:  Cervical cancer risk, mortality and incidence in 12 countries

Name of Country Population of women aged 15 
and older who are at risk of 
developing cervical cancer 

(millions)

Mortality of cervical cancer (new 
deaths)

Incidence of cervical cancer(new 
cases)

Bangladesh 50.19 6561 12931

Cambodia 4.59 949 1768

China 499.76 25561 45689

India 366.58 74118 132082

Indonesia 79.14 7566 15050

Lao PDR 1.79 159 317

Malaysia 8.70 766 1492

Nepal 8.53 1129 2185

Pakistan 49.25 1605 2962

Philippines 27.55 4349 6000

Thailand 26.09 2620 6243

Vietnam 30.77 3334 6224

Source:  International Agency for Research on Cancer (IARC), Globocan 2002
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level of competence and performance, including after 
the withdrawal of external funding.This pilot project 
transited to a national programme in Thailand with strong 
political will from government health bodies and health 
professionals. It showed that a single visit approach with 
VIA and cryotherapy is programmatically feasible and 
sustainable to control cervical cancer. 183 

In Bangladesh, a screening programme has been 
undertaken using VIA and cryotherapy through the 
public sector . The programme was launched in 2004-
05 in a phased manner, starting with a pilot programme 
in 16 of the 64 districts in the country, and scaled to 
44 districts bythe end of 2007. “Evaluation of the pilot 
programme performance showed that VIA can be carried 
out by trained doctors, nurses, paramedical workers in 
Bangladesh, even though the level of resources is poor 
and the women, their partners and families are not aware 
of the disease and its consequences.” 184

In Malaysia, this is carried out by the National Population 
and Family Development Board (LPPKN), which has 
a wide network of 50 clinics throughout Peninsular 
Malaysia providing reproductive health services. Early 
detection of cancer among women is one of the critical 
services given to clients. 185 Pap smears have been 
available since the late 60s in Malaysia. There has also 
been concerted effort to track numbers: 850,000 women 
out of 5.2 million in the reproductive age of 25-60 years 
have undergone pap smears. There was 26% pap smear 
coverage according to the National Health and Morbidity 
Survey II (NHMS II) study in 2004. 186

Anecdotal evidence from ARROW partners suggests 
that VIA is being carried out in the Philippines and 
in Indonesia. VIA followed by cryotherapy is being 
researched as an alternative method for resource- 
poor countries. 187

Although HPV vaccination can prevent the transmission of 
HPV, it is expensive and women are not able to afford the 
costs of the drug. Apart from the cost, it is important to 
have a functional health system, including trained health 
professionals, to deal with prevention, treatment and care 
of reproductive cancers. In the 12 countries surveyed, 
only Malaysia has made a commitment to provide all 13 
year-old girls with 3 doses of HPV vaccine each to prevent 
cervical cancer. This will be effective from 2010. 188

Breast Cancer

Breast cancer is the most common cancer and one of the 
leading causes of death among women internationally.189 
In a few countries in the region it is second only to cervical 
cancer. Age-standardized rates range from 92 per 100 
000 in New Zealand to less than 20 per 100 000 in China 
and India. Early detection through proper screening 
and improvements in therapy have reduced mortality. 
Unfortunately, early detection and therapy are inaccessible 
to large segments of the population in the region. 190

One multi-country study on breast cancer noted that 
“owing to lack of awareness, lack of funding, lack of 
infrastructure, and low priority in public health schemes, 
breast cancer screening and early detection have not 
caught up in these under-privileged societies.” 191 The 
same study notes that better socioeconomic conditions, 
health awareness, and availability of breast cancer 
screening in developed Asian countries seem to be 
the major causes of a favourable clinical picture and 
outcomes in these countries. 192 
 
Summary

Inadequate health care infrastructures and standards, 
socio-cultural barriers, and economic realities 193 hamper 
prevention, treatment and care of reproductive cancers. 
Only Malaysia and Thailand have shown commitment 
towards prevention and screening measures for 
reproductive cancers. Data on breast cancer are scarce 
and there needs to be more rigorous effort in collecting 
data on incidence, which is the first step towards 
ensuring resource allocation.



80

Once the RH issue is seen as being of prime importance 
governments create policies and programmes and 
deploy budgets and trained personnel and provide 
facilities and access. 

 Access for marginalised groups is a iii 
concern across all countries

In all countries, women who are poor, less educated, live 
in remote areas and/or rural areas face greater difficulties 
in accessing services and realising the autonomy of their 
bodies. Tribal women, women from ethnic minorities, 
women from lower castes, and younger women are 
also marginalised. This happens regardless of whether 
the service they require access to is contraception, 
maternal health services, safe abortion services, and 
the prevention and treatment of reproductive cancers. 
Reproductive health and reproductive rights are an issue 
of socio-economic equity as well as gender equity. 

CONCLUSION

 Progress across the region is uneven and i 
slow with regards to reproductive health 
and reproductive rights

No one country has made progress in every single 
indicator of RH and RR.

Contraceptive prevalence rates are still low in many 
countries, but are high in countries which have strictly 
implemented population policies. The burden of 
contraception falls on women. 

Maternal deaths remain a challenge in South Asia and 
Lao PDR in South-east Asia. Access to EmOC and skilled 
attendants in these countries needs to be improved 
significantly to prevent maternal deaths. This is the area 
that is really falling behind: progress is minimal in many 
countries. 

Abortion policies take a long time to change. Progressive 
laws need to be backed up with service provision and 
quality of care.

Reproductive cancers are yet to be addressed in 
a cohesive and comprehensive manner within 
health systems. 

 Political will of governments is crucial in ii 
making laws, allocating resources, and 
deploying trained staff

Political will of governments is a key factor for the 
achievement of reproductive health and reproductive 
rights outcomes. When governments decide to reduce 
fertility, as seen in China, India and Indonesia, it is done. 
When governments decide to reduce maternal deaths 
in Malaysia and Thailand, it is done. When governments 
decide to provide access to safe abortion services, as in 
Vietnam and China, it is done. When governments decide 
to address reproductive cancers in a concrete manner, as 
in Malaysia, it is done. 

From a review of reproductive health and reproductive rights 
indicators across the 12 countries, the following conclusions 
can be made. 
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In this section we deal with sexual health and sexual 
rights. Under sexual health we will look at sexually 
transmitted infections (STIs) and HIV/AIDS. Within 
STIs we focus on STI prevalence and intervention 
programmes. Within HIV/AIDS, we will focus on HIV 
prevalence and incidence rates, vulnerability and 
feminisation of HIV/AIDS, laws and policies for people 
living with HIV/AIDS, programmes for access to voluntary 
counseling and testing and anti-retroviral therapy and 
integration of sexual and reproductive health services 
with HIV/AIDS services.

Last, but not least, we will tackle sexual rights in 
this section, although it is a highly contested term in 
international arenas. Current detractors often dismiss 
‘sexual rights’ as terminology which has not been agreed 
upon by governments within the UN system. Sexual 
rights issues are seen by many governments as being 
synonymous with the legalization of homosexuality and 
same sex marriage. This is a highly limited perspective on 
sexual rights because the majority of women, who live in 
patriarchal societies, still continue to struggle for sexual 
rights. The concept of sexual rights is also so closely 
intertwined and interlinked with that of reproductive 
rights so much so that, in some aspects, it is difficult 
to separate both. In order to achieve desirable SRH 
outcomes, it is crucial to empower men and women with 
rights which enable them to be equals 1 in the public and 
in the most private spheres of life. It is also important 
to empower women to exercise their decision-making 
with regards to sexuality and reproduction. 2 It is also 
imperative to establish rights for women, where those 
rights may not currently exist, in order to enable women’s 
decision-making capacities. 3

But what are sexual rights? Are they really so contested?

“Sexual rights embrace human rights that are already 
recognized in national laws, international human 
rights documents and other consensus documents. 
These include the right of all persons, free of coercion, 
discrimination and violence, to:

•  the highest attainable standard of health in relation to 
sexuality, including access to SRH care services;

•  seek, receive and impart information in relation to 
sexuality;

•  sexuality education;

•  respect for bodily integrity;

•  choice of partner;

•  sexuality education;

•  decide to be sexually active or not; 

•  consensual sexual relations;

•  consensual marriage;

•  decide whether or not, and when to have children; 
and pursue a satisfying, safe and pleasurable 
sexual life.” 4

This WHO working definition is wholly consistent with 
and does not deviate from the principles of the ICPD 
PoA. It is useful to enunciate separately the different 
components of sexual rights in order to build the 
discourse and create support for the language among 
governments and civil society. This review attempts to 
do exactly this. 

In this section we will look at adolescent rights. In this 
review we are focusing on unmarried adolescents, 
as access to information, education and services is 
especially problematic for this group. Theoretically, 
contraception and abortion are considered core 
reproductive health components, but for unmarried 
adolescents they not only ensure sexual autonomy but 
also sexual health. Within this area, the indicators we will 
examine are availability of sex and sexuality education 
and service provision for adolescents as their rights to 
the highest attainable standard of health in relation to 
sexuality, including access to SRH care services; to seek, 
receive and impart information in relation to sexuality; 
to sex and sexuality education; and to decide to be 
sexually active or not.

We will also look at other important indicators of sexual 
rights. In order to determine the rights around choice of 
partner, decision to be sexually active or not, consensual 
sexual relations and consensual marriage, we choose 
to look at the laws and implementation of legal age of 
marriage and the existence of arranged marriages and 
forced marriages. As indicators of bodily integrity we look 
at traditional practices harmful to women and laws on 
sexual violence and trafficking. As indicators of the rights 
to the highest attainable standard of health in relation 
to sexuality, in choice of partner, in consensual sexual 
relations and to pursue a satisfying, safe and pleasurable 
sexual life we look at laws around sex work, same sex 
sexual relations and transgendered people.

We agree that “[t]he creation of the concept of sexual 
rights is something we should value as a platform for 
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conversation that may help drive coalition building… 
While the definition of sexual rights in Cairo has 
limitations, we need to value it. It was the feminist 
community working at the UN level that crafted this 
incredible concept of sexual rights that goes beyond 
identity politics, allowing us to address issues of violence, 

Sexually transmitted infections (STIs) are infections that 
are spread through sexual contact. There are more than 
30 different sexually transmissible bacteria, viruses and 
parasites. They may produce no symptoms at all or 
produce symptoms that are mild and transient. However, 
many STIs can have severe long-term consequences. 
Some (gonorrhoea, chancroid, herpes simplex) produce 
acute symptoms. In adults, chlamydia and gonorrhoea 
may lead to complications such as infertility and 
potentially fatal ectopic pregnancy or chronic illness. In 
newborn children, chlamydia, gonorrhoea and syphilis 
can produce serious and often life-threatening conditions, 
such as congenital syphilis, pneumonia and low birth 
weight. STIs amplify the risk of HIV transmission, and 
infection with the human papillomavirus (HPV) is a proven 
precondition for the development of carcinoma of the 
cervix, which is the second leading cause of female 
cancer mortality worldwide. 8

About one million new cases of curable STIs occur every 
day in the world, nearly half of them in Asia. In South Asia 
and South-east Asia, HIV epidemics have largely followed 
the trend of STI. In countries where STI control is strong, 
HIV epidemics are slow to develop. Where STI control 
measures have been scaled-up, rapidly growing HIV 

epidemics have been halted and even reversed. Thus, an 
effective STI control programme reduces the burden of 
both HIV infection as well as other STIs. 9

Based on the available data, it appears that most of the 
STI interventions are being carried out through the HIV/
AIDS programmes in the 12 countries, and are targeted at 
the most-at-risk behaviours. 

Bangladesh, in 1997, endorsed the National Policy on 
HIV/AIDS and STD Related Issues (NASP), and became 
the first among the South Asian countries to adopt such 
a policy. The government of Bangladesh also developed 
National STI management guidelines in the year 2006. 10

Nepal’s national programme is targeted at most-at-risk 
populations, and in the Nepalese context there has been 
a notable expansion in the numbers of clinics treating 
STIs, offering services for key target groups such as FSW 
and clients, MSW, MSM, IDUs and migrant workers as 
well as for PLHAs. 11

In Pakistan, the government’s response to the HIV 
epidemic during the period 2003-2007 talks about 
interventions on prevention and management of STI. 12

race and disease prevention and at the same time issues 
of pleasure, autonomy and self-determination.” 5 We also 
feel strongly that 15 years after ICPD, we need to realize 
and recognize the value that sexual rights brings 
to facilitate the achievement of the ICPD PoA and the 
SRHR community. 

SEXUALLY TRANSMITTED INFECTIONS (STIS)I 

The ICPD PoA, urges the governments “to prevent, 
reduce the incidence of, and provide treatment for, 
sexually transmitted diseases, including HIV/AIDS, and the 
complications of sexually transmitted diseases such as 
infertility, with special attention to girls and women.” 6 At 
ICPD+5, governments were called to ensure that prevention 
of and services for sexually transmitted diseases and HIV/
AIDS are an integral component of reproductive and sexual 
health programmes at the primary health-care level. 7 
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vulnerable populations, and programmes for sex workers 
among others. 16

In Vietnam, STI management and treatment has been 
approved as part of prevention programmes in Vietnam. 
Various activities have been implemented to reduce STI 
prevalence such as: conducting IEC activities around 
STI prevention for both the general population as well 
as key populations at higher risk; building capacity for 
health staff working with STI management systems; 
strengthening STI sentinel surveillance and expanding 
it to 20 provinces; as well as providing equipment, 
test kits and STI drugs. However, the STI management 
programme still faces challenges in Vietnam and the 
majority of people diagnosed with an STI visit private 
clinics for treatment. There is a lack of drugs provided for 
patients at public health facilities and there is a need to 
further invest in building the capacity of health staff. 17

Summary

The prevention and treatment of STI in the countries 
under review have largely been driven by the HIV 
intervention efforts. HIV intervention focuses on high-
risk behavior groups. As a result, the larger population 
who are at risk of STI, but do not fall under the high 
risk categories are neglected by prevention and 
treatment programmes.

The Government of India’s National Policy for the 
Prevention and Control of AIDS, places emphasis on 
targeted intervention for the control of STI and RTI. 
STI prevalence in the country varies markedly between 
different states in India ranging from one percent 
to 26 percent. 13

In Indonesia, the National Strategy and Action Plan 
2006- 2010 (NSAP) sets clear priorities and targets and 
serves as the overall framework for interventions on HIV/
AIDS/STI. STI treatment services were expanded with a 
focus on sex workers and clients, and behaviour change 
interventions targeting mobile groups were implemented 
in many provinces. 14

In Malaysia, one of the interventions for the prevention 
of STI/HIV/AIDS, is through implementation agencies like 
that Federation of Family Planning Associations, Malaysia 
(FFPAM). The programme aims to improve the capability 
of young men and women in respective project areas 
in protecting themselves from HIV and STIs as well as 
improving the capacity of educators, including young 
people, in effecting behavioural change towards HIV 
and STI prevention among young people. 15

In the Philippines, prevention programmes include, 
mass media, condom social marketing, counselling and 
testing, improving management of STIs, interventions for 

HIV/AIDS II 

Paragraph 8.29 of the ICPD PoA objective on HIV/AIDS calls 
upon the governments “to prevent, reduce the spread of and 
minimize the impact of HIV infection; to increase awareness 
of the disastrous consequences of HIV infection and AIDS 
and associated fatal diseases, at the individual, community 
and national levels, and of the ways of preventing it; to 
address the social, economic, gender and racial inequities 
that increase vulnerability to the disease.”
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 HIV Prevalence in the 12 countries i 

Overall, in Asia, an estimated 4.9 million [3.7 million–6.7 
million] people were living with HIV in 2007, including the 
440 000 [210 000–1.0 million] people who became newly 
infected in the past year. Approximately 300 000  
[250 000–470 000] died from AIDS-related illnesses 
in 2007. 18

National HIV prevalence is highest in South-east 
Asia, with wide variation in epidemic trends between 
different countries. While the prevalence is declining 
in Cambodia, Burma and Thailand, HIV prevalence 
in Indonesia (especially in the Papua province), and 
Vietnam is on the rise (see table 21). 

Table 21: HIV and AIDS Estimates and Data, 2007 and 2001

Name of the 
countries

Estimated Number of Adults 
and Children 2000

Estimated Number of Adults 
and Children 2000

Women (15+) 2007

2007 2001 2007 2001 2007 2001

Bangladesh 12 000 7500 … … 2000 <100

Cambodia 75 000 120 000 0.8 1.5 31 000

China 700 000 470 000 0.1 0.1 200 000 120 000

India 2 400 000 2 700 000 0.3 0.5 880 000 1 000 000

Indonesia 270 000 93 000 0.2 0.1 54 000 10 000

Lao PDR 5 500 1200 0.2 <0.1 1300 <500

Malaysia 80 000 44 000 0.5 0.3 21 000 10 000

Nepal 70 000 56 000 0.5 0.5 17 000 12 000

Pakistan 96 000 51 000 0.1 <0.1 27 000 13 000

The Philippines 8 300 <1000 … … 2200 <500

Thailand 610 000 660 000 1.4 1.7 250 000 240 000

Vietnam 290 000 160 000 0.5 0.3 76 000 37 000

Source: 2008 Report on the Global AIDS Epidemic
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Adult (15-49) prevalence percentage (estimate) has 
declined for Cambodia, Thailand and India. New trends, 
however are emerging with an increase in the adult 
prevalence rates in Vietnam, Indonesia, Malaysia, Lao 
PDR, and Pakistan. The adult prevalence rates have 
remained the same in China (0.1) and Nepal (0.5). 19 
Data from donated blood samples, in Bangladesh, 
suggest that the general level of infection is low, 
much lower than 1%. 20

Pakistan has a concentrated epidemic with HIV 
prevalence among the general population of currently 
less than 1%, but has high numbers of HIV infections 
among injecting drug-users (IDUs). Pakistan is expected 
to follow closely the Asian Epidemic Model of initial IDU 
epidemics followed by epidemics in other associated 
Most At Risk Populations (MARPs) with a time lag of 
2-3 years between shifts from one to another group. 
Presently the overall sero-prevalence of HIV among IDUs 
is 15.8% and among male sex workers it is 1.5% - 1.8%. 21

The Philippines has cumulative registered cases of 
3,061 from 1984 to the end of December 2007. The 
increasing numbers of cases complement the 2005 
estimate by the WHO and the Philippines Department of 
Health that the number of Filipinos infected with HIV is 
reaching 12,000 from just 6,000 in 2002. The estimated 
number of people living with HIV/AIDS (PLHIV) in 2007, 
however is down to 7,490 mainly due to the change in 
the estimation methodology. 22 Though India has lower 
prevalence rates, it has significantly more people in 
Asia living with HIV infection (2 600 000 in 2007). 
The number varies between states and the regions 
and within districts.

i.a  Vulnerable most-at-risk behaviours

HIV prevalence in the category of most-at-risk 
behaviours in capital cities for IDUs in Asia is highest 
in Indonesia (52.4% in 2007), Nepal (34.7% in 2007), 
Thailand (28.8% in 2007) and Vietnam (23.1 % in 2006). 
With respect to female sex workers, the highest rates 
of HIV prevalence are recorded in Cambodia (12.7% in 
2007), Indonesia (9.5% in 2007) and Vietnam (4.2% in 
2006). With respect to men who have sex with men, the 
HIV percentage is highest in Thailand (24.6% in 2007), 
Vietnam (9.0 % in 2006), Malaysia (7.1% in 2007), India 
(6.4% in 2006), Lao PDR (5.6% in 2007) and Indonesia 
(5.2 in 2007). 23

i.b  Feminisation of HIV/AIDS

The estimated 15.4 million [13.9–16.6 million] women 
living with HIV in 2007 numbered 1.6 million more 
than the 13.8 million [12.7–15.2 million] in 2001. The 
proportion of women living with HIV in Asia is slowly 
growing, as HIV is transmitted to the female partners 
of men who are likely to have been infected through 
injecting drug use, or during unprotected paid sex or sex 
with other men. In Asia that proportion reached 29% in 
2007 (compared with 26% in 2001).

Data on estimated number of women with HIV and 
AIDS show an increase in most of the countries in the 
region. In India 38% of those infected in the country are 
women. 24 In Malaysia, according to a report by UNICEF, 
one in seven new infections in 2006 was female. 25

i.c  Pregnant women

With respect to HIV infection amongst pregnant 
women, data are available from different sources. The 
2005 Cambodia Demographic Health Survey puts the 
percentage of HIV prevalence among pregnant women 
at 0.3 %. The HIV prevalence amongst pregnant women 
has been at 0.9 % in Malaysia, 26 and 0.87% in 2005 in 
Thailand. 27 It should be noted that the focus of HIV/AIDS 
programmes is on PMTCT intervention to prevent neo-
natal infection. 

i.d  Female Sex Workers

Overall, female sex workers are more vulnerable to 
contracting HIV/AIDS because of their livelihood, 
which places them at greater risk of acquiring HIV. 
This group faces stigma since they do not conform 
to the reproduction oriented sexual morality. 28

In Asia, a high proportion of new HIV infections is 
contracted during paid sex, and a relatively high HIV 
prevalence has been found among sex workers in 
Vietnam, Indonesia and China. 29 In China, it is estimated 
that sex workers and their clients account for just less 
than 20% of the total number of people living with 
HIV (Ministry of Health, People’s Republic of China/ 
UNAIDS, 2005a). A study indicated that 22% - 38% of 
young Nepalese women who were trafficked to India, 
especially Mumbai, and returning to Nepal were found 
to be HIV positive.” 30
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The stigma and discrimination experienced by the 
most-at-risk behaviours, like sex workers, drug users, 
and men who have sex with men, impedes their access 
to appropriate HIV prevention, treatment and care 
services. The difficulty with these vulnerable groups is 
that their risk behaviour is usually not accepted within 
social norms. This poses a hurdle to their accessing HIV 
prevention, treatment and care services. For example, all 
countries prohibit injecting drug use and the possession 
of certain narcotics. This crime carries the death penalty 
in four of the 12 countries (China, Malaysia, Philippines 
and Thailand). 31 China and Vietnam have altered their 
laws to grant drug users a legal right to needle and 
syringe exchange and Vietnam and Nepal have also 
started drug substitution programmes. In addition, laws 
against sodomy and prostitution also hamper efforts 
to reach these groups. A review of the 2008 UNGASS 
progress reports shows that more than 60% of South 
and South-east Asia and more than 30% of countries 
in East Asia report laws, regulations or policies that 
present obstacles to services for vulnerable groups. 32

ii  Laws and Policies pertaining to people 
living with HIV/AIDS (PLHIV)

The ICPD PoA urges governments to develop policies 
and guidelines to protect the individual rights of and 
eliminate discrimination against people infected with 
HIV and their families. 33

HIV related stigma and discrimination is seen as a barrier 
to universal access to HIV prevention treatment, care 
and support. Among the 12 countries, “Cambodia, the 
Philippines and Vietnam have introduced laws that 
specifically seek to protect the rights of people living 
with HIV (PLHIV), and guard them against HIV related 
discrimination. Bangladesh, China, India, the Lao PDR 
have announced policies that protect the rights of 
HIV-Positive People.” 34 The 2008 UN General Assembly 
Special Session on HIV/AIDs (UNGASS) country progress 
reports notes that only few countries in the region report 
using performance indicators or benchmarks for the 
reduction of HIV related stigma and discrimination

Discrimination against PLHIV not only affects their 
livelihood, but also makes PLHIV less likely to seek 
care and treatment and adhere to treatment. Family 
members, caregivers and children of PLHIV are also 
subject to discrimination and shame. Stigma and 
discrimination is evident in the health care system. 

In China, a 2005 survey shows that almost 1 in 5 nurses 
in three provinces said patients with HIV should be 
isolated while in another study records that almost “one 
in three health professionals… said they would not treat 
an HIV-positive person.” 35 

Notable progress has been made by Cambodia in the 
area of legislation. The Law on the Prevention and 
Control of HIV/AIDS, enacted in 2002, is regarded 
as a “best practice” in Asia, particularly in relation to 
anti-discrimination, privacy and confidentiality, and 
protection offered to people attending voluntary 
counselling and testing. 36

Nepal has amended its laws relating to HIV/AIDS. 
The Supreme Court has ordered the government to 
promulgate laws to ensure confidentiality in the judicial 
process for cases involving people living with HIV. 37

iii  HIV/AIDS programmes for voluntary 
counseling and testing (VCT) and 
anti-retroviral therapy (ART) 

Most of the countries in the Asia and the Pacific have 
national strategic plans (NSPs), for HIV and AIDS.
However, the programmatic interventions on HIV/AIDS 
in most of the countries in the region, focus on ‘high-
risk’ groups/behaviours. The overall quality of these 
plans varies significantly, and many countries “cannot 
guarantee sufficient programme coverage, adequate 
financial and human resources, or reliable procurement 
for the various drugs and prevention commodities that 
are needed.” 38

Although most of the national level strategic plans do 
recognize specific high-risk behaviours, only a few of 
those plans address all the most-at-risk groups in their 
country, and none contain elements of an effective 
strategy. Many NSPs are also not properly balanced 
between prevention and treatment. “Others lack 
comprehensive plans for anti-retroviral treatment and 
impact mitigation programmes in high prevalence areas, 
particularly for women and children.” 39 In India and 
Vietnam, anti-stigma programmes have been reported 
to be implemented in few hospitals. 40

National HIV programmes in Bangladesh have so far 
focused on targeted interventions for most-at-risk 
groups, principally prevention activities, but increasingly 
they are working across the continuum of needs to 
treatment, care and support. 41 In Pakistan, in line with 
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the epidemic trend, there has been a renewed focus 
by the government and development partners towards 
rapidly scaling up prevention and service delivery 
programs for most-at-risk populations particularly 
IDUs. Nevertheless, coverage is still a major challenge 
facing the AIDS Programmes. In light of the latest 
developments, the National Strategic Framework 
was recently revised and is the basis of a new five 
year initiative by the government of Pakistan. 42 This 
framework includes women, children and young 
adults in prevention efforts.

We will look also closely at two main indicators of 
programmes: access to counselling and testing and 
access to anti retroviral therapy services for all. 

iii.a  Access to counselling and testing

In the area of access to counselling and testing, in Asia 
and the Pacific, there is limited data to show coverage 
of HIV testing overall for women and other vulnerable 
groups. Coverage data regarding access to voluntary 
counselling and testing for women was difficult to 
obtain. A few surveys indicate that the proportion of the 
adult population who have been tested and counselled 
is as low as 0.5% in India (8.8 million tested out of 579 
million adult population between 15 and 49 years of 
age), 0.5% in the Lao PDR and 0.1% in Malaysia. This 
leads to an estimate that, overall, only 0.1% of people in 
the region may have ever been tested and counselled. 
However, this does not indicate what proportion of 
the people most in need of testing is actually receiving 
this service. 43 

A review of the 2008 UNGASS country reports on 
voluntary counselling and testing (VCT) in Cambodia, 
China, India, Indonesia Pakistan and Thailand, points to 
the following observations: 

With same day test results, response to VCT in 
Cambodia has been quite high with more than 200 000 
people accessing VCT in 2006, with a 97.7% return for 
post test counselling rate. 

In China VCT is provided free of charge and is voluntary. 

In India, The National AIDS Control Programme initiated 
VCT and Prevention of parent-to-child transmission 
(PPTCT) programmes in 1992. The cumulative 
number of people tested during 2002—2006 was 

8.8 million. Excluding pregnant women, 55% of HIV 
testing was client-initiated and 25% provider-initiated 
in 2006. In India, challenges remain in the quality of 
counselling services, especially at sub-district level, and 
discrimination by health care providers is of particular 
concern in some areas. 

In Pakistan, the National HIV testing strategy states 
that HIV testing should be voluntary, confidential and 
accompanied by pre-and post-test counselling. There 
are currently 16 VCT centres (both community-based 
and hospital-based) for the general population and 
VCT is integrated as part of 20 projects for most-at-risk 
populations (injecting drug users, sex workers, men 
having sex with men, truck drivers and prisoners). 

In Indonesia, while there has been a large expansion of 
testing and counselling services, there has also been 
under-utilization of testing and counselling services by 
the population. 

In Thailand, HIV voluntary counselling and testing started 
in 1991 through anonymous clinics in government 
hospitals. Provider Initiated Testing and Counselling 
(PITC) was introduced in the late nineties with the 
PMTCT programme. PITC includes group pre-test 
information giving and, if requested, individual pre-test 
counselling is accompanied by informed consent and 
gives the option to opt out, depending on the type of 
health services. The PITC was a key to the success of the 
national PMTCT programme. Out of a total of 672 035 
deliveries in 2005, 98% attended ANC and out of those, 
99.7% had an HIV test.

Challenges with respect to voluntary counselling and 
testing in the region include instances of hospitals 
testing patients without their consent. Compulsory 
testing is practiced in a number of settings, for instance, 
among IDUs and migrant workers. Similarly, the 
requirement of confidentiality is not strictly observed 
in the region. The understanding of consent and 
the legal requirements for informed consent vary in 
different countries. It is recognized that people may 
seek HIV testing only if they can see its benefits. In the 
region, discrimination against people infected with HIV 
and limited availability and accessibility of treatment 
services discourage people from seeking HIV testing 
and counselling. It is clear that any escalation of testing 
and counselling needs to be linked to improved provision 
of other services such as high quality treatment and 
treatment monitoring, positive prevention, and care and 
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support for people living with HIV. Given the nature of 
the epidemic in the region, that is, several countries with 
concentrated high-risk groups, not all interventions will 
take place in health settings. Furthermore, marginalized 
most-at-risk populations may not have ready access 
to health services and may be better reached through 
community-based interventions and services. 44

iii.b Access to anti-retroviral therapy

A review of the 2008 UNGASS reports on access to 
anti-retroviral therapy among adults and children shows 
that all countries in the Asia-Pacific region report having 
in place a policy or strategy to promote comprehensive 
HIV treatment, care, and support. The Universal Access 
targets for anti-retroviral therapy state that, by 2010, all 
countries must ensure 80% coverage of those who are 
eligible. A review of the 2008 UNGASS report indicates 
that although the Asian and Pacific regions fall short of 
this target, there is impressive progress in a number 
of countries as shown in Table 22. The most progress 
has been visibly made in the South-east Asia sub 
region (Cambodia, Lao PDR, Malaysia, the Philippines, 
Thailand and Vietnam). 45

Table 22:  Percentage of adults and children 
with advanced HIV infection receiving 
anti- retroviral therapy for 2007(%)

Name of the 
Country

Percentage of adults and children with 
advanced HIV infection receiving anti 
retroviral therapy for 2007(%)

Bangladesh 13.3%

Cambodia 78.7% of adults

China

India 19.6% of adults and 35.1 % 
of children 

Indonesia 24.8%, of which 43.8% 
are females

Lao PDR 59.22%

Malaysia 51%

Nepal 6.46%

Pakistan 7.4%

Philippines 56%

Thailand 52.9%

Vietnam 28.4%

Source:  Data acessible at UNAIDS website, available at : 

http://www.unaids.org/en/KnowledgeCentre/HIVData/ 

CountryProgress/2007CountryProgressAllCountries.asp

From the 2008 progress reports submitted by member 
states to report on 2001 Declaration of Commitment 
on HIV/AIDS, in the area of adults and children with 
advance HIV infection receiving ARV, it is observed 
that Cambodia has reported a 60% increases in 2007 
compared to 2005 and Lao PDR reported a coverage 
of 59.22%. In the Philippines, in 2007, 56% (336/600) 
were reached with ART. The current treatment policy of 
the country states that PLHIV with a CD4 count of 200 
or less are provided with free ARV. In Thailand in 2008, 
52.9 adults and children, with advanced HIV infection 
received Anti Retro Viral Therapy. In Malaysia, since 
2006, first line therapies involving nucleoside reverse 
transcriptase inhibitors (NRTIs) and non-nucleoside 
reverse transcriptase inhibitors (NNRTIs) have been 
accessible for all patients at no charge at government 
hospitals and clinics, and of the 13080 persons identified 
with HIV, 51% have received ART. In Vietnam there was 
a 5.7 fold increase in the coverage of ARV compared to 
2005. In Indonesia, while the total percentage of adults 
and children who received children who receive ART 
has been 24.8%, of these, 43.8 % who receive ART 
are females.

In the South Asian countries, the progress with regards 
to coverage of adults and children with ARV has not 
been very impressive. In Nepal, the overall ART coverage 
has expanded with over 1100 PLHIV receiving ART in 
2007. In Bangladesh, approximately less than 15 % 
of the estimated number of people who require ARV 
treatment receive it. In Pakistan, approximately 7.4% 
of people with advanced HIV infection are currently 
receiving ART through the National Programme. The 
ARV drugs are procured through the Global Fund Project 
Round 2 proposal. In India, care, support and treatment 
services include management of opportunistic 
infections (OI), antiretroviral treatment (ART), safety 
measures, positive prevention and impact mitigation. In 
NACP-II, provision has been made for free ART to those 
who are HIVpositive and eligible to receive this therapy, 
based on clinical as well as laboratory criteria. Under 
NACP-III, first line ART drugs are provided to all those 
who need it. There are presently 137 centres in 31 states 
providing free ART to 118,052 adults and 8347 children.
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Summary

There is considerable progress in the area of HIV/AIDS 
prevention, treatment and care. While countries like 
Cambodia, and Thailand have shown declines in HIV 
prevalence, the epidemic is on the rise in Indonesia, 
Pakistan and Vietnam. Cambodia addresses the HIV/
AIDS epidemic in a comprehensive manner as compared 
to the rest of the 12 countries and it has made significant 
progress in bringing down the rates of HIV cases 
within its borders. Few governments in the region 
have addressed stigma and discrimination through 
laws, policies and programme. Stigma especially for 
the vulnerable populations hinders their access to 
HIV treatment and care. There is a need to expand the 
reach awareness programmes, and make voluntary 
counselling and testing for HIV/AIDS widely available 
in the region. Though the access to ARV treatment 
has improved in Cambodia, Lao PDR, Malaysia, the 
Philippines, Thailand and Vietnam, it is low in all the 
four South Asian countries. Data on how many women 
access the ARV were difficult to obtain.

At the same time, programme interventions on HIV/
AIDS need to capture a broad gender and human rights 
framework to effectively address the HIV/AIDS situation 
in the 12 countries.

Addressing the gender dimensions, as noted in the 
ICPD PoA, is critical since the face of HIV/AIDS has 
become increasingly more feminised. Women face 
greater danger of HIV infection not only for biological 
reasons, i.e., women have a larger mucosal surface 
exposed to abrasions during sex, and semen has higher 
concentration of HIV/AIDS than vaginal fluid does, but 
also for social reasons. 

Cultural norms of sexual ignorance and purity for women 
block their access to prevention information. Gendered 
power imbalances make it difficult for women to 
negotiate for safer sexual practices (including condom 
use) with their partners, and economic dependence and 
fear of violence can effectively force women to consent 
to unprotected sex. Women receive inadequate care and 
treatment both because it is being directly withheld from 
them, and because what is provided is inaccessible and 
unsuited to their health needs. 48

The following have made women more vulnerable to 
the epidemic: lack of power to negotiate or assert their 

iv  Integration of SRH Services, including 
HIV and AIDS

While it is widely acknowledged, that the intersections 
and interconnections between HIV/AIDS and SRHR 
are profound, HIV/AIDS and SRH services remains 
predominantly separate and parallel programmes, not 
only from the angle of bilateral and multilateral donor 
allocation of resources, but also from the national 
health systems point of view, which mostly have 
vertical AIDS control programmes, not integrated into 
the public health system. 46

While sporadic attempts have been made to include STI 
prevention, treatment and HIV testing and counselling 
into the family planning programmes, these attempts 
have not been sustained or fully integrated. Some 
progress has however been made in developing 
institutional linkages. Cambodia provides an unusual 
example of full integration, with the merging, in 1998, of 
the national AIDS control programme and National Clinic 
for STI and Dermatology and STD control(NCHADS);. 
Cambodia has started links between NCHADS and the 
National Centre for Maternal and Child Health.

India is in the process of linking activities between its 
National AIDS Control Programme and its Reproductive 
and Child Health Programme. This moves forward, 
the existing links for the prevention of mother-to-child 
transmission of HIV/AIDs (PMTCT) and antenatal 
screening for Syphilis. 

Thailand has included PMTCT and syphilis screening 
in the ante-natal care settings, and China provides 
condoms to family planning clients. The addition of 
RTI/STI diagnosis and management to family planning 
settings have been attempted in Indonesia, although 
the clinical training proved to be challenging. 47

Unfortunately, it is apparent that the resources poured 
into the HIV/AIDS epidemic, have come through the 
vertical funding approach. Integrating SRH and HIV 
service provision would not only have served to contain 
the spread of the epidemic, but would have improved 
the delivery of other SHR services through the public 
health system. PLHIV need a broader range of SRH 
services apart from anti-retroviral treatment, including 
access to a range of contraception, abortion, maternal 
health services and STI/RTI management.
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rights because of societal norms, embedded cultural 
belief systems, lack of access to proper information, 
lack of access to health care, poverty, women’s low 
status in the society, lower education levels, difficulty 
in negotiating condom use due to the association 
of condoms with sex work, gender inequity, limited 
knowledge about sexuality and HIV transmission, and 
taboos related to communication about sexuality. “In 
many societies there are cultural dictates for women 
to play a passive role in sexual interactions, and strong 
social pressure for women and girls to remain ignorant 
about sexual matters.” 49 Gender inequity, limited 
knowledge about sexuality and HIV transmission, taboos 
related to communication about sexuality, and ambiguity 
about love and trust are putting married women in high 
risk of HIV transmission from their husbands and long-
term partners. 50 All of these have been cited as main 
reasons for the increasing rate of women infected with 
HIV/AIDS in Vietnam. 

It is imperative, however, to take into account more 
complex aspects of HIV transmission modes. While 
women are indeed biologically more at risk for HIV in 
any one act of heterosexual vaginal sex than their male 
partners, not all sex within heterosexual relationships 
involves vaginal penetration. It also imperative to note 
that not all sex is heterosexual and vaginal. 

Gender analysis also needs to take into account the role 
of sexuality and diversity and meanings of and within 
sexual relations. 51 The most vulnerable groups that 
are easily identified, and become targets of testing, 
sometimes mandatory, and of the interventions have 
been pregnant women, female sex workers and more 
recently male sex workers. Yet interventions that 
focus specifically on the male partners and clients 
of vulnerable women (and male sex workers) are 
insufficient and inadequate.

The ICPD PoA acknowledges that this population 
group has sexual and reproductive health (SHR) needs 
that must be addressed. It urges the governments to 
address adolescent SRH issues, including unwanted 
pregnancy, unsafe abortion and sexually transmitted 
diseases, including HIV/AIDS, through the promotion 
of responsible and healthy reproductive and sexual 
behavior, including voluntary abstinence, and the 
provision of appropriate services and counselling 
specifically suitable for that age group. 52 

There are two clear strains of thinking about adolescents 
in the 12 countries surveyed. In South Asia, where the 
age of marriage is rather low, adolescents are very 
often married and their rights to services are recognized 

within this framework. In South-east Asia, where the 
age of marriage is comparatively higher, adolescent 
sexual activity is often perceived as being outside the 
framework of marriage. As SRH services have been so 
often subsumed within the framework of reproduction, 
access to these services and to information becomes 
problematic for adolescents. In this review we will focus 
mainly on unmarried adolescents simply because, for 
this group, access to contraception and abortion, in 
theory, core reproductive health components, helps 
ensure sexual autonomy. We will focus on their access 
to information, education, and services.

ADOLESCENT SEXUAL RIGHTSIII 

The World Health Organization (WHO), defines adolescents 
as the 10-19 age group, and in general terms this period is 
considered a time of transition from childhood to adulthood, 
during which young people experience changes following 
puberty, but do not immediately assume the roles, privileges 
and responsibilities of adulthood. 
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i  Sex education and Sexuality education 
within the national education curriculum

Sex education is defined as the basic education about 
reproductive processes, puberty and sexual behaviour. 
Sex education may include other information, for 
example about contraception, protection from sexually 
transmitted infections and parenthood. 53 Sexuality 
education is defined as education about all matters 
relating to sexuality and its expression. Sexuality 
education covers the same topics as sex education but 
also includes issues such as relationships, attitudes 
towards sexuality, sexual roles, gender relations and the 
social pressures to be sexually active, and it provides 
information about SRH services. It may also include 
training in communication and decision-making skills. 54

Progress in providing sex education, in the 12 countries, 
is uneven. In fact there are vast differences in the 
interpretation of what constitutes sex/ sexuality education 
among and within countries. Some governments have 
already begun to address incorporating sex education 
into the education curriculum. In addition to this, the 
scope and coverage of sex education curriculums differ 
significantly within the countries. The current emphasis 
seems to be on biology rather than health and rights. In 
the 12 countries, NGOs have been working on creating 
awareness about the demand for sex/sexuality education 
and this has created an atmosphere of acceptance of 
sex/ sexuality education in the countries.

Indonesia, Malaysia, Pakistan, Bangladesh and the 
Philippines have not started providing sex education 
in schools as part of the school curriculum. Indonesia 
has a policy to extend information and reproductive 
health education to adolescents, to be implemented 
by the National Family Planning Coordinating Board 
and the Department of Education. Controversies 
persist on whether SRH education and services need 
to be extended to adolescents in the country and this 
has implications on the implementation of the policy. 
Training modules for parents and adolescents were also 
developed, however their integration into the school 
curriculum is limited. 55 Similarly, in Malaysia and Pakistan, 
sex education has not been integrated into the school 
curriculum, although the demand for sex education 
among adolescents has been documented by NGOs.

In Bangladesh, sex education is not taught by teachers in 
schools although some basic reproductive health topics 
are included in the school curriculum.

BOX 12:

SPOTLIGHT ON SEXUALITY 
EDUCATION IN THAILAND

The study revealed significant gaps in implementing 
sexuality education. Currently, sexuality education is 
taught only in 0.44% of elementary schools, 11.74% 
of middle schools, 60% of high schools, 5.4% of 
vocational schools and 25% of teaching colleges. 
Furthermore, only 4% of schools have adopted the 
new curriculum under the PATH project, while the 
OBEC curriculum is only implemented in 21 out of 
76 provinces, as pilot projects. Even in these areas, 
implementation is not smooth. Most sexuality 
education that has been implemented still lacks 
a focus on sexual and reproductive rights, in both 
content and pedagogy, focussing mostly on controlling 
adolescent sexual behaviour or, at best, promoting 
safer sex to prevent unplanned pregnancy, teen 
birth, abortion and sexually transmitted infections. In 
practice, there is no sexuality education curriculum 
that focuses on the sexual rights of adolescents. 
Issues related to the positive dimensions of sex 
and sexuality and related to the understanding of 
desire, pleasure and love are rarely taught. Moreover, 
issues of gender and sexual diversity and fluidity and 
homosexuality are neglected, and sexual rights of 
LGBT people are not considered. Teaching content 
and methods may even be discriminatory, particularly 
those adopting an abstinence-only approach, which 
regard homosexuality as abnormality. To address 
the above gaps, the study recommends that a policy 
mandating standard, comprehensive sexuality 
education. As well, there must be increased focus on 
sexual rights, gender and sexual diversity and critical 
thinking skills and these must be implemented using 
a rights-based and student-centred approach. It is also 
critical to develop strong teacher training programmes 
that will make teachers’ conservative attitudes more 
sensitive and respectful of adolescents’ sexual rights. 
Finally, comprehensive sexuality education for other 
groups of young people, including young people with 
disabilities; young people in orphanages, rehabilitation 
centres and jails; and young people affected by HIV 
also needs to be put in place.

The study was conducted by the Southeast Asian Consortium on 

Gender, Sexuality and Health. It is part of the ICPD+15 Monitoring 

Research and Advocacy Project coordinated by ARROW in 

12 Asian countries.
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In the Philippines, adolescent reproductive health (ARH) 
education is mostly community-based. Some are school 
based, and a few are implemented in the workplace. 
Information and education interventions include lectures, 
workshops, discussions, trainings, and media-based 
activities. Most of these programmes are focused on 
ARH, sexuality and fertility issues, where counselling is 
provided. 56 In 1997, the Population Commission of the 
Philippines, with the assistance of the national and local 
governments and NGOs, launched “Hearts and Minds,” 
a nationwide information, education and communication 
(IEC) campaign that teaches young Filipinos about sexual 
health, responsible adulthood, and parenthood. 57

In Vietnam, India and Nepal, there are attempts to 
introduce sex education but there are limitations.
In Vietnam, from 1995-96 onwards, the Ministry of 
Education and Training decided to integrate education 
on HIV/AIDS prevention into the official curriculum of 
secondary schools throughout the whole country. This 
move consisted of incorporating lessons on reproductive 
health and HIV/AIDS. 58 From 2002 to the present, after 
the issuance of the decision 40/2000/QH10 regarding 
school reformation, and with the support of UNFPA, 
the Population and RH curriculum in upper-secondary 
schools has been developed and is in the process of 
being piloted. It has been integrated into the school 
text books for Biology, Civics Education, Geography, 
Language and into extra curricular activities for Grades 
10 to 12 in some provinces. The final evaluation by 
UNFPA noted that most of the information on adolescent 
RH mainly focuses on pathological aspects of RH and 
contains poorly clarified/ confusing/wrong concepts and 
statements; information which is sometimes insufficient 
or even incorrect; the use of outdated statistics, 
and; poorly written Vietnamese. Yet the integration 
of adolescent RH in upper-secondary schools has 
shown increased knowledge among students. Rapid 
assessment confirmed that more than 60% of students 
in all schools are aware of basic adolescent RH issues 
such as STDs/HIV/AIDS, condoms, oral contraceptive 
pills and emergency contraception.

Sex education is called the Adolescence Education 
Programme (AEP) in India. The curriculum was developed 
by the National AIDS Control Programme, and was 
rejected by several state governments including those of 
Madhya Pradesh, Chhattisgarh, Rajasthan, Uttar Pradesh, 
Kerala and Karnataka, with the chief ministers writing to 
the Ministry of Human Resources Development accusing 
it of corrupting the morals of the young. The module 

was revised but, in turn, was rejected by 33 NGOs from 
across the country, including youth groups, sexual rights 
groups, women’s groups and groups working with child 
sexual abuse. In a joint statement, they declared: “The 
thrust of the… curriculum is abstinence. It is silent even 
about the biological aspects of reproduction. The lesson 
on conception, whilst addressing internal biological 
mechanisms, omits any description of intercourse. 
Sexual intercourse is shrouded in the euphemism 
‘intimate physical relationships.’ Without the knowledge 
of what does cause conception, the curriculum will 
fail in one of its own objectives -- that of addressing 
teenage pregnancy.” 59 

In Nepal, the National Adolescent Health and 
Development Strategy (2000) considers adolescents 
a key target group for information and services. 
Nevertheless, the extent to which sex education is being 
provided in schools has received little attention. At higher 
secondary level, students are supposed to be taught 
basic sex education using a chapter in a textbook called 
Health, Population and Environment. Little is known 
about how or how well this material is covered. A study 
in 2002 found that adolescents in these schools did not 
appear to be getting the information they needed. Most 
of the teachers did not want to deal with sensitive topics 
and feared censure by their colleagues and society. Some 
lacked the skills to give such instruction. Many students 
also felt uncomfortable with the topics. The challenge is 
to strengthen sex education, make it more appropriate 
for the students and ensure that teachers are more 
comfortable and able to give instruction on the topic. 60

Only in Thailand has there been progress on sex 
education, with the boundaries being pushed forward 
with each revision of the curriculum. Thailand has already 
introduced sexuality education. The first national policy 
on sexuality education in schools was announced in 
1938, but sex education was not taught in schools until 
1978. Then it was called “Life and Family Studies,” and its 
content consisted of issues related to the reproductive 
system and personal hygiene. The education curriculum 
has been revised several times, involving efforts 
from both government and non-government sectors 
and sex education has been accepted as a problem 
solving tool for adolescent SRH issues. This has been 
a consequence of educational reform following the 
National Education Act B.E. 2542, increasing awareness 
of problems related to adolescents’ sexual practices, 
and the emergence of women’s sexuality, and queer 
movements. The most remarkable new approach in 
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sexuality education curricula in Thailand has been the 
Teenpath Project developed by PATH, Thailand. PATH has 
also succeeded in institutionalizing sexuality education 
curricula in schools since 2003. 61

Sexuality education seems to be an area where 
intellectual theory and perspectives have far surpassed 
the ability to deliver of governments in the region. Both 
sex education and sexuality education are contentious 
issues for voters, especially in the countries where 
conservative/ religious fundamentalist parties hold 
considerable power in parliament. In the countries where 
sex education has been initiated, challenges remain 
with regards the comprehensiveness of the curriculum. 
The increased acceptance in the countries for sex 
education is attributed to combating the HIV epidemic 
rather than providing sex education to adolescents. 
Recent developments have also contributed to re-
conceptualising sex education as sexuality education, 
mostly in NGO-led programmes in Thailand and 
Vietnam, to include dimensions such as sexual 
expression, negotiation and communication. 

ii  Access to services within the 
public health system 

In the 12 countries surveyed, there was a demarcation 
between married youth and unmarried youth. Generally 
in South-east Asia and East Asia the youth who need 
access to services are not married. In South Asia, 
because of early marriage phenomena, the majority of 
youth who need access to services are married, However, 
there are increasing numbers of unmarried youth,who 
face difficulties in accessing services.

In Vietnam, Cambodia, China and Lao PDR, the barriers 
are those of discrimination rather than law.

In Vietnam, there are no legal restrictions against 
youth’s access to SRH services within the public health 
system. The National Strategy on Reproductive Health 
Care for the 2001 – 2010 identified ARH as one of the 
major problems. The strategy focuses on improving 
ARH through education, counselling, and provision of 
reproductive health services. 62 However, barriers of 
stigma and discrimination related to pre-marital sex 
impede access to SRH services.

In Cambodia, the National Reproductive Health 
Programme /MoH recognizes the importance of providing 
services for young people who constitute around 36.5% 

BOX 13:

SPOTLIGHT ON VIETNAM

High unmet need for sexual and reproductive health 
information and services, prevail among adolescents 
and young women in Vietnam. Lack of comprehensive 
sexuality education and access to contraception 
services has resulted in risking the adolescent and 
young women not only to unwanted pregnancies, 
but also towards unsafe abortions and the risk of 
contracting STDs, including HIV. 

 Abortion and menstrual regulation has been allowed 
on request by the Vietnamese Government since 
1989, as part of the Law on Protection of People’s 
Health. 

Young people aged between 10 and 25 accounts for 
32% of Vietnam’s total population. They make up a 
large proportion of Vietnam’s population (27 million). 

The Survey Assessment of Vietnamese Youth 2005 
(SAVY) reports that 85% of young females who have 
ever had pregnancies said they gave birth, 7.2% ever 
had abortions and 3.6% had a miscarriage in their first 
pregnancies. Further to this, data from SAVY survey 
also shows that when having sexual intercourse, 71% 
of adolescents and young adults do not use condoms, 
and 76% of them have first sex with their lovers 
without using condoms. (Oanh and Hong, 2007: 17). 

The study calls for an increase in IEC to improve 
knowledge for adolescents and young adults on 
reproductive health, sexual health and knowledge on 
safe sex practices. The study also calls for adequate 
and accessible, youth friendly sexual and reproductive 
health information and services including post 
abortion counselling to be provided by all reproductive 
health providers. 

The study “Abortion in Vietnam: A Review of Policies and Practice” 

was carried out by the Research Centre for Gender, Family and 

Environment in Development (CGFED) and Assoc. Prof. Dr. 

Hoang Ba Thinh as part of the ICPD+15 Monitoring Research and 

Advocacy Project coordinated by ARROW in 12 Asian countries.
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prevents unmarried girls and their family members 
from seeking services related to abortion. Providers 
are often judgemental and lack counselling skills. 66 
However, the National Youth Policy talks about the 
inclusion of information on reproductive health as part of 
the curriculum and of setting up clinics in rural areas to 
address the health needs of adolescents, and of access 
to antenatal, postnatal and natal health services. 67

Unmarried young people are unable to access basic 
reproductive health information or government services 
in Bangladesh. 68

Summary

Progress on imparting sex education and sexuality 
education to adolescents in the 12 countries is uneven 
and sketchy. Only in three countries are there attempts to 
introduce sex education within the curriculum, although 
more countries claim that some aspects of sex education 
is integrated within existing subjects in the present 
curriculum. Only one country has started to address and 
attempt to provide sexuality education – Thailand.

In all countries, unmarried young people still face many 
barriers, some legal, some socially discriminatory, to 
accessing SRH services.

It is clear from the lack of provision of education, 
information, and services to young people who are in 
dire need of these, that governments in the region are 
hesitant to recognize the role of sexuality beyond its 
function in reproduction. 

In this review we will demystify the notion of sexual rights 
through the use of the following indicators, and show issues 
of sexual rights that need to be addressed by governments: 
legal age of marriage and the enforcement thereof; arranged/ 
forced/ child marriage; traditional practices harmful to 
women; laws against sexual violence – marital rape, rape, 
and sexual harassment; laws on the trafficking of women; 
laws on sex work; laws on same-sex sexual preference/ 
relations/unions; and transgenderism. 

SEXUAL RIGHTSIV 

of the population amidst the changing patterns of 
premarital sexual relationships in the country. 63

The Chinese government has taken steps to improve 
availability and accessibility of reproductive health care 
for adolescents. In 2002, a government hospital in 
Beijing opened the country’s first clinic for adolescent 
psychological and sexual health-care services. The clinic 
provides adolescents with free or low-cost gynaecology, 
maternity, urology, pediatrics, and psychological 
counselling services. Similar facilities have since opened 
in several cities. These government-funded adolescent 
health-care facilities offer free abortion services for 
pregnant girls under 18 years of age, and some permit 
anonymous abortions without parental notification. 64

In Lao PDR, a study noted that services are, in theory, 
accessible to all irrespective of age or marital status. 
However, services tend to be of limited quality and are 
not readily accessible to the unmarried. Providers at 
such government health facilities as the Family Planning 
Unit are responsible for the provision of contraceptive 
services. However, the unit is attached to the Maternal 
and Child Health section and is not widely used by the 
unmarried. 65 The same study also notes that unmarried 
youth have difficulties accessing services and this may 
be related to negative attitudes of the providers and poor 
quality of services. 

In India, there is limited access for youth to SRH 
services and socio-cultural norms constrain unmarried 
adolescents from seeking these services. Thus 
contraceptives remain out of their reach. Social stigma 
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i  Legal age of marriage and the enforcement thereof 

Table 23: Legal age and median age at marriage

Country Women Men Remarks Median age at 
marriage for women 
(age group 25-49)

Bangladesh 
(2004)

18 21 15

Cambodia 18 20 If an under aged girl becomes pregnant, with the con-
sent of parents/guardian, marriage can be requested 

20.1

China 
(2003)

20 22

India
(2003)

18 21 17.4

Indonesia 16 19 19.8

Lao PDR 
(1990)

18 18 In special and necessary cases, age less than eigh-
teen years but no less than fifteen years of age.

Malaysia 18 18 16 for women and 18 for men under Muslim law, 
Individuals aged 18–21: written parental consent. 

Nepal 
(2003)

20 20 18-requires parental consent 17

Pakistan 
(2007)

16 18 19.1

The Philippines 18 18 Individuals aged 18–21: written parental consent and 
must undergo marriage counselling; 21–25: parental 
“advice”.

22

Thailand 17 17

Vietnam 18 20

Source:    UN Data: A World of Information (available at http://data.un.org/DocumentData.aspx?id=126) 

Median age at first marriage source: Macro International Inc, 2009. MEASURE DHS STATcompiler. 

Website: http://www.measuredhs.com, accessed September 20 2009.
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Table 23 shows the legal age of marriage in all 
12 countries. In five of the 12 countries, the legal age 
of marriage is the same for both men and women, but 
in the other seven countries, the legal age of marriage 
of women tends to be lower than that of men. Raising 
women’s legal age of marriage to equal that of men, will 
enable women to spend time in education and labour, 
both of which will have positive correlations on their SRH 
and their empowerment. 69 The legal age of marriage for 
women is below 18 in Indonesia, Pakistan and Thailand, 
and it is interesting to recollect that Article 1 of the 
Convention on the Rights of the Child, defines a child 
as “every human being below the age of eighteen years 
unless under the law applicable to the child, majority is 
attained earlier.” 70

Different regulations may exist for different communities 
within one country: in Malaysia, and Indonesia under 
Muslim law, for example, the age of marriage is 16 for 
women and 18 for men. 

There are also pre-conditions for parental approval in 
some countries. In Malaysia, for example, individuals 
aged 18–21 need written parental consent to get 
married. In the Philippines individuals aged 18–21 need 
written parental consent and must undergo marriage 
counselling, and individuals aged 21–25 need parental 
advice before getting married. In Nepal, individuals aged 
18 -20 also need parental consent. 

Despite the existence of a legal minimum age, girls 
may be getting married very early. This is evident in 
the country DHS data on median age at first marriage. 
In Bangladesh, India and Nepal the median age at first 
marriage for women aged 25-49 is lower than the legal 
age of marriage. 

In other countries, alternative sources of information 
point to marriages at young age that are not always 
consensual. In Cambodia, under special circumstances, 
for example, when a girl becomes pregnant, marriage can 
be requested with the consent of parents or guardians. 
In the context of Cambodian society and its culture of 
censuring children born outside marriage, it is very likely 
that young pregnant girls, will be forced to get married. 71

In Thailand, if a man “mistakenly has sexual relations 
with a girl over age 13 but under age 15, with the consent 
of the girl or her parents, the Criminal Law allows the 
Court to permit the couple to marry without the man 
being prosecuted.” 72

In the Philippines, under the Civil and Commercial 
Code, betrothal can occur only when both the man and 
the woman are at least 17 years of age; children must 
obtain the consent of their parents or guardians for the 
betrothal, and only men can initiate betrothal. 73 

In Pakistan, the legal age of marriage, according to the 
Child Marriage Restraint Act, 1929, is 16 for girls, and 18 
for boys. This law is inadequately enforced. The religious 
lobby is of the view that a girl’s puberty is indicative of 
her maturity, a perspective that carries weight in many 
instances; jirgas force little girls to be exchanged as 
‘compensation’ between warring groups or tribes. 74 The 
Human Rights Commission of Pakistan in its 2006 annual 
report also noted a rise in the number of child marriages 
while the Global Gender Gap Report said that “21% of 
girls aged 15-19 were married, divorced or widowed.” 75

As of now, most of the laws around the legal age of 
marriage are constructed within a heteronormative 
framework. It would be interesting to look at Nepal in the 
coming years to see if similar age structures would apply 
to consent for same-sex marriages. 76

ii  Marriage 

ii.a  Arranged and forced marriages 

This is an important aspect which can indicate whether 
women are able to ‘choose their partners’ and enter into 
consensual marriages. The one factor that differentiates 
arranged marriage from forced marriage is the factor of 
‘consent’ which exists in the former but not in the latter. 
Although not all arranged marriages are forced, they are 
almost always governed by limited choice in partners 
and family and/ or group decision-making, rather than 
individual decision-making.

In South-east Asia, the practice of arranged marriage 
is uncommon in Malaysia, Philippines and Vietnam but 
common in Cambodia and Indonesia. 

Vietnam takes a further step: arranged marriage is not 
legally accepted as Article 9 of the Marriage and Family 
Law stipulates that ”the marriage is voluntarily decided 
by the man and the woman; neither partner is allowed to 
force or deceive the other; nobody is allowed to force or 
obstruct their marriage.” 77 However, in reality, arranged 
marriages do happen between poor girls mostly from 
the south of Vietnam and men from Taiwan and Korea.
In Cambodia, daughters have to live under the strict 
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direction of parents and consequently have little right 
to protest against arranged marriages. The selection of 
a partner for marriage is subject to the arrangement of 
the parents. 18% of women met their husbands for the 
first time on their wedding day. In more than half of the 
cases, the woman had no say in who she married. 78

In Indonesia, arranged marriage is also part of the 
cultural tradition in many parts of the country, 79 although 
this practice may not be as prevalent today as it was in 
the past. There is evidence that it continues to some 
extent, especially amongst rural communities. 

In South Asia, both arranged marriage and forced 
marriage have been documented.

Arranged marriages are very much prevalent in India. 
Conventionally, in India the normative framework of the 
right to marry does not reflect women’s autonomy and 
decision making in the realm of relationships per se 
and, more specifically in terms of marriage, the different 
dimensions of the right to choose if, when, and whom 
to marry. Digression from this leads to sanctions and 
violations by the family and the community reinforcing 
the pressures with regards to marriage whether child 
marriage, early marriage, practices of forced marriage 
(forcing a person to marry per se or marry a person of 
the family’s choice, denying a person’s right to marry of 
her own free will, a person of her own choice), adultery, 
and bigamy. 80 There is an overall agreement that this 
practice was essentially a way of uniting and maintaining 
the differences between the rich and the poor, as well 
as those between the various different castes. Recently, 
the Indian government has come up with an innovative 
approach - offering people cash incentives for marrying 
into a lower caste. 81 

In Pakistan, forced marriage is common. A woman 
may also be forced to marry a different person if she 
expresses a wish to marry someone of her choice. This 
is also linked to honour killings, since many couple are 
forced into hiding, threatened and killed, because they 
have chosen to marry each other. 82 

There are also documented discriminatory traditions in 
Pakistan, rooted in patriarchy and feudalism, such as the 
iniquitous jirga system (justice by village elders, usually 
male); watta satta (exchange marriage); vani (bride price); 
pet likhai (promised in marriage while still in the mother’s 
womb); and karo kari (‘honour’ killing) which are still 
prevalent. There is also a practice of marrying girls to the 

Quran, practiced by a few feudal families. 
This is done primarily to keep property within the 
family, and these girls are then forced to lead lives 
of complete seclusion. 83

 
ii.b  Child marriage

Child marriage is a violation of many aspects of rights 
including of sexual rights. Child marriage is more 
prevalent in South Asia than in South-east Asia. India, 
according to the CEDAW shadow report, still operates 
against a “backdrop of feudalistic and patriarchal 
cultural norms and institutions, regardless of law, 
child marriages are still being practiced.” 84

In Pakistan, it is common to marry girl children to men 
who are often much older and already married. Girls may 
be offered in exchange for loan repayment and to settle 
disputes between families. 85 The lack of mechanisms 
and procedures to ensure effectual registration systems 
of births, marriages, divorce and deaths enables 
families to marry off under-age daughters despite legal 
prohibitions against child marriages. Child marriage is a 
serious issue illustrated by the fact that in the last two 
years, at least 75% of marriages taking place in the rural 
sites of District Rajanpur were childhood marriages. 
Deepening poverty seems to be increasing the sale of 
women, in some cases as child-brides, especially in 
Southern Punjab and Sindh. 86

In Bangladesh, one in three adolescents has already 
begun child-bearing. 87 This is despite the Child Marriage 
Restraint Act 1929 which states that girls cannot be 
married until the age of 18 and boys, 21. These differing 
legal ages of marriage are superficially discriminatory as 
large numbers of girls are married before the legal age. 88 
Additionally, it appears that even this discriminatory law 
has had little impact on the prevalence of early marriage 
in Bangladesh as it is estimated that half of women there 
are younger than 18 when they marry. The lack of birth 
registration and lack of awareness of the detrimental 
effects of early marriage make enforcement of this 
law difficult. 89 

In Indonesia, child marriages 90 continued to be quite 
prevalent, reaching as high as 16% in West Java (one 
of Indonesia’s 33 provinces), according to the 1998 
National Social Economic Survey. 91

In China, anecdotal evidence suggests that in rural 
areas and among ethnic groups girl child marriage is 
still practised, but this is rare and not the norm.
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iii  Traditional practices harmful for women 

Certain traditional practices which are harmful for 
women and girls seem to be continuing in the region. 
Among these are female circumcision and certain 
forms of violence against women which seem unique 
to the region.

iii.a  Female Circumcision

Female circumcision seems to be more prevalent certain 
parts of the region. There seems to some correlation 
to the practice of certain schools of Islam (and some 
schools of Islam completely forbid it) but this is largely 
unclear. The practice of female circumcision seems 
more widespread in Indonesia, reduced in Malaysia, low 
in Pakistan and completely non-existent in Bangladesh. 
There has been no comprehensive research done on 
the subject and there are only small studies hence the 
extent is not fully understood. There are many variations 
of the practice itself: from the symbolic prick of the 
needle (which is even recorded in the Philippines) to a 
‘small snip’ of the clitoris. 

Female circumcision is usually a symbol of patriarchy 
and the meaning attached to it ranges from being a 
symbol of cleansing of primordial sin to a symbol of 
suppressing sexuality and desire of women. 

In Indonesia, a survey covering 1694 households in eight 
different sites to represent the major ethnic groups of 
Minang, Sunda, Banten, Jawa, Madura, Bugis, Makassar, 
and Gorontalo, found both male and female circumcision 
as universal practices. Among children aged 15-18, 
86% of the girls and 100% of boys were reported 
circumcised. The survey found that female circumcision 
practices are done without the consent of the girl in 
most cases, and exhibit no established health benefits 
or clear religious mandates. However, the continuation 
of female circumcision is strongly supported by the 
communities: 92% of the families surveyed are inclined 
to perform female circumcision for both their daughters 
and female grandchildren. 92 In August 2007, the 
CEDAW committee recommended, to the government 
of Indonesia, to speedily enact legislation prohibiting 
female genital mutilation and ensure that offenders are 
prosecuted and adequately punished. The government 
was also urged to develop a plan of action and undertake 
efforts to eliminate the practice of female genital 
mutilation, including implementing public awareness-

raising campaigns to change the cultural perceptions 
connected with female genital mutilation, and provide 
education regarding the practice that has no basis in 
religion as a violation of the human rights of women 
and girls. 93

iii.b  Other Discriminatory Practices

In Nepal, various forms of harmful practices have been 
identified and documented including: violence based on 
traditional Hindu practices of Deuki and Jhuma – where 
young girls are offered to the temple and then forced 
into prostitution; Badi – a caste of traditional prostitutes; 
Chhoupadi – isolation outside the house during 
menstruation; and violence based on superstition, such 
as torture for alleged witchcraft. “The 1992 Children’s 
Act discourages the practice of deuki by punishing 
offenders with imprisonment for five years. However, 
there is no other legislation that addresses these forms 
of violence against women.” 94 

In Cambodia, Vietnam, Lao PDR and Thailand, female 
circumcision, child marriages and honour killings are not 
common. However, other harmful practices exist with 
regards to women’s SRH such as the practices of vaginal 
repair and tightening.

iv  Sexual violence against women

Sexual violence is defined as “any sexual act, attempt 
to obtain a sexual act, unwanted sexual comments 
or advances, or acts to traffic, or otherwise directed, 
against a person’s sexuality using coercion, by any 
person regardless of their relationship to the victim, 
in any setting, including but not limited to home and 
work.” 95 In this review we will specifically look at 
legislation, across the 12 countries, on rape, marital 
rape and sexual harassment. Trafficking of women 
and children is addressed as a separate indicator. 
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All countries surveyed have laws against rape and 
these usually exist within the penal code or the criminal 
code. However, many barriers remain in being able to 
provide justice to victim-survivors of rape. Consent is 
the fine line that divides rape from consensual sex and 
legal definitions in all countries use non-consensual and 
forced vaginal penetration as definitions of rape. For 
example, in Nepal, rape as described in the Muluki Ain 
is an act of sexual intercourse with a woman without her 
consent or with the use of force, threats, fear, or immoral 
enticement. The law does not further explain the scope 
or definition of rape. However, judicial interpretations 
have limited the definition of rape to vaginal penetration. 
Nepalese courts have strictly interpreted the non-consent 
requirement: if a woman is raped against her will but 
does not resist the sexual advances of the rapist, the act 
does not amount to rape. 98

These two conditions of ‘consent’ and ‘forced vaginal 
penetration’ convey a ‘patriarchal’ interpretation of the 
crime. One, consent is generally difficult to establish. 
It is particularly more problematic with women who 
are perceived to be transgressing society’s acceptable 
expressions of sexuality for example, young women who 
have had consensual sexual relations and sex workers. 
Two, the limiting of rape to vaginal penetrative sex fails to 
recognize that rape can also be a crime against children, 
men, including men with same sex sexual preferences, 
and transgendered people. It is important to expand the 
definitions of rape to include all possible acts and groups 
that are affected.

In many countries, such as China, Cambodia, India, 
Nepal, Malaysia and Indonesia laws on rape have also 
been crafted around the age of consent. For girls below 

iv.a Rape

Table 24: Anti-Rape Laws in 12 countries in Asia

Country Anti-Rape Laws

Bangladesh The penal code and the Prevention of Oppression Against Women and Children Act (2000) 
provide the legal framework for prosecuting crimes of rape

India Indian Penal Code and the amendments in 1983 to rape provisions in the Indian Penal Code

Nepal Rape is described in the Muliki Ain is an act of sexual intercourse with a woman without her 
consent or with the use of force, threats , fear or immoral enticement.

Pakistan The offence of rape (Zina bil jabr)is dealt under the Offence of Zina (Enforcement of Hudood) 
ordinance, 1979

China Rape, whether committed by violence , coercion, or other forcible means , is punishable by a 
minimum of 3 years and a maximum of 10 years imprisonment.

Malaysia The penal code defines and prescribes the punishments for rape, while the Criminal Procedure 
Code and the Evidence Act 1950 provide the procedural and evidentiary rules for the prosecution 
of rape. In 2007, this was amended to include marital rape.

The Philippines Anti-Rape Law of 1997, which amended the Revised Penal Code

Thailand Penal Code governs the crime of rape

Vietnam The Penal Code provides the legal framework for prosecuting crimes of rape

Lao PDR Rape is crime under the Criminal Law 1992. 3-5 years imprisonment; if victims are 15-18 years 
 – 5-10 years imprisonment; gang rapes, victims below 15 years and if rape disables victims 
7- 15 years. 

Indonesia Rape is a crime under the criminal code.

Cambodia Rape is a crime under the UNTAC Criminal Code (Art. 33) and also under the Law on 
Aggravating Circumstances of the Felonies (Art. 5). There is no specific government policy 
on rape in Cambodia

Source:    Women of the World: Laws and Policies Affecting Their Reproductive Lives (East and South-east Asia 96, and South Asia 97) 

For Cambodia, CEDAW shadow report.
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the age of consent, the crime is that of statutory rape 
and carries a heavier penalty. Some rapes are considered 
worse than others. For example in China, harsher 
penalties are imposed if rape occurs under several 
circumstances, including: the rape of a woman “before 
the public in a public place;” the rape of a woman by “one 
or more persons in succession;” 
and causing the victim serious injury, death, or other 
serious consequences. 99 

In all countries, except Malaysia, the police station was 
the first point of entry for victim-survivors of rape. The 
police culture, across all countries is problematic for 
rape victims. In India 100 and Cambodia 101 it has been 
noted that the police very often ask difficult questions 
which demonstrate the discriminatory attitudes and 
perceptions about women. Malaysia, however, provides 
the One-Stop-Crisis-Centre model for women victims of 
violence (including sexual violence) within the hospital’s 
emergency department. This was done as early as 1993 
and a police desk is available at the hospital itself. The 
OSCC model was first fostered as a partnership with 
women’s groups, namely the Women’s Aid Organisation 
(WAO) and the All Women’s Action Society (AWAM), and 
then later with the police force and Welfare Services. 
Through the advocacy efforts of WAO and AWAM, the 
OSCC went from being a service offered at one hospital 
to being a policy of the Ministry of Health. The women’s 
groups lobbied for the ministry to include a budget for 
the OSCC and gender training, and for the service to be 
recognised as a right for women. By 2006, the OSCC had 
already been introduced at 104 out of the 134 hospitals 
in Malaysia. Currently, there are even plans to start the 
OSCC at government-run polyclinics which provide 
emergency medical services to rural communities. The 
services could also be strengthened through continuous 
gender-sensitisation of health personnel. 102 However, the 
coverage of the OSCC in Malaysia is limited to the public 
hospitals only and not replicated in the private hospitals. 
The hospital entry point may be easier for victims, but 
hospital staff, too, are in need of gender-sensitisation and 
training to handle victim-survivors of rape.

Young women are particularly vulnerable to rape as 
evidenced in Bangladesh and India. The Naripokkho Pilot 
Study on Violence against Women found that rape was 
the second most common form of violence in police First 
Information Reports of violence against women as well 
as the form of violence for which women are admitted 
to hospital for treatment. Documentation shows that the 
majority of rape victims were young: 66% of total victims 

are below 25 years of age; and 39% were below 15 years 
of age indicating the extremely vulnerable position of 
girl children in Bangladesh. 103 In India, “8.9 % of the rape 
victims in 2004 were under 15 years of age, while 11.0% 
were teenaged girls (15-18 years).” Moreover, this is not 
an exact picture of the gravity of the situation as a large 
number of such cases simply go unreported because of 
the social stigma attached to the crime. 104 

Incest is one form of sexual violence against girls and 
young women. In Malaysia, there has also been a 
slight increase in the reporting of incest - incest cases 
numbered 213 in 2000 and 218 in 2005 according to the 
Ministry of Women, Family and Community Development 
in 2006. 105 

Especially brutal forms of rape such as gang rapes 
and rapes followed by murder were also highlighted in 
Bangladesh: in 2002, a total of 1434 cases of rape were 
reported: 35% were gang rapes and 10% were rapes 
followed by murder. 106

iv.b Marital Rape

Table 25: Anti-marital rape laws in 12 countries in Asia

Country Anti- Marital Rape

Bangladesh –

Cambodia Law on the Prevention of Domestic 
Violence and Protecion of Victims 
(2005) 

China –

India Within the Domestic Violence act 
(2005) 

Indonesia Within Law No. 23/2004 Regarding 
Elimination of Household Violence

Lao PDR –

Malaysia Part of Penal Code (amended 2006) 

Nepal Act for Gender Equality 2006 

Pakistan –

Philippines Anti-Rape Law 1997 

Thailand Criminal Code Amendment Act No 
19 B.E. 2550 (2007) 

Vietnam Within Domestic Violence Law 
(2007) 

Source:  The UN Secretary-General’s database on violence against 

women available online:http://webapps01.un.org/

vawdatabase/home.action. Partner input from 

The Philippines and Malaysia and Indonesia
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BOX 14:

SPOTLIGHT ON SEXUAL 
HARASSMENT IN THAILAND

Sexual harassment is prevalent in Thailand and its 
root causes are embedded in Thai patriarchal culture. 
Yet legal measures and programmatic interventions 
remain inadequate to deal with this problem. 

Thai legislators have not yet thoroughly considered 
sexual harassment as a form of sex discrimination and 
violence against women and girls, as such, the existing 
Thai legislative framework does not yet conform 
to guidelines as suggested by CEDAW. There are 
several existing laws that have been applied to sexual 
harassment cases, including the Criminal Law, the 
Labour Protection Law, the Civil and Commercial Code, 
the Civil Service Act, the Teacher and Educational 
Personnel Act, the Higher Education Civil Service 
Act, and the Standards for the Code of Ethics in 
Universities. However, the lack of a specific law to 
address sexual harassment cases, and the absence 
of a clear, standard definition of sexual harassment, 
have resulted in inconsistent law enforcement, 
interpretation and public concern toward the problem. 

Only a limited number of private enterprises have 
followed the Thai Labour Standard’s suggestion of 
setting up a system of prevention and redress for 
sexual harassment. Moreover, even when policies 
are in place, the issue of women’s rights is never 
mentioned. Such regulations are also difficult to 
enforce because different types of sexual harassment 
has not yet been defined and recognised. In some 
professions, sexual harassment is clearly stipulated 
as a disciplinary violation but in some offices, a 
“disciplinary violation” refers merely to actions against 
norms and rules without even using the phrase 
“sexual harassment.” Lack of a standard criteria has 
resulted in the ineffectiveness of protective measures. 
Furthermore, although the Labour Protection Law 
makes sexual harassment illegal, its provisions cover 
only persons working in large-size factories and 
enterprises. Women in informal sectors, such as 
domestic workers, and those in the NGO sectors are 
not protected by this law. 

Additionally, the laws, regulations and codes of 
conduct have not been acknowledging two main types 

of sexual harassment. One is quid pro quo harassment, 
which occurs in the context of power relations (such 
as when an employee is forced or consents to engage 
in a sexual liaison with a supervisor to get promoted). 
The second is hostile environment harassment, such 
as making sexist remarks about the female body and 
clothing, telling inappropriate jokes, standing too close 
to someone, and displaying pornography and offensive 
materials. The first type is often treated as a matter 
of mutual agreement between two consenting adults 
(except when a child below 15 years of age is involved) 
and the second type is seen as trivial matter causing 
no harm. This cultural mindset—which is at the 
same time gender-biased, and creates sexual double 
standards—makes it hard to file a complaint, 
let alone win a judgement. 

There have been some NGO-supported programmes 
designed to aid women and girls who have 
experienced sexual violence, whose services include 
emergency hotlines, temporary shelters, counselling 
services, and a television programme designed to 
boost awareness of sexual violence against women 
and girls. Within such programmes, however, sexual 
harassment receives minimal attention. 

The study calls for the formation of a multi-sectoral 
committee to review relevant laws to come up with 
a draft of rules and guidelines that include clear 
definitions of sexual harassment (and which include 
quid pro quo harassment and hostile environment 
harassment) and standards to judge it. Authorities 
in workplaces and educational institutions should 
mobilise resources and people in their organisations 
to continuously prevent sexual harassment and to 
create friendly and gender-sensitive approaches and 
procedures in dealing with complaints related to 
sexual harassment. The government should show 
strong political will and support these actions, while 
donors should support initiatives that will help broaden 
response to the problem. Finally, to truly create societal 
change, serious, sustained attempts to empower 
women and girls and to do away with the sexual 
double standard underlying sexual harassment have to 
be rigorously carried out.

The study was conducted by the Southeast Asian Consortium on 

Gender, Sexuality and Health. It is part of the ICPD+15 Monitoring 

Research and Advocacy Project coordinated by the ARROW 

in 12 Asian countries.
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Within the category of rape, marital rape is highly 
contested in many countries. In Cambodia, India, 
Thailand, Indonesia and Vietnam, the marital rape 
provision is found within the Domestic Violence act. 
The Philippines has a separate anti-rape law which was 
passed in 1997, which covers marital rape. In Malaysia, 
marital rape is part of the penal code (amended in 2007 
which made marital rape a crime). In Nepal marital rape 
is part of the gender equality bill and termed ‘emotional 
violence.’ Four of the 12 countries do not have any anti-
marital rape provisions. 

It is interesting to note that only five countries capture 
‘marital rape’ as a dimension of sexual violence within 
marriages and within anti-domestic violence acts. The 
Philippines, Nepal and Malaysia choose to capture 
‘marital rape’ under the rape law, the penal code and 
the gender equality bill respectively. This is probably in 
deference to a prevailing cultural perception that wives 
are supposed to submit to their husband’s wishes 
in matters of sexual relations and hence, there is no 
such concept of ‘rape’ within marriage or ‘rape’ being 
considered a form of violence within the marriage. 
This is also the main reason that Bangladesh, China, Lao 
PDR and Pakistan do not have legal provisions for marital 
rape. This issue has created a continuing discussion 
within many societies in this region. The ICPD PoA 
Para. 7.3 talks of the rights of individuals and couples 
“to make decisions concerning reproduction free of 
discrimination, coercion and violence.” However, the 
blind spot is that within the institution of marriage and 
family, not all sexual acts are those which are intended 
to result in ‘reproduction.’ It is important to read the 
paragraph in the broadest possible way to protect 
women, as individuals who need to be consenting 
partners in all sexual acts even within the institution of 
marriage and family. Moreover, in some countries such 
as India, although there are provisions for marital rape, 
there are also provisions against it: “Sexual intercourse 
by a man with his own wife, the wife not being under 15 
years of age, is not rape,” according to the section 375 of 
the Indian Penal Code. In other words, forced sex within 
marriage is outside the scope of the offence of rape. The 
term ‘rape’ itself is a patriarchal construct, where the 
offence is understood to be the plundering of property 
of a man/society/community and not a violation right to 
bodily integrity of the woman. 107

However, very recently in Malaysia, a man was jailed for 
5 years for forcing his wife to have sex with him. This is 
the first case “under a new provision in Malaysian Islamic 

family law introduced in 2007, making it an offence for 
husbands to hurt their wives or put [them] in fear of 
death in order to have sexual intercourse.” 108 

iv.c Sexual Harassment

Table 26:  Anti-sexual harassment laws in 12 countries 
in Asia

Country Anti- Sexual Harassment

Bangladesh –

Cambodia Article 172 of the Labour Law 1997 
(LAW)

China –

India –

Indonesia –

Lao PDR –

Malaysia Code of Practice on Prevention of 
Sexual Harassment at Workplace 
(1999) 

Nepal Constitutional Provision (2007) 
Act For Gender Equality 2006

Pakistan –

Philippines Anti-Sexual Harassment Act (1995) 

Thailand Labour Protection Act 
(Amended 2008)

Vietnam –

Source:  The UN Secretary-General’s database on violence against 

women available online: http://webapps01.un.org/

vawdatabase/home.action 

Partner input: The Philippines and Malaysia and Indonesia

Another important aspect of sexual violence is sexual 
harassment and in this review we will look at sexual 
harassment in the workplace. Anti-sexual harassment 
provisions exist in Bangladesh and Cambodia, and are 
part of the labour law in Malaysia and in Thailand. Only 
the Philippines has an anti-sexual harassment act. No 
such laws exist in China, India, Indonesia, Lao PDR, 
Pakistan and Vietnam. The commitment of governments 
in the region in recognizing sexual harassment as a form 
of violence against women is greatly reduced.

In the Philippines, trends in sexual harassment show that 
“from 1994 to April 2000, the committee received 38 
complaints. A total of 15 respondents were dismissed 
from the service; seven were suspended for periods 
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In Nepal, there is no law addressing all forms of 
sexual harassment. However, some aspects of sexual 
harassment are dealt with in provisions of the Muluki 
Ain. Any man who touches the body of a woman other 
than his wife, or a girl above the age of 11, with the 
intention of having sexual intercourse is liable for to up to 
one year of imprisonment, a fine of up to Rs 500 or both. 
Additionally, the seduction of a woman with the intention 
of sexual intercourse is punishable with six months to 
two years’ imprisonment, a fine of Rs 500–6,000 or both. 
There is no specific law on sexual harassment 
in the workplace. 115

iv.d  New and emerging forms of 
sexual violence 

New emerging forms of violence include harassment 
of women via email and mobile phones which include 
sending their nude photographs to the public in order 
to discredit and shame them. This is almost always 
(thus far) perpetrated by jilted suitors and ex-partners. 
Many infamous cases have been documented in the 
Malaysian media such as the case of a nurse, whose 
spurned suitor circulated nude photographs of her on 
the internet. 116 Another infamous Malaysian case is that 
of an attempt to discredit a young woman lawmaker by 
posting demeaning photographs of her, and demanding 
her resignation. 117 Anecdotal evidence suggests that 
such emerging forms of violence are increasing and 
there is currently very little retribution and no legal curbs 
for the perpetrators of these crimes. In these cases, very 
often, the media also passes judgement on acceptable 
and unacceptable forms of sexuality – especially for 
young women – which is also problematic and worsens 
the situation for the victims. Countries such as Thailand, 
the Philippines, Indonesia, China, Bangladesh, India and 
Pakistan have some form of laws on cyber crimes and 
electronic crimes; however violence against women 
has not been integrated into these laws as their current 
focus is fraud and terrorism. 118,119 

It is also crucial to note that the data collected on 
violence against women are not disaggregated by 
women, men and transgender. In analyzing violence as 
a manifestation of unequal power relations, we must 
recognize that women are not the only group that suffers 
from unequal power relations in any society. Violence 
does occur against gays, lesbians and bisexuals (GLB) 
and transgendered people, but this is not documented 
statistically. GLB may often stay silent about their sexual 
orientation for fear of discrimination and violence. GLB 

ranging from three months to one year; and two were 
acquitted. Fourteen of the cases were dismissed for 
various reasons, including lack of prima facie case, 
forum shopping and desistance of complaint. As of 
2002, there were 40 cases of sexual harassment filed. Of 
these, 27 cases were decided in favour of complainants: 
17 perpetrators were dismissed from service while 10 
were suspended.” 109 The Anti-Sexual Harassment Act 
of 1995 in the Philippines, prohibits all forms of sexual 
harassment in employment, education, and training 
environments; sexual harassment is committed when a 
person in a position of power, influence, or moral authority 
over another person in such an environment demands, 
requests, or requires any sexual favour from the other, 
regardless of whether that favour is accepted. 110

In Malaysia, the reporting of sexual harassment cases at 
the workplace reduced from 112 (2000) to 68 (2005). 111

In Thailand, “sexual harassment against women both 
physical and verbal also continues in offices, factories, 
public places and among domestic workers, most of 
whom have not been treated fairly by employers.” 112 

In India, in 1998, the National Commission for Women 
(NCW) produced a Code of Conduct for the Workplace 
that clearly codified the requirements of the Vishakha 
judgment. The code expands the definition of sexual 
harassment laid out in Vishakha, and clarifies the 
employer’s responsibility to address sexual harassment 
in the workplace. In August 2001, the NCW set up a 
group of civil society activists, and in consultation with 
these experts and several women’s rights activists, 
designed a first draft of the Bill. This draft was submitted 
to the Ministry of Human Resource Development, 
Department of Women and Child Development, which 
made amendments to the Bill and, in turn, invited 
suggestions from the public. The draft was found 
to be flawed, and in November 2004, a number of 
organisations working on the issue of sexual harassment 
met in Mumbai and drafted an alternative Bill. 113 

A survey conducted by Sanhita, a Kolkata based 
women’s group on sexual harassment at the workplace 
revealed that a large number of women faced some 
form of sexual harassment at the workplace, while an 
even larger number work under the threat or perpetual 
fear of being sexually harassed. 114 In 2004, Lawyers 
Collective and other CSOs formulated a draft Bill on 
sexual harassment.
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Anti-trafficking laws are one area where all countries 
have provisions in place. The legal definition of trafficking 
is taken from the United Nations Protocol to Prevent, 
Suppress and Punish Trafficking in Persons, Especially 
Women and Children: 

a  ‘Trafficking in persons’ shall mean the recruitment, 
transportation, transfer, harbouring or receipt of 
persons, by means of the threat or use of force or 
other forms of coercion, of abduction, of fraud, of 
deception, of the abuse of power or of a position of 
vulnerability or the giving or receiving of payments 
or benefits to achieve the consent of a person 
having control over another person for the purpose 
of exploitation. Exploitation shall include, at a 
minimum, the exploitation of the prostitution of 

others or other forms of sexual exploitation, forced 
labour or services, slavery or practices similar to 
slavery, servitude or the removal of organs;

b   The consent of a victim of trafficking in persons to 
the intended exploitation set forth in subparagraph 
(a) of this article shall be irrelevant where any of 
the means set forth in subparagraph (a) have been 
used;

c  The recruitment, transportation, transfer, harbouring, 
or receipt of a child for the purpose of exploitation 
shall be considered ‘trafficking in persons’ even if 
this does not involve any of the means set forth in 
subparagraph (a) of this article;

may also face increased ‘violence’ and ‘violations’ from 
even conservative health providers. An extreme case 
of this has been documented the Philippines where a 
man had a canister stuffed up his rectum by a male sex 
worker. When he went to hospital, his experience was 
recorded in the newspapers as a “rowdy surgery … 
where the medical personnel joked about the misery of a 
patient while the procedure was filmed and later posted 
on the Internet.” 120 These are the types of experiences 
which prevent sexual minorities from seeking treatment 

from service providers and which in many cases, 
constitute a form of violence. 
Radhika Coomaraswamy, SRVAW, also supports such 
a perspective when she notes that “gender-based 
violence … is particularly acute when combined with 
discrimination on the basis of sexual orientation or 
change of gender identity. Violence against sexual 
minorities is on the increase…” 121 Legal recourse and 
service provisions for cases of violence are all the 

v  Trafficking

Table 27: Anti-Trafficking laws

Country Anti-Trafficking

Bangladesh Suppression of Violence Against Women and Children act (2000)

Cambodia Law on Suppression of Human Trafficking and Sexual Exploitation (2008)

China Amendments to Penal Code 1997 Regarding Trafficking

India Article 23 of the Constitution Anti-Trafficking Law (1956)

Indonesia Law on Anti-Trafficking (2007)

Lao PDR Law on the Development & Protection of Women (2004) 

Malaysia Anti-Trafficking in Person Act (2007) 

Nepal Human Trafficking Control Act (2007)

Pakistan Prevention and Control of Human Trafficking Ordinance (2002)

The Philippines Anti-Trafficking in Person Act (2003)

Thailand Prevention and Suppression of Human Trafficking Act B.E. 2551 (2008)

Vietnam Constitutional Provision, Penal Code (1992)

Source:  The UN Secretary-General’s database on violence against women available online: 

http://webapps01.un.org/vawdatabase/home.action Partner input: The Philippines and Malaysia and Indonesia
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d  ‘Child’ shall mean any person under 18 years 
of age. 122

Cambodia, India, Indonesia, Malaysia, Nepal, the 
Philippines and Thailand have specific laws on 
trafficking. Lao PDR covers trafficking in the law on 
development and protection of women; in China it is part 
of penal code; in Bangladesh it is part of the Suppression 
of VAW of women and children and in Vietnam it is 
covered under a constitutional provision and the penal 
code. In Pakistan there is an Ordinance on trafficking 
– the Prevention & Control of Human Trafficking 
Ordinance which comes under the Federal Investigation 
Agency.123 In India, the constitution expressly prohibits 
the traffic in human beings for certain forms of forced 
labour under article 23. 124 The Indian Penal Code also 
contains provisions related to trafficking of persons 
and other offenses. It imposes criminal penalties for 
kidnapping or abduction for various purposes, buying 
or selling a person for slavery, buying or selling a minor 
for prostitution, procuring a minor girl, and rape. 125 

This includes internal and external trafficking for the 
purposes of marriage, sexual exploitation and labour. 

Although the laws seem to be in place, alternative 
documentation suggests that enforcement and 
implementation seem to be questionable.

Despite the legislation in China, evidence shows that 
trafficking of girls and young women for sexual and 
labour exploitation occurs. Trafficking for marriage and 
sexual exploitation is expected to increase because 
there are many more males than females in many age 
groups (the sex ratio at birth is increasingly male). 126

In India, evidence shows that trafficking of girls and 
young women for sexual exploitation and other abusive 
purposes is rampant. The incidence of intra-country 
trafficking is very high as one study in six metropolitan 
cities in India suggests 94% of trafficked women are 
from rural India and from lower socio-economic strata. 127 

In Nepal, government sources reported 110 cases of 
trafficking in 1998–99. However, other sources report as 
many as 35% of girls are trafficked for prostitution from 
Nepal to neighboring countries. 128 

Pakistan is a source of transit and destination for victims 
of severe forms of trafficking. Women and girls are 
trafficked into Pakistan for commercial exploitation, 
bonded labour and domestic servitude. Pakistan is one 

of the major destinations for trafficked women and girls 
and also a transit point into the Middle East.129 Trafficking 
and prostitution continue with the connivance of the 
police and this is evidenced during raids on brothels, 
where women and children are arrested and the pimps 
and male agents are spared. 130

Vietnam, seems to show progress in the implementation 
of anti-trafficking practices. As reported by the police 
from provinces and cities, the police forces at all levels 
have disclosed and arrested thousands of trafficking 
cases with thousands of traffickers in women and 
children (both inside and outside the country). From 
1998-2002 alone, the police and border guard forces 
at all levels quashed 921 cases with 1,807 traffickers in 
children and women. 131

vi  The status of sex work

Although sex work exists in every country, there can 
be great variations in the way governments deal with 
sex work. Broadly speaking, there are four different 
approaches taken by policy-making on sex work. The 
abolition approach considers prostitution as part of 
human trafficking or violence against women, which 
must be eradicated and cracks down on all those 
involved in human trafficking/ brothels while helping 
victims quit the flesh trade. The criminalisation approach 
regards prostitution as a social but necessary evil and 
allows commercial sex under strict control with criminal 
punishment for sex workers in order to keep business 
discreet and to protect the clients. The decriminalisation 
approach allows for sex workers to continue working 
independently and revokes all laws which criminalises 
or punishes sex workers. The legalisation approach 
considers sex work as a profession, registers sex 
workers as employees, regulates the business venue, 
and taxes it. 132

Most approaches with regards to sex work in Asia-Pacific 
use a structural paradigm which regards sex work as a 
form of exploitation and sex workers as having no choice 
in their livelihoods (or their lives), and frame sex workers 
as victims. Some approaches look at sex work from 
a ‘free choice’ paradigm. However, a more pragmatic 
approach would be to use the ‘agency’ paradigm which 
enables us to understand the structural constraints and 
respect the choices that women make. 133

Nevertheless, the agency paradigm of sex workers has 
not been mainstreamed in thinking around sex work in 
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confiscation of property. Punishment is more severe 
if these crimes are perpetrated against girls under the 
age of 14 years. 136

In Lao PDR, prostitution is criminalised. Article 122 of 
the Criminal Law (1992) states: “Anyone who makes 
their livelihood by engaging in commerce for having 
sexual relations with another person will be punished 
by imprisonment from three months to one year or be 
reeducated without imprisonment. Anyone who assists 
in or facilitates an individual to engage in prostitution will 
be punishable by imprisonment from three months to 
one year or by correctional penalties without restriction 
of liberties.” 137 

In both Lao PDR and China, anecdotal evidence 
suggests a shift in the position of the governments in 
managing sex work from a moral perspective to a public 
heath perspective. In order to successfully continue with 
HIV/AIDS interventions there is a need for national and 
local organisations to enable and empower sex workers 
in learning to negotiate with clients. 

In Thailand, implementation of the laws is vastly 
different from the law itself. There are many laws 
relating to sex work: the Contagious Disease Act of 
1908, the Entertainment Places Act of 1966 and the 
Prostitution Suppression Act of 1966. The Prostitution 
Prevention and Suppression Act of 1996 replaced the 
1966 act. The 1996 law criminalises the selling of sexual 
services whereas the previous law stopped at penalizing 
soliciting for prostitution. The new law includes male sex 
workers and is intended to punish those involved in the 
sexual exploitation of minors. 138 However, Thailand is a 
popular and well-known destination for sex tourism. 

In the Philippines, prostitution is criminalised and 
punished, i.e. “imprisonment of 8–12 years may be 
imposed upon any person who engages in the business 
of or profits by prostitution, or who enlists the services 
of any other for the purpose of prostitution.” 139 Currently 
there is a bill pending in Congress on anti-prostitution 
- to decriminalise sex work, protect sex workers and 
shift the burden of responsibility to club owners and 
pimps. A recent document states that ‘licensed sex work 
is allowed … in the Philippines, in limited settings.” 140 
However, it is unclear to what extent and what these 
“limited settings” may constitute.

In Malaysia, prostitution is also criminalised. The 
Penal Code section 372 defines the 3 different types 

the region. This could be a useful approach especially 
to enhance HIV/AIDS interventions. However, there is 
still a long way to go before nations and societies can 
openly acknowledge the role of desire 134 and pleasure 
within social sciences, laws and public health, especially 
regarding sex work.

None of the 12 countries studied have legalised sex 
work. Vietnam is a clear example of the abolitionist 
approach as it demonstrates all the specified criteria. 
On 12 December 1995 the Vietnamese government 
called for swift measures “to eliminate social evils” 
which were identified as prostitution, drug addiction and 
gambling. When this was implemented in subsequent 
years, prostitution received the greatest attention. 135 
The Ordinance on Prevention and Suppression of 
Prostitution, No. 10/2003/PL-UBTVQH11, entered 
into force on 1 July 2003. This was the first ever 
specific document on the prevention and suppression 
of prostitution. The Ordinance provides social and 
economic measures to prevent prostitution and 
punitive measures against customers, procurers and 
prostitution organizers. Prostitutes are considered as the 
victims who will be put into the state’s programmes for 
treatment, rehabilitation and reintegration. Sex work falls 
under the Penal Code, is not legal, and operates under a 
‘mafia’ type of system.

Five countries take the criminalization approach. In 
China, the government strictly prohibits commercial 
sex work and penalizes sex workers under the Criminal 
Law, several government decisions, and various 
administrative measures. People who voluntarily 
engage in sex work are punished by local police forces 
under the Regulations on Administrative Penalties for 
Public Security. They may be detained for a maximum 
of 15 days, given a warning, made to sign a statement 
of repentance, given custodial “re-education through 
labour” for six months to two years, and charged 
concurrent fines. Sex workers must undergo mandatory 
testing and treatment for STIs. Those who knowingly 
engaged in sex work and are found to be infected with 
a STI can be sentenced to a maximum of five years’ 
imprisonment, criminal detention, and a concurrent 
maximum fine of CNY 5,000 (USD 604). 

The Criminal Law and the Women’s Rights Law, punish 
people who organize, assist, force, lure, shelter, or 
procure any other person or persons to engage in sex 
work. People found guilty of these crimes are subject 
to imprisonment of five to ten years, fines, and/or 
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sex sexual relations and the third, same-sex marriage. 
In all countries, the laws are silent on same-sex sexual 
preference, and hence it is not criminalised.

It is only when same-sex sexual preferences need to be 
consummated that problems arise especially in certain 
countries. Among the 12 countries studied, the law is 
silent on same-sex sexual relations (and hence this can 
be construed as being legal) in Cambodia, China, Lao 
PDR, the Philippines, Thailand and Vietnam. Same-sex 
sexual relations are illegal in Bangladesh, India, Malaysia, 
Nepal and Pakistan. Same-sex sexual relations are 
not illegal, but not entirely legal in Indonesia.145 Some 
countries in the region are, however, opening up and 
showing more liberal mindsets in relation to these 
issues. 

In countries which have inherited the British system of 
law there is usually an act within the penal code which 
criminalises ‘unnatural sex acts / against the order of 
nature’ which is a term that can loosely cover many sex 
acts including anal sex and even oral sex. 

It is usually by this law, that same-sex sexual relations 
are criminalised. These laws are uniform in almost all 
the ex-colonies of the British - Malaysia, India, Pakistan 
and Bangladesh. 

It is also interesting to note the antiquity of these laws, 
as they all refer to sodomy, - within the framework of 
male desire, and within a framework in which women 
are still desired objects and not desiring subjects. 

In Malaysia, this issue falls under the Penal Code 
which governs sex acts under the order of nature from 
the 1800s, and which was first amended in 1948. 
Interestingly enough, this law was used in Malaysia to 
convict an ambitious political figure, Anwar Ibrahim. 

Section 377 of the Pakistan Penal Code criminalises 
same-sex sexual relations, specifically, sodomy. Sodomy 
is punishable by imprisonment from 11 years to life. 
There is evidence that there are several convictions 
under this statute each year, although it is not possible to 
give precise statistics. The ambiguity in the designation 
‘unnatural offences,’ as it is termed in the law, makes 
the challenge of changing society’s perception of 
homosexuality all the more difficult.146 

Bangladesh also retains the infamous British anti-
sodomy law known as Section 377 which criminalises 

of prostitution which are liable: exploiting any person 
for the purpose of prostitution; person trading or living 
on prostitution; soliciting on purpose of ‘prostitution’ 
or any immoral purpose; and suppression of brothels. 
Anecdotal evidence suggests that police harass sex 
workers and arrest them on the basis of having more 
than 3 condoms in their bag as proof of prostitution. 141

In South Asia, prostitution is largely decriminalised. 
In India, sex work per se is not criminalised but there 
are certain acts like running a racket in residential 
areas which are criminalised. The Immoral Trafficking 
Prevention Act 1956, the main statute dealing with 
sex work in India, does not criminalise prostitution or 
prostitutes per se, but mostly punishes acts by third 
parties facilitating prostitution like brothel keeping, living 
off earnings and procuring, even where sex work is not 
coerced. The act also criminalises related activities 
such as soliciting. 142 

In Pakistan sex work falls under Sections 371A and 
section 371B of the Pakistan Penal Code and according 
to these sections, prostitution is criminalised in terms of 
the person buying or selling the service – not necessarily 
the practitioner, but rather the ‘pimp’ or ‘madam.’ Also, 
sex work is deemed as ‘illicit intercourse’ which is illegal 
because sex outside of marriage is illegal in Pakistan. 143

The law in Nepal is silent on prostitution. However, 
in reality, women can be arrested under the Public 
Offenses Act for the practice. There are an estimated 
5,000 female commercial sex workers under the age 
of 16 in Nepal. 144 

vi  The status of diverse sexual and gender 
identities and recognition of their rights

The recognition of diverse sexual and gender identities 
is still problematic in the region. The HIV/AIDS pandemic 
has brought many issues affecting people of diverse 
sexual and gender identities, and to some extent 
provided services for them. However, this has not led 
to the overall recognition of their rights.

vi.a  The status of laws related to 
same-sex sexual preferences 
and relations

There are three different aspects to this indicator. The 
first is same-sex sexual preference, the second, same-



117

In the Philippines, the “criminal law is silent on the 
subject of same-sex relationships; there is little or no 
persecution under other statutes.” 151 

In the Mekong valley, the status of same-sex sexual 
relations has not been criminalised to the extent that 
it has been in the ex-colonies of Britain. The laws are 
largely silent on these aspects and hence they can be 
construed as legal.

There is no law against same-sex sexual preference 
or same-sex sexual relations in Vietnam. However, the 
government recently passed a law which criminalises 
same-sex marriage in Vietnam. In Lao PDR and 
Cambodia, there exists no law which prohibits same-sex 
sexual preferences or relations. However, in Cambodia, 
former King Sihanouk has called for the legalization of 
gay marriage, although no policy has been issued. 152 

The most progressive country in the region is Nepal. In 
2008, the Supreme Court of Nepal recognized lesbians, 
gays, bisexuals, transgenders, and inter-sexed (LGBTIs) 
persons as natural persons. The Court issued directive 
orders to the government of Nepal to ensure rights to 
life according to their own identities and to introduce 
laws providing equal rights to LGBTIs and amend all the 
discriminatory laws against them. The Supreme Court 
also ordered the government to formulate an act on 
same sex marriage. 153 

It is important to recognize, within the spirit of the ICPD 
PoA, just as human beings have a life-cycle approach 
to reproductive health, there may also exist a life-cycle 
of sexuality. Sexual preference and sexual orientation 
may not be fixed throughout the lifetime of a person, and 
sexual identity can be fluid. However, regardless of the 
fluidity of sexual identity, people remain human beings 
who are entitled to human rights; and citizens who are 
entitled to services from the state. 

sexuality against the ‘order of nature.’ The punishments 
for crimes perpetrated under this section include fines 
and imprisonment of up to ten years. 147

Section 377 of the Indian Penal Code was enacted by 
the British in 1860. It criminalises what it calls, ‘sexual 
offences against the order of nature’. It criminalises 
sodomy and other acts considered against the order 
of nature. Recent developments in India, however, 
are very promising. The High Court of Delhi has ruled 
in a landmark case of Naz Foundation (India) Trust v. 
Government of NCT Delhi and Others that the Section 
377 of the Indian Penal Code is unconstitutional. The 
judgment, handed down on July 2, 2009, overturned 
a 148-year old colonial law that criminalised same-
sex sexual relations. The Court declared that this law 
no longer applies to consensual sexual acts of adults 
because it violates Articles 21 (protection of life 
and personal liberty), 14 (equality before law) and 
15 (prohibition of discrimination) of the Indian 
Constitution.148 The case is currently being pursued 
in the Supreme Court.

In Malaysia, Section 377 of the Penal Code identifies 
different subsectionspertaining to: carnal intercourse 
against the order of nature; punishment for committing 
carnal intercourse against the order of nature; 
committing carnal intercourse against the order of 
nature without consent; and outrages on decency. 
In addition, “several states in Malaysia have instated 
Islamic Shariah laws, applying to male and female 
muslims, criminalising homosexual and lesbian acts 
with up to three years imprisonment and whipping. 
The Shariah Penal law in the Malaysian state of Shariah 
prescribes penalties for sodomy (Liwat) and lesbian 
relations (Musahaqat) with fines of RM5,000.00, three 
years imprisonment and 6 lashes of the whip. All these 
penalties can be combined.” 149 These Islamic Shariah 
laws are similar to those in other Muslim countries 
such as Nigeria and Iran.

In Indonesia, same-sex sexual relations are not 
prohibited according to the national Penal Code. The 
only provision to deal with such relations is Article 292 
which prohibits sexual acts between persons of the 
same sex, if committed with a person under the legal 
age. However, in 2002, the national parliament gave the 
Aceh province the right to adopt Islamic Shariah laws. 
These laws only apply to Muslims. This trend has also 
been followed in the city of Palembang in South Sumatra 
which has introduced jail time and hefty fines for same-
sex sexual relations. 150 
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BOX 15:

SPOTLIGHT ON TRANSGENDER 
ACCESS TO HEALTHCARE

“In a medical emergency, when a transwoman is taken 
to a hospital, the hospital staff look at her face and 
body; they get confused and make fun of her rather 
than treating her”. Bhoomika Sreshtha, Kathmandu

A 2009 study on “Transgender People’s Access 
to Sexual Health and Rights : A Study of Law and 
Policy in 12 Asian Countries”, highlights how laws 
and policies in the 12 Asian countries impact the 
health and rights of people marginalised on the basis 
of their sexuality and gender identity, particularly 
transgender people. The methodology focused on 
literature review, secondary data in the 12 countries 
and three in-depth country case studies in Thailand, 
Nepal and Tamil Nadu state of India to highlight 
advocacy strategies that brought about affirmative 
policy changes pertaining to transgender people in 
the respective countries. 

While highlighting the practical problems faced by 
transgender people seeking health care services, 
respondents in the study shared that transgender 
patients are mocked and ridiculed by hospital staff, 
and often kept waiting longer than other patients. 
There have been instances where both male and 
female doctors refuse to examine them.  

Those seeking treatment for an STI in hospitals have 
been advised to stop or change their sexual behaviour 
rather than just receiving treatment for their infection.
As a result they do not like to go to hospitals even for 
treatment of general health issues; they prefer to seek 
treatment and medication from the chemist shops 
or private dispensaries instead. HIV positive status 
compounds the prejudice for transgender people and 
men who have sex with 
men (MSM); it is difficult for them to get admission 
in hospitals.  
 
The study also notes that organisations treating 
transgender patients infected with HIV face more 
difficulty in getting regular supply of Anti Retroviral 
Therapy (ART) drugs from the government 
hospital, clearly because of discrimination towards 
transgender people. 

Respondents noted that doctors do not know enough 
about anal Sexually Transmitted Infections (STIs) or 
oral STIs, mostly only about vaginal STIs. They also 
do not know how to treat transgender people who 
are taking hormones. 
 
Respondents in Nepal shared that there are not 
enough doctors qualified to work on reproductive and 
sexual health issues. If they do have knowledge, they 
are not sensitised to treat the cases properly.

Jyoti, medical supervisor of a hospice in Kathmandu 
shared, “In tuberculosis treatment centres, staff 
do not understand how to deal with transgender 
people and are hesitant to examine them. Once, 
a pregnant nurse refused to touch a HIV+ patient 
for fear of infection. There is lack of knowledge 
about HIV among health personnel and even less 
about sexuality. There are laws for people living 
with HIV, including directives that they be referred 
to as sankramit (infected), not rogi (diseased), and 
containing clauses about confidentiality and rights to 
a proper death certificate, documents and rituals. But, 
there remains a large gap in the implementation of 
these laws.” 

Transgender activists in Kathmandu, also note that 
condoms and lubricants are difficult to find and are 
not affordable for transwomen and gay men. Supplies 
from UNDP are not regular and an interruption for 
even 15 days means that unsafe sexual behaviour is 
possible. 

In government as well as NGO reproductive and 
sexual health programs and HIV prevention programs, 
transgender people are often clubbed along with 
the category of MSM. Transgender people do not 
consider themselves homosexual. 

Most sexuality related policy and program formulation 
and advocacy take place using a public health 
framework. A prime example of this is the Delhi High 
Court litigation challenging the constitutional validity 
of Section 377i of the Indian Penal Code by stating 
that it impedes HIV prevention efforts among men 
who have sex with men and transgender people. 

While this is a strategic decision for civil society 
advocates considering that the public health 
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vi.b  The status of transgenderism

It is important to separate the issues that affect LGB 
and the issues that affect transgenders. Transgenderism 
is an over-arching term for people whose anatomies and/
or appearances do not conform to the heteronormative 
framework. Transsexuals, cross-dressers, inter-sex 
people, queers, drags, androgynes and others fall 
under the category of transgenders. Transgenderism 
is an issue of gender identity. There can be issues of 
sexual orientation also.

Transgender people comprise of some of the most 
marginalised and most vulnerable groups within 
societies in the Asia-Pacific region and the issues that 
affect them can be vastly different from other sexual 
identity groups. Literature and information is scarce in 
the region on the study of transgenderism, especially 
on Female to Male transgendered people. There has 
been some research and interest in Male to Female 
transgendered people. For this reason, the evidence 
for this indicator mainly focuses on Male to Female 
transgendered people’s experiences.

This review focuses mainly on attitudes and perceptions 
on transgenderism inherent in the region. There is a 
paucity of laws and policies in the region which protect 
and promote the rights of transgender people as citizens 
with rights, and their access to services, although they 
may find social acceptance within the communities 
they live in. 

Within the 12 countries in Asia-Pacific there is a range of 
attitudes and perceptions about transgenders and how 
they are treated within countries. In some societies they 
are more easily accepted than in others. This is especially 
true in the Mekong societies of Thailand, Lao PDR and 
Cambodia where transgendered people are referred to 
as kathoey literally the third gender. For the purposes 
of this report, we will be using the terms ‘third gender’ 
to mean ‘another’ gender, especially to challenge the 
gender binary. It is not meant to describe a hierarchy of 
genders. In Lao PDR, a research team found a high level 
of acceptance in Lao families and the community at 
large, but there was conflicting information. “Kathoey are 
present in all kinds of female activities. They are seen in 
all walks of life in Lao but Kathoey are more present in the 
private sector of the economy and only marginally among 
professional and governmental officers. But their visibility 
on the prostitution scenes does not mean they are locked 

argument is more persuasive for governments 
than human rights arguments, it is important for 
governments and civil society to work towards 
creating an environment where human rights are the 
bases for all actions. 

The study calls for the states to commit to promote, 
protect and fulfil the right of all people including 
transgender to the highest standard of sexual and 
reproductive health as stipulated in paragraph 7.2 
of the ICPD Programme of Action. It calls upon the 
state to recognise sexual rights as separate from 
reproductive rights but closely linked with the same. 

The study also calls for research on transgender 
people’s health issues, health infrastructure to 
respond and adapt to needs of transgender people 
by formulating policies and allocating funds for health 
infrastructure to respond to needs of transgender 
people. Further to this, the need to ensure access 
to treatment and medical care for HIV infected 
transgender persons.

The study “Transgender People’s Access to Sexual Health and 

Rights A Study of Law and Policy in 12 Asian Countries” was carried 

out by Neha Sood, independent research and advocate, based 

in India, as part of ARROW ICPD+15 Monitoring Research and 

Advocacy Project.
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submitted a series of four bills that barred recognition of 
marriage involving transgendered individuals, contracted 
in the Philippines or abroad, and barred recognition of 
marriages or domestic partnerships between two people 
of the same biological sex contracted in countries that 
legally recognize such relationships.” As of 2006, three 
anti-same sex marriage bills have been introduced and 
are pending before the Senate and Congress. 161 

In Malaysia, transgendered people are referred to 
as ‘mak nyah.’ Cross dressing is illegal and in 1998, 
45 transgendered people were arrested in the Kedah 
state while taking part in a beauty pageant. Most 
were charged with wearing female clothes and 
impersonating women, charges that could include 
up to 6 months incarceration.162

Malaysia has a majority Muslim population and there is a 
fatwa (religious edict) against sex reassignment surgery. 
This is largely governed by Islamic tenets that there are 
four perceived gender identities: male, female, khunsa 
(hermaphrodite) and mukhannis (cross-gender identity) 
/ mukhannas (cross-gender behaviour only). While a 
khunsa can take action in relation to his condition (through 
sex reassignment surgery), the mukhannis or mukhannas 
is forbidden to do so. 163 This is largely because the khunsa 
are perceived as products of ‘nature’ while the mukhannis 
and the mukhannas are products of ‘choice.’

The mak nyahs often face much harassment from 
the police. If the mak nyahs caught by the police are 
Muslims, they can be sent to the Shariah department 
to be charged at the Shariah Court for offences against 
the Islamic law. The penalty incurred could be a fine 
of between RM800 to RM3,000 (i.e US$200-$750) or 
imprisonment, or both. The Islamic religious authority, 
like the police, can also carry out raids among the 
Muslim community to identify wrongdoing against the 
Islamic law Section 21 Minor Offences Act 1955. 

In South Asia too there are differing attitudes towards 
transgendered people. In India, the third gender called 
the hijra, are regarded as neither man nor woman. The 
hijra community plays important roles within cultural 
practices such as collecting payment for performances 
at weddings, births of children, and funerals; collecting 
alms from shopkeepers; collecting money from the 
general populace; working as entertainers and sex-
workers. Some progress can be seen in Tamilnadu 
where the state government has offered to reimburse 
money for sex reassignment surgery for the aravanis. 164

in to this kind of occupation but use it as an addition to a 
more legal income.” 154 

In Cambodia, anecdotal evidence suggests that 
although the legal situation of transgenders is unclear, 
many transgendered people are high-profile actresses 
and actors, who have been supported by the 
Ministry of Culture. 

Thailand is one of the most progressive countries with 
regards to the third gender and often more easily enables 
sex reassignment surgery. Traditionally, Thailand has had 
a history of recognizing three genders right up till the 
mid-twentieth century. 155 In general there is agreement 
that there are factors which contribute substantially 
to the Thai attitude: “While the ethical principles of 
Buddhism, along with a generally non-interventionist 
state, are important factors in the international perception 
of Thailand as a ‘tolerant,’ and even accommodating 
place for sex/gender diversity, the most recent research 
suggests that attitudes toward transgendered persons 
are far from homogenous, even, or especially, within 
their families, 156 and more so for the public – Thai and 
non-Thai – at large.” 157 

Recent developments in Thailand also mark progress. 
In 2004, the Chiang Mai Technology School allocated a 
separate restroom for kathoeys, with an intertwined male 
and female symbol on the door. The 15 kathoey students 
are required to wear male clothing at school but are 
allowed to sport feminine hairdos. The restroom features 
four stalls, but no urinals. 158 Kathoeys are hoping for a 
new third sex to be added to passports and other official 
documents and in 2007, legislative efforts have begun 
to allow kathoeys to change their legal sex if they have 
undergone genital reassignment surgery; this 
latter restriction was controversially discussed in 
the community. 159

However, in Vietnam a mingling of Confucian, Buddhist, 
Christian and Communist moralities has more often than 
not tried to suppress gender identity issues. Literature is 
scarce on the subject. 160

 
In the Philippines, transgendered people are usually 
referred to as ‘bakla.’ The Philippines does not offer any 
legal recognition to same-sex marriage, civil unions, 
or domestic partnership benefits, although there is 
increasingly heavy debate about them. In 1998, Senators 
“Marcelo B. Fernan and Miriam Defensor Santiago 
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In Pakistan, there is also a large community of hijras. 
They tend to be largely poor and are subject to much 
discrimination and exploitation, especially sexual 
exploitation. They may also engage in sex work. On 
the other hand, many people believe that they have 
special spiritual powers and go to them when they 
want a particular wish fulfilled, such as wanting a child. 
In Pakistan, the hijra community has now become very 
scattered, making it much more difficult to reach them 
for services.

In Nepal, the third gender is also called methis. Nepal 
seems to be the most progressive country in the region, 
having decriminalised laws which control sexuality and 
having recognized sexual minorities as citizens with 
equal rights regardless of sexual orientation and gender 
identity. Transgendered people are now able, through 
a Supreme Court ruling to amend the Constitution, to 
obtain citizenship with the identity of third gender. A 
government committee has also been set up to review 
the marriage system to amend it accordingly with this 
new ruling.

Nowhere is the struggle between the private and 
the public so apparent as it is in the case of diverse 
sexual orientation and gender identities. There are 
some interesting examples that have emerged which 
demonstrate that the region is beginning to open up on 
these issues. However, it must be noted that in some 
countries conservative and religious forces are extremely 
strong in holding the fort against the tide. 

Nevertheless, it is also important to note that people with 
diverse sexual and gender identities have often been able 
to negotiate a space within families and societies through 
identities such as son/daughter; father/mother which 
are equally important (if not more important) within the 
Asian context rather than just a sexual orientation/gender 
identity. 165 This contrasts with the Western emphasis on 
sexual orientation and gender identity being “the public 
expression of one’s true self’” and of the “individual 
experience of sex/gender dysphoria.” 166

The issue of transgenderism is an important aspect 
within the ICPD PoA, which talks of provision of services 
to and the rights of ‘women.’ Is gender identity and 
the rights that come along with gender identity only 
ascribed to biological sex or should it be ascribed to 
those who profess the identity of ‘woman?’ Especially 
including some of the most marginalised and vulnerable 
amongst ‘women?’ 

Summary

The challenge for sexual health and sexual rights in the 
region is positioned within non-reproductive functions 
and expressions of sexuality.

There is a whole spectrum of sexual rights. All countries 
in the region recognize and accept the sexual rights of 
minors through the enactment of a legal age of marriage. 
Enforcement of the legal age of marriage is problematic 
in only a few countries. All countries recognize the rights 
of women to freely choose their partners and enter into 
consensual marriages. In some countries in South Asia, 
traditional practices may interfere with this choice and the 
exercise of choice. All countries also recognize the rights 
of women and girls to bodily integrity and to live lives 
free from sexual violence: rape and sexual harassment. 
Marital rape is still a problematic concept in the region, 
though it is gaining acceptance. All countries recognize 
the need to address trafficking of women and girls.

However, when it comes to issues of unmarried 
adolescent sexuality, sex work, same-sex sexual relations 
and marriage and transgenderism, these issues are not 
recognized as important enough to merit law and policy-
making to ensure that the SRHR of these groups are 
protected and promoted. Recent developments in 
Nepal and India bode well for broadening and expanding 
the understanding and acceptance of sexual rights 
in the region.
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i  Sexual health is still being framed in 
limited paradigms across the region 

HIV/AIDS sets the defining framework for both STIs 
intervention and HIV/AIDS intervention although the 
population vulnerable to STIs is larger and more diverse. 
This means that groups who may be needing screening 
and treatment interventions are not receiving them. 
The impact of STIs on the sexual and reproductive 
lives of people is not being given the rightful recognition 
it deserves. 

Interventions framed within a ‘disease prevention’ 
paradigm create access to services based on targeting 
risky behaviours instead of recognising rights of 
marginalised groups (for example male and female sex 
workers) to services. However, this has opened the door 
for discussion and negotiation of these rights.

There is a still a long way to go to having issues of 
sexual health and rights being framed in the paradigm 
of pleasure, autonomy and self-determination in all 
12 countries.

ii  Political will of governments is crucial in 
recognizing the sexual health and sexual 
rights of citizens

Political will of governments is a key factor for the 
achievement of sexual health and sexual rights 
outcomes. When governments are committed to 
access to voluntary counseling and testing as well 
as anti-retroviral therapy, as in all countries surveyed, 
it is done. When governments commit to enacting 
legislation on legal age of marriage and sexual violence, 
as in many countries, it is done. When governments 
pass legislation to recognize 
same-sex sexual relations and transgenderism, as 
in Nepal, it is done. 

Once the importance of the issue is established, 
governments create policies and programmes and 
deploy budgets and trained personnel and provide 
facilities and access.

iii  Sexual rights are not as contentious 
as perceived.

Many aspects of sexual rights have been accepted and 
legislated on by the governments in the 12 countries. 
All countries recognize women’s right to bodily integrity 
and freedom from sexual violence and have legislated 
accordingly. All countries recognize the rights of 
choosing partners, entering into consensual marriages 
and consensual sexual relations although cultural 
practices may hinder this in some countries. 

Politically, governments are comfortable only in 
recognizing the reproductive functions of sexuality and 
the sexual rights that go hand-in-hand with these. The 
non-reproductive functions are considered secondary 
and have not been attributed as much commitment and 
importance. It is necessary to delve into the bases of 
political power and political motivations to understand 
this better.

However, there is still hope to shift this paradigm as 
shown in Nepal.

CONCLUSION

From a review of sexual health and sexual rights 
indicators across the 12 countries, the following 
conclusions can be made.
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This chapter combines the recommendations of the 
writers, the reviewers and the national recommendations 
of the 22 national partners of the ICPD+15 project. 

The recommendations are focused on the four major 
areas where urgent improvement is necessary in order 
to press forward to fulfill the commitments to the ICPD 
PoA: policy change with respect to reproductive rights 
and sexual rights; universal access to optimal sexual and 
reproductive health; continued, committed and sustained 
governmental and donor investment in women’s sexual 
and reproductive health; and the concretization of sexual 
and reproductive health and rights for adolescents and 
other marginalised groups.

i  Policy change underpinned by 
commitment to the ICPD PoA, 
with respect to reproductive rights 
and sexual rights

The political will of governments is essential to improving 
the status of women’s sexual and reproductive health 
and rights. In all areas where progress has been noted, 
government policies and implementation were critical 
for success. Now, 15 years after Cairo and Beijing, it is 
imperative that governments become more cognizant 
of their women citizens and their needs and aspirations. 
Women are disproportionately affected by sexual and 
reproductive health issues, and improving sexual and 
reproductive health outcomes should be viewed as critical 
to government efforts to improve women’s status and 
eliminate gender inequality.

Recommendations include:

1  Population policies continue to be driven by 
demographic norms rather than by meeting 
women’s needs. Policies pertaining to women’s 
sexual and reproductive health need to be under-
pinned by the PoA and the underlying concepts 
of reproductive rights and sexual rights. Policies 
on sexual and reproductive health and rights need 
to be mainstreamed into already existing national 
machineries, national policies and national plans 
in a cohesive manner.

2  Policies that determine sexual and reproductive 
health and reproductive rights should be aligned 
to provide access to a range of contraceptive 
methods, abortion services, pregnancy related 
mortality and morbidity interventions, STIs and HIV/

AIDS, reproductive cancers, and male responsibility 
in sexual and reproductive health. Policies should 
also enunciate measures against stigma and 
discrimination.

3  Policies should be implemented and backed by 
functional health systems, adequate budgets, 
trained human resources and updated training 
and curriculum for health professionals. Policies 
that determine SRHR must recognize the need for 
inter-sectoral coordination and cooperation. Existing 
policies which are progressive must be publicised, 
especially to service providers and to women, and 
must be translated into programme and project 
implementation.

4  Policies and policy review should be informed by 
robust data, should measure new indicators of 
reproductive rights, should include groups (beyond 
the traditional married women aged 15-49 years) 
such as unmarried single women, and include input 
from qualitative research in order to ensure that 
these policies are continually relevant to the people. 
Intersectional analysis would enable governments to 
understand differences in policy implementation for 
different marginalised groups.

5  Policies and policy reviews that determine SRHR 
need to be created and implemented in secular 
spaces, free from the influence of fundamentalisms 
and other doctrines that restrict human rights. 

6  Policy review efforts should be integrated into 
CEDAW and ICESR reporting mechanisms in 
order to put pressure on governments to meet 
international commitments to ICPD as ICPD itself 
does not have a reporting mechanism. NGO cross-
movement collaborative efforts would help initiate 
policy review. ICPD national action plans have 
not materialised in any concrete manner in 
most countries. 

7  Policy reviews should be underpinned by human 
rights paradigms. These can build on the 2009 
call by the UN Human Rights Council to recognize 
preventable maternal mortality and morbidity as 
human rights violations; and on the 2009 NGO Berlin 
Call to Action by the SRHR community to address 
deaths resulting from unsafe abortions also as a 
human rights issue. This is to ensure that sexual 
and reproductive health are framed and treated as 
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issues of human rights, and governments are to be 
held accountable for fulfilling them, regardless of 
economic climate and political change. lLegislative 
initiatives that expand the grounds for abortion, for 
instance, or which repeal laws that punish women 
for procuring an abortion, should be introduced.

8  Policy review efforts should integrate the good 
practices of neighbouring countries as performance 
benchmarks and engage in knowledge-sharing and 
learning between countries. 

In these last 15 years the new cadre of policy-makers is 
unfamiliar with the ICPD PoA and the commitments that 
their governments have made. There is a dire need to 
reintroduce the PoA into the mindsets and agendas of the 
policy-makers. 

ii  Ensure universal access to 
affordable, quality, gender-sensitive 
services to enable the realization of 
the highest standard of sexual and 
reproductive health

Lack of access to SRH services and information 
contributes to high levels of morbidity and mortality 
for largely preventable SRH problems, particularly in 
developing countries. Every year, half a million women 
die during childbirth because women are not able to 
access life-saving emergency obstetric services. Lack of 
information and education on HIV/AIDS and condoms, as 
well as insufficient provision of condoms have contributed 
to the spread of STIs, including HIV. Restricted access 
to abortion services, contraceptives, and information on 
sexuality and reproductive health has led to unwanted 
pregnancies, botched abortions, women’s impaired health 
and wellbeing and 
women’s deaths.

Policy formulation must be backed up by service provision 
ensuring universal access to sexual and reproductive 
health.

Recommendations include:

1  Make comprehensive SRH services available, 
affordable, and acceptable at all levels starting from 
the primary healthcare level. The primary healthcare 
level is the one which is most accessible to most 
of the population and hence the essential sexual 
and reproductive health services should be made 
available at this level. 

There needs to be renewed commitment to making 
available the full range of contraceptive methods 
(including emergency protection and condom 
promotion as a dual protection method); the full 
range of abortion services and post-abortion care; 
the full range of services that prevent maternal 
deaths especially emergency obstetric care services 
and adequately equipped facilities; and the full range 
of services to identify and to treat victim-survivors 
of violence including counselling. Counselling 
services, especially to ensure informed choice 
should also be provided. Contraceptives, anti-
retroviral drugs, antibiotics, and other supplies ought 
to be adequately stocked in health facilities or other 
centres where younger and older women and men 
are able to gain access to them. Information and 
education campaigns are important but behavioral 
change communication strategies have been shown 
to alter health-seeking behavior significantly in many 
cases. 

2  There needs to be renewed commitment to staffing 
health facilities with skilled and trained human 
resources and to increasing the proportion of 
gynaecologists and anaesthetists. Countries are 
experiencing serious scarcities of almost all health 
workers due to economic and fiscal difficulties as 
well as out-migration of health workers, especially 
nurses and medical doctors, from developing to 
developed countries. This issue is much too huge 
and complicated to be addressed by any one 
agency. Thus, cooperating and working with inter-
agency committees like the Global Health Workforce 
Alliance is necessary to establish partnerships that 
focus on identifying and implementing solutions to 
the health workforce crisis. With regards to the short 
supply of health human resources, we need to:

 a  Assess the types of health workers most 
required, based on a careful analysis of : the 
country’s burden of disease rather than an 
idealized notion of care that is desired; the 
sustainable size of the health workforce; the 
balance between different types of workers and 
the sustainable size of the country’s health facility 
network itself; and the role of private providers 
in the country’s health system including the 
interactions and cooperative partnerships that 
could be established between public and private 
providers.
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 b  Strengthen the information base for human 
resource planning, deployment, and 
management, with specific attention to health 
workers in sexual and reproductive health. Health 
ministries need up-to-date information to be able 
to monitor the staffing situation and to use this 
in their policy and administrative deliberations 
and dialogue with donors. of care that is desired; 
the sustainable size of the health workforce; the 
balance between different types of workers and 
the sustainable size of the country’s health facility 
network itself; and the role of private providers 
in the country’s health system including the 
interactions and cooperative partnerships that 
could be established between public and private 
providers.

 c  Mobilise the collection of information on current 
number and deployment of staff, intakes and 
outputs of pre-service training programmes, 
departures from civil service, particularly in 
SRH, as all of these can highlight and quantify 
human resource problems of which central 
health and finance ministries are often unaware. 
These include, among others, staff shortages, 
distribution, loss rates, and inadequate training. 

 d  Reduce the rigid barriers to professional practice 
to enable health workers to take on additional 
functions, increase and improve service delivery, 
and reduce costs. Evidence from Mozambique 
and Afghanistan shows that training, monitoring, 
and supervising technical assistants and nurses in 
carrying out caesarean sections and some types 
of anesthetic procedures have yielded positive 
results, i.e., lower sepsis rates, improved quality 
of care, and women’s and newborns’ lives being 
saved.

3  There is a dire need to integrate services, especially 
RH and HIV services which have generally been 
funded separately and operated vertically, meaning 
that clients see a different provider for each health 
service. Yet with over 80 % of HIV infections being 
sexually transmitted, addressing RH and HIV 
together would better serve the needs of clients 
and health care providers in a more comprehensive, 
cost-effective, and efficient manner. Integration 
is a feasible means to achieve multiple key goals: 
prevent new HIV infections among women and 
girls; reduce HIV transmission from mother to 

child; prevent more AIDS orphans; and support 
HIV-positive women’s reproductive rights and 
fertility choices. From the perspective of ethics 
and programme operations, women and girls who 
access HIV testing, counseling, and treatment 
through HIV/AIDS programmes have a compelling 
need for RH and FP services, especially relating to 
their fertility choices, just as much as women and 
girls accessing RH and FP services have a critical 
need for HIV information and services. In this aspect 
we need to:

 a  Develop more effective strategies to help HIV-
positive women prevent unwanted pregnancies 
and access contraception: this underscores the 
need for comprehensive SRH services where 
providers do not judge their clients and for the 
provision of safe spaces for young, HIV-positive 
women to access services. Responses to 
address negative, judgmental attitudes of service 
providers toward HIV-positive women, especially 
those wanting children, are needed.

 b  Strengthen the ability of local government 
units and NGOs to reach adolescent girls, 
including married adolescents, with RH and 
HIV information and services: adolescent girls 
have poor access to confidential and affordable 
reproductive health and HIV services, making 
it difficult for them to protect themselves from 
HIV and unwanted pregnancy. This is an area 
that demands greater innovation and attention, 
both through facility-based approaches and other 
activities to reach young people.

 c  Develop programmes that integrate RH/FP 
programmes in HIV/AIDS prevention strategies. 
This is critical: programmes that help 
prevent women from acquiring HIV but do 
not help women prevent pregnancy are not 
sufficient. Women need to use dual protection 
-- contraception and condoms – to prevent 
unwanted pregnancy and HIV.

4  Service providers should incorporate gender-
sensitive approaches and be receptive to differences 
in sexual orientation and gender identities. Service 
providers should also mitigate misconceptions 
on all aspects of sexual and reproductive health. 
Service provision should also include accountability 
mechanisms and redressal mechanisms for patients 
and clients.
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5  Registrations systems for births, deaths and 
marriages must be instituted within health systems 
and the relevant government departments. This is 
vital for tracking and recording maternal deaths and 
the causes of maternal deaths as well as preventing 
early, unintended pregnancies and the resulting 
mortalities and morbidities. 

iii  Ensure continued, committed and 
sustained investments in women’s sexual 
and reproductive health and rights by 
governments and donors 

Given the current aid structure; given that an estimated 
$24.4 billion is needed in 2015 to provide universal 
access to sexual and reproductive health information 
and services as agreed at ICPD, excluding HIV/AIDS and 
other components; and given further that while total 
ODA reached $68.5 billion in 2003, there has been no 
equivalent increase in funding in other areas of SRH.

Recommendations include:

1  Advocate for political support and encourage donors 
and governments to meet the agreed funding 
requirements to ensure universal access to sexual 
and reproductive health services by 2015:

 a  At the global level: by influencing the allocation of 
ODA to sexual and reproductive health and rights 
(SRHR) by forging partnerships with global inter-
government agencies and international NGOs; 

 b  At the regional level: by impressing the central 
role of SRHR in the achievement of the ICPD 
and, by extension, the MDGs upon regional 
institutions such as Asian Development Bank, 
Association of South East Asian Nations (ASEAN), 
South Asian Association for Regional Cooperation 
(SAARC) and UN agencies such as Economic 
and Social Commission for Asia and the Pacific 
(ESCAP), regional offices of other UN agencies 
such as UNDP and UNAIDS; 

 c  At the national level: by prioritizing SRHR in the 
Poverty Reduction Strategy Papers (PRSPs),1 
national development plans, and legislative 
initiatives and by ensuring that SRHR is supported 
by funds stipulated in the national budget; as well 
as by incorporating SRH service components, 
especially important country specific SRH 

issues, into the Essential Service Packages (ESP) 
determined by these plans.

 d  At the sub-national or local level: by prioritizing 
SRHR in local or provincial investment health 
plans at the local level, i.e., local government 
units, and by ensuring that funds are invested 
in interventions and activities that support and 
sustain efforts to achieve the ICPD PoA.

2  Advocate that governments, who are now required 
to report the national health accounts (NHA), 2 track 
the expenditure on SRH. Currently, the NHA, in 
these 12 countries does not capture funds used 
specifically for services to prevent maternal mortality 
and SRH nor does it show whether funds are being 
spent on the right interventions and in the right 
proportion. 3 
 
There is a compelling need to create NHA sub-
accounts on RH programmes. This is a crucial tool 
for setting priorities, allocating budgets, and 
advocacy as well as for increasing transparency and 
drawing accountability from governments tasked 
with providing RH services. 

3  Strengthen the capacity of partners and their 
constituencies to engage effectively in policymaking 
and political decision-making processes, i.e., 
to appreciate the context and understand the 
processes of policymaking such as setting priorities 
and drafting policies; to participate in developing and 
monitoring PRSPs and engaging in health sector-
wide approaches; to strategically apply political and 
technical tools, e.g., national health accounts sub-
account on RH to influence priorities and budgetary 
allocations; to forge alliances and coalitions; and to 
demonstrate results.

4  Donors should fulfill their commitments to the 
vision set out by the PoA, by funding all components 
of SRHR and health system strengthening from 
primary healthcare levels. Review vertical funding 
mechanisms for components of SRH services, and 
put them under the same umbrella. Shifting the 
agenda from ICPD to MDGs, has resulted in the 
loss of the rights-based approach so crucial to the 
full realization of sexual and reproductive health. 
With the shift in agenda, the push from donors to 
governments to adopt women’s rights, reproductive 
rights and sexual rights, is waning in strength. 
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BOX 16:

SPOTLIGHT ON DISASTERS

Asia is one of the most disaster-prone regions in the 
world, experiencing 40.5% of global disasters between 
1999 and 2008, and covering 84.5% of those affected 
during the same period (World Disasters Report 2009). 
Given the scale of disasters in the region, a 2009 study 
emphasises the importance of respecting, promoting 
and fulfilling sexual and reproductive health and 
rights (SRHR) in disaster risk reduction, response and 
recovery, to achieve ICPD goals. 

According to the study, disasters in the region have 
had an adverse impact on the SRHR of women, 
adolescents and transgendered people (particularly on 
the economically, politically and socially marginalised 
amongst them). Women and girls suffer from stopping 
of menstruation, miscarriage, premature delivery 
and post-partum haemorrhage, and, as shown 
in Bangladesh, are at a higher risk of contracting 
reproductive tract and urinary tract infections in times 
of flood. They are also more vulnerable to physical 
and sexual abuse during this period of confusion and 
desperation. In Aceh, Indonesia, for example, cases 
of sexual violence and abduction of women and girls 
in temporary camps were reported. Social and gender 
norms restricting women’s mobility in South Asia 
severely impaired women’s access to services. In the 
North West Frontier Province in Pakistan, for example, 
pregnant women who were widowed by the 2005 
earthquake and who did not have a male relative, 
found it difficult to access antenatal care, delivery care 
and post‐natal care. 

Meanwhile, the scant literature available show that 
transgendered people experience discrimination even 
more in disaster periods. For example, those affected 
by the 2004 tsunami in Tamil Nadu were not allowed 
to use toilets or bathing spaces for men and women 
in temporary camps by other community members. 
They also did not receive equal access to food rations, 
shelter and compensation for loss as several did not 
have access to identity cards, or as their identity cards 
did not match their physical appearance. The study 
noted that the extent and form of detrimental impact to 
women, adolescents and transgendered people varies 
with pre-existing gender and social relations, pre-
existing SRH services and outcomes, extent of loss to 

health infrastructure and personnel, attention to SRHR 
and social determinants of SRHR in disaster policies 
and the nature of the disaster itself. 

The study also reveals that the existing international 
standards, including the Minimum Initial Service 
Package (MISP) for Reproductive Health in crisis 
situations, do not adequately address the SRHR of 
above groups in disaster risk reduction, response 
and recovery. Terms such as ‘reproductive rights’ 
and ‘sexual rights’ do not figure MISP; nor are the 
SRHR concerns of transgendered people specifically 
acknowledged and addressed. 

The strength of humanitarian INGOs lies in their focus 
on social determinants of the SRHR of women and 
girls. They have sought to strengthen the participation 
and claim-making power of marginalised women and 
have not seen them as passive victims. However, their 
focus on SRHR in disasters needs strengthening, and 
their disaster-related documents (in the four countries 
and disasters studied) do not use terms such as 
‘sexual and reproductive rights’ or ‘transgendered 
people.’ IPPF affiliates in the four countries do focus on 
SRHR in disaster situations and in Indonesia on SRHRs 
of transgendered people as well. 

Amongst others, the study calls for an international 
convention on disasters that is SRHR-aware and uses 
as gender and rights-based framework, and for a 
revamped Minimum Standards in SRHR throughout 
the disaster risk reduction, response and recovery 
stages. It also points to the need for integration of 
SRHR into disaster management laws and plans of the 
government and for building institutional capacity of 
governments (both national and local) to implement 
SRHR-aware disaster plans. Programmes that address 
the social determinants of disasters, question existing 
inequitable power relations and structures, and that 
empower women, adolescents and transgendered 
people must be in place. In all these efforts, 
meaningful participation of adolescents, community 
women, transgendered people, as well as of NGOs 
working for their rights, is extremely critical. 

The study, titled Review of Sexual and Reproductive Health and 

Rights in the Context of Disasters in Asia, was conducted by Ranjani 

K. Murthy as part of the ICPD+15 Monitoring, Research and 

Advocacy Project coordinated by ARROW in 12 Asian countries.
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iv  Concretise the rights to sexual and 
reproductive health and the sexual and 
reproductive rights especially those of 
adolescents, marginalised groups of 
women and those with diverse sexual 
orientation and gender identities

Across the region, women who are poor, less educated, 
who live in remote areas, rural areas, and less developed 
parts of the country face greater difficulties in accessing 
services and realising the autonomy of their bodies. Tribal 
women, women from ethnic minorities, women from 
lower castes, and younger women as well as adolescent 
girls are also marginalised. This happens regardless of 
whether the service they require access to is contraception, 
maternal health services, safe abortion services, prevention 
and treatment of reproductive cancers, HIV testing and 
anti-retroviral therapy or sexual health services. Sexual 
and reproductive health and rights are issues of socio-
economic equity as well as gender equity. 

Recommendations include:

1  Create adolescent-friendly policies and services, as 
adolescents comprise almost 20% of the population 
of Asia. However, this group faces the greatest 
barriers in accessing information, education and 
services for sexual and reproductive health. Eliminate 
barriers of consent and discrimination which prevent 
adolescents, especially unmarried adolescents, from 
accessing all sexual and reproductive health services 
including contraception, abortion and post-abortion 
care and counselling.

2  Ensure comprehensive sex education and/ or sexuality 
education is available to inform and empower 
adolescents with choices regarding safe-guarding 
their sexual and reproductive health and enable them 
to realize their sexual and reproductive rights.

3  Create comprehensive programmes, policies 
and plans to address marginalised groups. Ethnic 
minorities, tribal groups, hard-core poor people, 
elderly, disabled, migrants, and those living in 
mountainous areas and coastal areas will require 
more than one intervention to improve their sexual 
and reproductive health and rights. 
 
Understand the barriers that impede their access, and 
work deliberately and systematically to remove these 
barriers. Ensure national resources are also allocated 
to these marginalised groups. Understand the sexual 
and reproductive health needs of these groups in a 
non-judgemental manner; and create service provision 
if previously non-existent.

4  Create policies which will include sex-workers 
and people with diverse sexual orientation and 
gender identities within service provision and 
which will ensure they are entitled to equal, fair, 
non-discriminatory sexual and reproductive health 
services, care and treatment. Create and enact 
legislation which will enable these groups to 
also realize their sexual and reproductive rights 
to the fullest. 

5  Empower communities, especially marginalised 
communities, to recognize their rights to sexual 
and reproductive health, and build their capacities 
to claim these rights from duty-bearers. Create 
spaces for the participation of different marginalised 
communities in policy and programme formulation, 
encouraging their leadership at all levels.

6  Implement policies and programmes with 
an understanding of the different aspects of 
vulnerability: exposure to risks and danger as well 
as lack of the capacity to cope with the negative 
consequences of risks and threats of these 
marginalised groups. In situations of emergencies 
and disasters, fully understand the increased 
risk for marginalised groups in these situations 
and incorporate SRH into the formulation and 
implementation of disaster-preparedness, response 
and recovery plans (see box case study.)

In conclusion, we urge governments, donors and 
international organisations in the region to understand 
the critical need for pressing forward on the agenda of 
sexual and reproductive health and rights in this region. 
Full implementation of the ICPD PoA is fundamental for 
achieving the MDGs and for the advancement of women 
in the region. 

ENDNOTES
1  PRSPs are underway in Nepal, Bangladesh, Pakistan, Cambodia, 

Laos and Vietnam 

2  The NHA describes how all funds -- not just those provided by the 
government and donors but also by the private sector and households 
– are actually used, the kinds of services they support, who pays for 
services provided, and who benefits from these services. 

3  Studies show that national health expenditure has a strong bearing 
on maternal mortality outcomes. Countries with greater health 
expenditure per capita tend to have lower MMRs while those with 
lower health investments show higher rates of maternal deaths. In 
addition to the amounts allocated to health, what is perhaps more 
critical in lowering the MMR  is the way in which that amount is 
spent across interventions and beneficiary groups.
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Table I: Status Of Major International Human Rights Instruments

Name of the 
Country

International Covenant 
on Civil and Political 

Rights(1966)

International Covenant 
on Economic , Social and 

Cultural Rights(1966)

Convention on the 
Elimination of All Forms 

of Discrimination 
Against Women(1979)

Convention on the 
Rights of the Child(1989)

Bangladesh 2000 1998 1984 1990

China 1998 2001 1980 1992

Cambodia 1992 1992 1992 1992

India 1979 1979 1993 1992

Indonesia 2006 2006 1984 1990

Lao PDR 2000 2007 1981 1991

Malaysia - - 1995 1995

Nepal 1991 1991 1991 1990

Pakistan - 2004 1996 1990

The Philippines 1986 1974 1981 1990

Thailand 1996 1999 1985 1992

Vietnam 1982 1982 1982 1990

Source:  Human Development Report 2007/08 

Available online at: http://hdr.undp.org/en/media/HDR _ 20072008 _ EN _ Complete.pdf 
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Table Ia: Reservations on CEDAW

Name of the 
Country

Articles for which declarations or reservations 
have been made 

Articles for which reservations have 
been withdrawn

Bangladesh Article 2
Article 13, para (a)
Article 16, paras. 1 (c)and (f)

Article 13 para (a)
Article 16, paras. 1 (c)and (f)

China Article 29, para. 1 –

Cambodia – –

India Article 5, para.(a)
Article 16, para.1
Article 16, para.2
Article 29, para.1

–

Indonesia Article 29, para.1 –

Lao PDR

Malaysia Article 2, para (f)
Article 5, para.(a)
Article 7, para.(b)
Article 9, (para.1) and 2 Article 11
Article 16, para. 1 (a),(b),(c), (d), (e),(f), (g) and (h)

Article 2. para (f)

Article 9,(para.1)

Article 16, para. 1 (b),(d), (e) and (h)

Nepal

Pakistan General Declaration –

Thailand Article 7
Article 9, para 2
Article 10
Article 11, para 1 (b)
Article 15 , para 3
Article 16

Article 7
Article 9, para 2
Article 10
Article 11, para 1 (b)
Article 15 , para 3

Vietnam Article 29, para.1

Source:  UN Meeting of States parties to the Convention on the Elimination of All Forms of Discrimination against Women. Fourteenth meeting 

New York, 23 June 2006. CEDAW /SP/2006/2 http://www.un.org/womenwatch/daw/cedaw/

The convention on the Elimination of All Forms of 
Discrimination against Women was adopted by 
the General Assembly in its resolution 34/180 of 18 
December 1979. It entered into force on 3 September 
1981, in accordance with the provision of its article 27. 
As of April 2006, 182 states have ratified or acceded to 
the convention. 

Status of declarations, reservations, objections and 
notifications of withdrawal of reservations by States 
parties related to articles of the convention, as of 1st 
April 2006 are as follows
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Article 2:

States Parties condemn discrimination against women 
in all its forms, agree to pursue by all appropriate means 
and without delay a policy of eliminating discrimination 
against women and, to this end, undertake: 

a  To embody the principle of the equality of men 
and women in their national constitutions or other 
appropriate legislation if not yet incorporated 
therein and to ensure, through law and other 
appropriate means, the practical realization of this 
principle; 

b  To adopt appropriate legislative and other 
measures, including sanctions where appropriate, 
prohibiting all discrimination against women; 

c  To establish legal protection of the rights of women 
on an equal basis with men and to ensure through 
competent national tribunals and other public 
institutions the effective protection of women 
against any act of discrimination; 

d  To refrain from engaging in any act or practice 
of discrimination against women and to ensure 
that public authorities and institutions shall act in 
conformity with this obligation; 

e  To take all appropriate measures to eliminate 
discrimination against women by any person, 
organization or enterprise; 

f  To take all appropriate measures, including 
legislation, to modify or abolish existing laws, 
regulations, customs and practices which 
constitute discrimination against women; 

g   To repeal all national penal provisions which 
constitute discrimination against women.

Article 5:

States Parties shall take all appropriate measures: 

a  To modify the social and cultural patterns of 
conduct of men and women, with a view to 
achieving the elimination of prejudices and 
customary and all other practices which are based 
on the idea of the inferiority or the superiority of 
either of the sexes or on stereotyped roles for men 
and women

Article 7:

States Parties shall take all appropriate measures to 
eliminate discrimination against women in n the political 
and public life of the country and, in particular, shall 
ensure to women, on equal terms with men, the right: 

a  To vote in all elections and public referenda and to 
be eligible for election to all publicly elected bodies; 

b  To participate in the formulation of government 
policy and the implementation thereof and to hold 
public office and perform all public functions at all 
levels of government; 

c  To participate in non-governmental organizations 
and associations concerned with the public and 
political life of the country.

Article 9:

States Parties shall take all appropriate measures to 
eliminate discrimination against women in n the political 
and public life of the country and, in particular, shall 
ensure to women, on equal terms with men, the right: 

1  States Parties shall grant women equal rights with 
men to acquire, change or retain their nationality. 
They shall ensure in particular that neither marriage 
to an alien nor change of nationality by the husband 
during marriage shall automatically change the 
nationality of the wife, render her stateless or force 
upon her the nationality of the husband. 

2  States Parties shall grant women equal rights with 
men with respect to the nationality of their children.
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Article 10:

States Parties shall take all appropriate measures to 
eliminate discrimination against women in order to 
ensure to them equal rights with men in the field of 
education and in particular to ensure, on a basis of 
equality of men and women: 

a  The same conditions for career and vocational 
guidance, for access to studies and for the 
achievement of diplomas in educational 
establishments of all categories in rural as well as 
in urban areas; this equality shall be ensured in 
pre-school, general, technical, professional and 
higher technical education, as well as in all types of 
vocational training; 

b  Access to the same curricula, the same 
examinations, teaching staff with qualifications 
of the same standard and school premises and 
equipment of the same quality; 

c  The elimination of any stereotyped concept of 
the roles of men and women at all levels and in all 
forms of education by encouraging coeducation 
and other types of education which will help to 
achieve this aim and, in particular, by the revision 
of textbooks and school programmes and the 
adaptation of teaching methods; 

d  The same opportunities to benefit from 
scholarships and other study grants;

e  The same opportunities for access to programmes 
of continuing education, including adult and 
functional literacy programmes, particulary those 
aimed at reducing, at the earliest possible time, 
any gap in education existing between men 
and women; 

f  The reduction of female student drop-out rates 
and the organization of programmes for girls and 
women who have left school prematurely;

g  The same Opportunities to participate actively 
in sports and physical education; (h) Access to 
specific educational information to help to ensure 
the health and well-being of families, including 
information and advice on family planning.

Article 11:

1  States Parties shall take all appropriate measures 
to eliminate discrimination against women in the 
field of employment in order to ensure, on a basis 
of equality of men and women, the same rights, 
in particular: 

 a  The right to work as an inalienable right of all 
human beings; 

 b  The right to the same employment  pportunities, 
including the application of the same criteria for 
selection in matters of employment; 

 c  The right to free choice of profession and 
employment, the right to promotion, job security 
and all benefits and conditions of service and 
the right to receive vocational training and 
retraining, including apprenticeships, advanced 
vocational training and recurrent training; 

 d  The right to equal remuneration, including 
benefits, and to equal treatment in respect 
of work of equal value, as well as equality 
of treatment in the evaluation of the quality 
of work; 

 e  The right to social security, particularly in 
cases of retirement, unemployment, sickness, 
invalidity and old age and other incapacity to 
work, as well as the right to paid leave; 

 f  The right to protection of health and to safety in 
working conditions, including the safeguarding 
of the function of reproduction.

2  In order to prevent discrimination against women 
on the grounds of marriage or maternity and to 
ensure their effective right to work, States Parties 
shall take appropriate measures: 

 a  To prohibit, subject to the imposition 
of sanctions, dismissal on the grounds 
of pregnancy or of maternity leave and 
discrimination in dismissals on the basis 
of marital status; 
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 b  To introduce maternity leave with pay or 
with comparable social benefits without 
loss of former employment, seniority or 
social allowances; 

 c  To encourage the provision of the necessary 
supporting social services to enable parents 
to combine family obligations with work 
responsibilities and participation in public 
life, in particular through promoting the 
establishment and development of a network of 
child-care facilities; 

 d  To provide special protection to women during 
pregnancy in types of work proved to be harmful 
to them. 

3  Protective legislation relating to matters covered in 
this article shall be reviewed periodically in the light 
of scientific and technological knowledge and shall 
be revised, repealed or extended as necessary.

Article 13:

States Parties shall take all appropriate measures to 
eliminate discrimination against women in other areas 
of economic and social life in order to ensure, on a 
basis of equality of men and women, the same rights, 
in particular: 

a   The right to family benefits

Article 15:

1  States Parties shall accord to women equality with 
men before the law. 

2  States Parties shall accord to women, in civil 
matters, a legal capacity identical to that of men 
and the same opportunities to exercise that 
capacity. In particular, they shall give women 
equal rights to conclude contracts and to administer 
property and shall treat them equally in all stages 
of procedure in courts and tribunals. 

3  States Parties agree that all contracts and all other 
private instruments of any kind with a legal effect 
which is directed at restricting the legal capacity of 
women shall be deemed null and void. 

4  States Parties shall accord to men and women the 
same rights with regard to the law relating to the 
movement of persons and the freedom to choose 
their residence and domicile.

Article 16:

1  States Parties shall take all appropriate measures 
to eliminate discrimination against women in all 
matters relating to marriage and family relations 
and in particular shall ensure, on a basis of equality 
of men and women: 

 a  The same right to enter into marriage; 

 b  The same right freely to choose a spouse and to 
enter into marriage only with their free and full 
consent;  

 c  The same rights and responsibilities during 
marriage and at its dissolution; 

 d  The same rights and responsibilities as parents, 
irrespective of their marital status, in matters 
relating to their children; in all cases the interests 
of the children shall be paramount; 

 e  The same rights to decide freely and responsibly 
on the number and spacing of their children and 
to have access to the information, education and 
means to enable them to exercise these rights; 

 f  The same rights and responsibilities with regard 
to guardianship, wardship, trusteeship and 
adoption of children, or similar institutions 
where these concepts exist in national 
legislation; in all cases the interests of the 
children shall be paramount; 

 g  The same personal rights as husband and wife, 
including the right to choose a family name, a 
profession and an occupation; 

 h  The same rights for both spouses in respect 
of the ownership, acquisition, management, 
administration, enjoyment and disposition 
of property, whether free of charge or for a 
valuable consideration.
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2  The betrothal and the marriage of a child shall have 
no legal effect, and all necessary action, including 
legislation, shall be taken to specify a minimum 
age for marriage and to make the registration of 
marriages in an official registry compulsory.

Article 29:

1  Any dispute between two or more States Parties 
concerning the interpretation or application of 
the present Convention which is not settled by 

negotiation shall, at the request of one of them, 
be submitted to arbitration. If within six months 
from the date of the request for arbitration the 
parties are unable to agree on the organization of 
the arbitration, any one of those parties may refer 
the dispute to the International Court of Justice by 
request in conformity with the Statute of the Court.

 Table II:  Governments who participated in and endorsed International Conferences & Reservations on the 
ICPD Programme of Action

Name of the Country International Conference on 
Population and Development 

(ICPD 1994)*

Beijing Platform for Action 
(1995)**

Millennium Development Goals 
(2000)***

Bangladesh 1994 1995 2000

China 1995 1995 2000

Cambodia 1994 1995 2000

India 1994 1995 2000

Indonesia 1994 1995 2000

Lao PDR 1994 1995 2000

Malaysia 1994 1995 2000

Nepal 1994 1995 2000

Pakistan 1994 1995 2000

The Philippines 1994 1995 2000

Thailand 1994 1995 2000

Vietnam 1994 1995 2000

Source:  From ICPD Programme of Action (PoA)*; Report of the Fourth World Conference on Women, Beijing, 4-15 September 1995**;  

MDG Monitor: Tracking the Millenium Development Goals. Available online at: http://www.mdgmonitor.org ***

With regards to the ICPD PoA, the following countries made comments or expressed reservations:

•  On chapter II, the representatives of China;

•  On chapter V, the representatives of Pakistan ;

•  On chapter VII, the representatives Indonesia and Malaysia;

•  On chapter VIII, the representatives of Indonesia;

• On chapter X, the representatives of the Philippines ;
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 Table III: Life Expectancy at Birth

Name of the Country 1995 2000 2005

Bangladesh 
 Female
 Male

55.6
58

58.4

58.6
60

60.4

63.1
64.0
62.3

China
 Female
 Male

68.5
71.0
67.0

70.1
73

69.6

72.5
74.3
71.0

Cambodia
 Female
 Male

51.6
na
na

53.5
55.2
51.5

58
60.6
55.2

India 
 Female
 Male

60.4
63.0
61.7

62.9
63

61.9

63.7
65.3
62.3

Indonesia
 Female
 Male

63.700
67.500

65.6
67.8
71.6

Lao PDR
 Female
 Male

69 53.2
55

52.5

61.9
64.5
61.9

Malaysia
 Female
 Male

 
Na
Na

 
74.5
70.1

72.2
76.1
71.4

Nepal
 Female
 Male

53.5
52.6
55.4

57.8
59.0
60.0

62.6
62.9
62.1

Pakistan
 Female
 Male

61.5
62.1
62.4

64.4
63.0
63.0

64.6
64.8
64.3

The Philippines
 Female
 Male

 
70.5
66.8

68.6
73.3
68.9

Thailand
 Female
 Male

69.000
 
 

68.900
72.1
65.9

69.6
74.5
65.0

Vietnam
 Female
 Male

65.2
 
 

67.8
70.000
65.300

73.7
75.7
71.9

Source for male and female data from UNESCAP Statistics Division available online at: 

http://www.unescap.org/stat/data/statind/pdf/t4 _ dec04.pdf 

Source for overall life expectancy is Human Development Reports 1995, 2000, 2007/8. Available online at : 

http://hdr.undp.org/en/reports/global/hdr2007-2008/ 
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 Table IV: Infant & Under-5 Mortality Rates

Name of the Country Infant Mortality Rate Under-5 Mortality Rates

1995 2000 2005(50/35) 1995 2000 2005(60/45)

Bangladesh (HDR) 
 Infant Mortality Rate(HDR)/ 
 Under 5 Mortality Rate
 Male (DHS)
 Female (DHS)

108
107.3

93

79
82.2

77

54
80
64

89
149.1
149.9

106
108.3

112

73
102
91

China (HDR)
 Infant Mortality Rate 
 (UNICEF)
 Male
 Female

44

37

38

33

23

23

97

46

47

41

27

27

Cambodia
 Infant Mortality Rate(HDR)
 Male (DHS)
 Female (DHS)

 
116

 
95

102.8
82.2

66
97
79

181 124
110.1
132.8

83
97

115

India 
 Infant Mortality Rate(HDR)
 Infant Mortality Rate(NFHS)
 Male (DHS)
 Female (DHS)

82
78.5

69
67.6
74.8

71

56
57.0
56.3
57.7

89
109.3

105
94.9
97.9

105.2

74
74.3
69.7
79.2

Indonesia
 Infant Mortality Rate(HDR)
 Male (DHS)
 Female (DHS)

52.2
59.1
44.9

35.0
46.0
40.0

70.6
77.1
63.6

46.0
58.0
51.0

Lao PDR
 Infant Mortality Rate(HDR)
 NATIONAL DATA(LRHS)
 Male (DHS)
 Female (DHS)

97
104
NA
NA

96
82
75
61

62
56
NA
NA

141
170

116
107
NA
NA

79
68
NA
NA

Malaysia
 Infant Mortality Rate(HDR)
 Male (Vital Statistics)
 Female (Vital Statistics)

 
9

7.4
6

 
10
7.1
6.1

10
0.6
0.5

12
8.7

7

Nepal
 Infant Mortality Rate(HDR)
 Male(NDHS,NFHS)
 Female

99
101.9
83.7

72
79.2
75.2

56
60
61

88
142.8
135.5

100
104.8
112.4

74
80.0
78.0

Pakistan
 Infant Mortality Rate(HDR)
 Male(DHS)
 Female (DHS)

91
102.1

86

95 79
80
73

87
121.9
118.9

136 99
93
93
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Table IV: Infant & Under-5 Mortality Rates (cont.)

Name of the Country Infant Mortality Rate Under-5 Mortality Rates

1995 2000 2005(50/35) 1995 2000 2005(60/45)

Philippines
 Infant Mortality Rate(HDR)
 Male (DHS)
 Female (DHS)

44
39.4
32.3

 
32 25

35
25

95
59.4
50.2

44 33
48
34

Thailand
 Infant Mortality Rate(HDR)
  Male 

Source:  1995-1996 The 
Survey of Population 
Change, National 
Statistical Office, 
Thailand

 Female

37.0

26.7
25.4

30.0 18.0 33.0

32.7
29.9

37.0 21.0

Vietnam
 Infant Mortality Rate(HDR)
 Male (DHS)
 Female (DHS)

42 31
41.6
26.9

16
25.1
24.5

48 42
39.9
51.6

19
31.4
34.2

Source for overall infant and under-5 mortality rate is Human Development Reports 1995, 2000, 2007/8. 

Available online at : http://hdr.undp.org/en/reports/global/hdr2007-2008/ 

Source for male/female differentials is from country Demographic and Health Survey (DHS). 
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Table V: Human Development Index 

Name of the Country Population 1995 2000 2005

Bangladesh VALUE 
RANK

0.364
146 

0.461
146

0.547
140

Cambodia VALUE 
RANK

0.337
153

0.512
136

0.598
131

China VALUE 
RANK

0.594
111

0.705
99

0.777
81

India VALUE 
RANK

0.439
134

0.563
128

0.619
128

Indonesia VALUE 
RANK

0.637 
104

0.670
190

0.728
107

Lao PDR VALUE 
RANK

0.421
138

0.484
140

0.601
130

Malaysia VALUE 
RANK

0.822
59

0.772
61

0.811
63

Nepal VALUE 
RANK

0.343
151

0.474
144

0.534
142

Pakistan VALUE 
RANK

0.483
128

0.522
135

0.551
136

Philippines VALUE 
RANK

0.677
100

0.744
77

0.771
90

Thailand VALUE 
RANK

0.828
58.0

0.745
76.0

0.781
78.0

Vietnam VALUE 
RANK

0.539
120

0.671
108

0.733
105
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Table VI: Gender-Related Development Index (GDI)

Name of the Country Population 1995 2000 2005

Bangladesh VALUE 
RANK

0.334 0.441
61

0.539
120

Cambodia VALUE 
RANK

NA
NA

0.594
113

China VALUE 
RANK

0.578 0.700 0.776 
72

India VALUE 
RANK

0.401 0.545
75

0.600
112

Indonesia VALUE 
RANK

0.664
90

0.721
93

Lao PDR VALUE 
RANK

0.469
117

0.593
114

Malaysia VALUE 
RANK

0.762 0.802
57

Nepal VALUE 
RANK

0.310 0.449
62

0.520 
127

Pakistan VALUE 
RANK

0.360 0.489
67

0.525 
124

Philippines VALUE 
RANK

0.739
64

0.768
76

Thailand VALUE 
RANK

0.741
62.0

0.779
70

Vietnam VALUE 
RANK

0.668
89

0.732
90

Source : Human Development Reports 1995, 2000, 2007/8. Available online at: http://hdr.undp.org/en/reports/global/hdr2007-2008/ 
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Table VII: Gender Empowerment Measure

Name of the Country Population 1995 2000 2005

Bangladesh VALUE 
RANK

0.287 0.305
67

0.379
81

Cambodia VALUE 
RANK

NA
NA

0.377
83

China VALUE 
RANK

0.474 NA
NA

0.534 
57

India VALUE 
RANK

0.226 NA
NA

NA
NA

Indonesia VALUE 
RANK

NA
NA

NA
NA

Lao PDR VALUE 
RANK

NA
NA

NA
NA

Malaysia VALUE 
RANK

0.468
47

0.504
65

Nepal VALUE 
RANK

0.315 NA
NA

0.351
86

Pakistan VALUE 
RANK

0.153 NA
NA

0.377
82

Philippines VALUE 
RANK

0.479
44

0.590
45

Thailand VALUE 
RANK

NA
NA

0.472
73

Vietnam VALUE 
RANK

NA
NA

0.561
52

Source : Human Development Reports 1995, 2000, 2007/8. Available online at: http://hdr.undp.org/en/reports/global/hdr2007-2008/
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 Table VIII: Women Status –School (Primary and Secondary Gross Enrollment rates)

Name of the Country 1995 2000 2005(50/35)

Bangladesh (HDR) 
 School (primary, secondary   
 and tertiary) gross enrolment rates
 Female
 Male

38 36
30.0
40.0

56
56
56

China
 School (primary, secondary   
 and tertiary) gross enrolment rates
 Female
 Male

72
67
71

69.1
69
70

Cambodia
 School (primary, secondary   
 and tertiary) gross enrolment rates
 Female
 Male

 

30

 

65
54
68

60
56
64

India 
 School (primary, secondary   
 and tertiary) gross enrolment rates
 Female
 Male

55

 

54
46
61

 

63.8
60
68

Indonesia
 School (primary, secondary   
 and tertiary) gross enrolment rates
 Female
 Male

65
80.500
91.100

68.2
67.000
70.000

Lao PDR
 School (primary, secondary   
 and tertiary) gross enrolment rates
 Female
 Male

57
30.2
61.9

61.5
56.0
67.0

Malaysia
 School (primary, secondary   
 and tertiary) gross enrolment rates
 Female
 Male

66.000
64.000

74.300
77.000
72.000

Nepal
 School (primary, secondary   
 and tertiary) gross enrolment rates
 Female
 Male

55 61
49
69

58.1
54
62

Pakistan
 School (primary, secondary   
 and tertiary) gross enrolment rates
 Female
 Male

25 43
28
56

40
34
45
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Name of the Country 1995 2000 2005(50/35)

Philippines
 School (primary, secondary   
 and tertiary) gross enrolment rates
 Female
 Male

 

85
80

81.1
83.0
79.0

Thailand
 School (primary, secondary   
 and tertiary) gross enrolment rates
 Female
 Male

53.0 61.0
59.0
58.0

71.2
72.0
71.0

Vietnam
 School (primary, secondary   
 and tertiary) gross enrolment rates
 Female
 Male

49 63
90.6
95.3

63.9
62
66

Source : Human Development Reports 1995, 2000, 2007/8. Available online at: http://hdr.undp.org/en/reports/global/hdr2007-2008/ 

Table IX: Net enrolment ratio in primary education

Name of the Countries Net enrolment ratio in 
primary education

Girls’ share of primary enrolment

Girls Boys Year %

Bangladesh* (2004) 90 87 2004 49.6

Cambodia (2007) 87 91 2007 47.2

China – – 2006 46.8

India (2006) 87 90 2006 46.6

Indonesia (2006) 94 97 2006 48.2

Lao PDR (2006) 81 86 2006 46.1

Malaysia (2004) 100 100 2005 48.6

Nepal (2007) 74 78 2007 48.3

Pakistan** (2006) 57 73 2006 41.0

Philippines (2006) 92 90 2006 48.5

Thailand (2007) 94 94 – –

Vietnam (2001)** 91 96 2001 47.9

Source:  United Nations Statistics Division 

…Not Available
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Table X: Net enrolment ratio in secondary education

Name of the Countries Net enrolment ratio in 
secondary education

Girls’ share of secondary enrolment

Girls Boys Year %

Bangladesh (2004) 42 40 2004 49.6

Cambodia (2006) 28 33 2007 44.3

China – – 2006 47.7

India – – 2006 43.3

Indonesia (2006) 61 60 2006 49.3

Lao PDR (2006) 32 38 2006 43.0

Malaysia (2005) 72 66 2005 51.3

Nepal ** – – 2006 45.5

Pakistan (2007) 28 37 2007 41.8

Philippines (2006) 66 55 2006 51.6

Thailand (2007) 81 72 2007 51.1

Vietnam – –

Source:  United Nations Statistics Division 

…Not Available

Table XI: Tertiary gross enrollment ratio

Name of the Countries Tertiary gross enrollment ratio Women’s share of tertiary enrolment

Women Men Year %

Bangladesh (2006) 5 9 2006 34.8

Cambodia (2007) 4 7 2007 35.2

China (2006) 21 22 2006 47.1

India (2006) 10 14 2006 39.9

Indonesia** (2005) 15 19 2005 43.7

Lao PDR (2006) 7 11 2006 40.0

Malaysia (2005) 32 25 2005 56.0

Nepal (2004) 3 8 2004 27.6

Pakistan (2007) 5 6 2007** 44.5

Philippines (2006) 32 25 2006 54.5

Thailand (2007) 55 44 2007 54.5

Vietnam (2001) 8 11 2005 40.9

Source: United Nations Statistics Division

*national estimate

**UNESCO Institute of Statistics (UIS) estimation (UNESCO Institute for Statistics)
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Table XII: Consolidated National Health Accounts 

Name of the Country 1995 2000 2005/07

BANGLADESH

Total expenditure on health as 
percentage of GDP (THE)

3.0 3.1 3.1

General government 
expenditure on health 
as percentage of total 
government expenditure

5.3 5.3 5.5

Per capita total expenditure on 
health ( in PPP $)

36 49 57

General Government 
expenditure on health as 
percentage of total health 
expenditure (GHE)

31.6 26.5 36.8

Private expenditure on health 
as percentage of total health 
expenditure (PHE)

68.4 73.5 70.9

Out of Pocket Expenditure 
as percentage of private 
expenditure on health (OOP)

89.6 88.1 88.3

CAMBODIA

Total health expenditure as of 
% GDP

5.7 5.8 6.4

General government 
expenditure on health 
as percentage of total 
government expenditure

7.1 8.7 12

Per capita total expenditure 
on health (in PPP $)

67 93 167

GHE 19.0 22.5 24.2

PHE 81.0 77.5 75.8

OOP 95.4 97.1 79.3

CHINA

Total health expenditure as of 
% GDP

3.5 4.6 4.7

General government 
expenditure on health 
as percentage of total 
government expenditure

15.9 1.1 1

Per capita total expenditure 
on health (in PPP $)

 91 183 315.0

GHE 50.5 38.3 38.8

PHE 49.5 61.7 61.2

OOP 93.7 95.6 85.3
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Table XII: Consolidated National Health Accounts (Cont.)

Name of the Country 1995 2000 2005/07

INDIA

Total health expenditure as of 
% GDP

4.1 4.3 5.0

General government 
expenditure on health 
as percentage of total 
government expenditure

4.3 3.4 3.5

Per capita total expenditure on 
health (in PPP $)

 44 60 100

GHE 26.3 22.2 19.0

PHE 73.7 77.8 81.0

OOP 91.3 92.1 94.0

INDONESIA

Total health expenditure as of 
% GDP

1.9 1.7 2.1

General government 
expenditure on health 
as percentage of total 
government expenditure

4.1 3.8 5.1

Per capita total expenditure on 
health (in PPP $)

52 48 78

GHE 40.0 38.5 46.6

PHE 60.0 61.5 53.4

OOP 58.3 63.3 66.4

LAO PDR

Total health expenditure as of 
% GDP

3 3.2 3.6

General government 
expenditure on health 
as percentage of total 
government expenditure

4.6 5.2 4.1

Per capita total expenditure on 
health (in PPP $)

 35.0  49.0 78

GHE 44.8 32.6 20.6

PHE 55.2 67.4 79.4

OOP 89.0 91.8 92.7

MALAYSIA

Total health expenditure as of 
% GDP

3.1 3.3 4.2

General government 
expenditure on health 
as percentage of total 
government expenditure

5.3 6.2 7
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Table XII: Consolidated National Health Accounts (Cont.)

Name of the Country 1995 2000 2005/07

Per capita total expenditure on 
health (in PPP $)

220 280 454

GHE 45.6 52.4 44.8

PHE 54.4 47.6 55.2

OOP 78.2 75.4 75.7

NEPAL

Total health expenditure as of 
% GDP

5.3 5.4 5.8

General government 
expenditure on health 
as percentage of total 
government expenditure

7.9 7.7 8.4

Per capita total expenditure on 
health (in PPP $)

 50 62 76

GHE 26.5 24.9 28.1

PHE 73.5 75.1 71.9

OOP 94.6 91.2 87.0

PAKISTAN

Total health expenditure as of 
% GDP

2.4 2.5 2.1

General government 
expenditure on health 
as percentage of total 
government expenditure

2 1.8 1.5

Per capita total expenditure on 
health (in PPP $)

39 44.0 49.0

GHE 26.3 20.0 17.5

PHE 73.7 80.0 82.5

OOP 98 98.2 98

PHILIPPINES

Total health expenditure as of 
% GDP

3.4 3.5 3.2

General government 
expenditure on health 
as percentage of total 
government expenditure

6.3 7 5.5

Per capita total expenditure on 
health (in PPP $)

145 170 199

GHE 39.5 47.6 36.6

PHE 60.5 52.4 63.4

OOP 82.7 77.2 80.3
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Table XII: Consolidated National Health Accounts (Cont.)

Name of the Country 1995 2000 2005/07

THAILAND

Total health expenditure as of 
% GDP

3.5 3.4 3.5

General government 
expenditure on health 
as percentage of total 
government expenditure

9.9 10 11.3

Per capita total expenditure on 
health (in PPP $)

223 226 323

GHE 47.0 56.1 63.9

PHE 53.0 43.9 36.1

OOP 80.4 76.9 76.6

VIETNAM

Total health expenditure as of 
% GDP

4.9 5.4 6.0

General government 
expenditure on health 
as percentage of total 
government expenditure

6.7 6.4 5.1

Per capita total expenditure on 
health (in PPP $)

85 132 221

GHE 32.3 30.1 25.7

PHE 67.7 69.9 74.3

OOP 92.3 91.0 86.1

Source: World Health Organization (WHO) National Health Accounts Country Information. 

Available online at: http://www.who.int/nha/country/en/index.html National Health Accounts: Country Information

*national estimate

**UNESCO Institute of Statistics (UIS) estimation (UNESCO Institute for Statistics)
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Table XIII: Social health insurance in the region 

SOCIAL HEALTH INSURANCE

While we study the different health financing sources, it is also important to look at social health insurance 
(SHI). Of the twelve countries under review, six countries have social health insurance schemes, mostly 
covering the formal sector. SHI is available in India, Indonesia, Philippines, Thailand, Nepal and Vietnam but 
universal coverage has not yet been achieved in any of the 12 countries. The government of China plans to 
achieve universal coverage by 2010. 

Under the health Insurance Act 1948, the government of India established the Employee State Insurance 
Scheme (ESIS). This scheme caters to formally employed workers in the industrial sector and covers 
maternity-related services. In Indonesia, the PT Askes (Asuransi Kesehatan Indonesia), under the legislative 
framework of the national regulation on insurance, provides mandatory health insurance coverage to all 
civil servants, pensioners, and military personnel. In 2001, a universal coverage of health care financed from 
general revenue, notably, the 30 bhat scheme, covered 76% of total population of Thailand in 2002. 

In Bangladesh, SHI does not exist as a national scheme but is available in only a few limited geographic areas. 
Most schemes rely on external funding and are based on some contributions. 
Nepal recently promoted SHI by implementing a few pilot schemes. China introduced government 
employee’s health insurance scheme financed from general revenue and labour health insurance was 
introduced for workers in 1951. Forty-seven (47%) per cent of public expenditure in China was accounted for 
by SHI in the year 2000. 

In Vietnam the government initiated SHI schemes in 1992 and rapidly expanded the coverage to around 14 
million (11 % of total population) by July 2004. With the enactment of the National Health Insurance act of 
1995, SHI expanded coverage to 75% of the population, consisting of employees from formal and informal 
sectors. The scheme covers maternity care, normal deliveries, complications of pregnancy, and neonatal care. 
Thailand, India and Indonesia have initiated welfare schemes for the poorer segments of the population. 
The Thai government initiated the national social welfare scheme in 1975, providing free medical care for 
the poor. Jan Arogya Bima, is an insurance policy targeting poor population groups in India. The social safety 
net programme in Indonesia, introduces social package for the poor in 2000 that targeted pregnant women 
and benefitted pregnant mothers by facilitating their access to hospital care, especially for complicated 
obstetric care. 

NGOs in the region have implemented, community-based health insurance schemes in various states of 
India, like Gujarat (SEWA), Karnataka (Mallur Milk Cooperative), Maharashtra (Sewagram), Tamilnadu (Action 
for Community Organisation, Rehabilitation, and Dvelopment (ACCORD) AND Chhattisgarh. Bangladesh has 
a few community-based health financing schemes such as the BRAC health programme, the Gonosasthya 
Kendra, the Integrated Development Foundation, the Dhaka community hospital, and the Grameen Bank 
Health programme. 
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Table XIV:  The Six UN Process Indicators and Recommended Levels (1997) – Issued by UNICEF, WHO and 
UNFPA in 1997,

UN Process Indicator Definition Recommended level

1  Amount of EmOC services 
available

Number of facilities that provide 
EmOC

Minimum: 1 Comprehensive EmOC 
facility + 4 Basic EmOC facilities for 
every 500,000 people

2  Geographical distribution of 
EmOC facilities 

Facilities providing EmOC well-
distributed at sub-national level

Minimum: 100% of sub-national 
areas have the minimum 
acceptable numbers of Basic and 
Comprehensive EmOC facilities

3  Proportion of all births in 
EmOC facilities

Proportion of all births in the 
population that take place in EmOC 
facilities

Minimum: 15%

4 Met need for EmOC services Proportion of women with obstetric 
complications treated in EmOC 
facilities

At least 100%
(Estimated as 15% of 
expected births)

5  Cesarean sections as a percent-
age of all births

Cesarean deliveries as a proportion 
of all births in the population

Minimum 5%
Maximum 15%

6 Case fatality rate Proportion of women with obstetric 
complications admitted to a facility 
who die

Maximum  1%

Source: Averting Maternal Death and Disability. Available online at: http://www.amddprogram.org/index.php?sub=2 _ 1 _ 2 
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