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INTRODUCTION

The Cairo International conference on Popu-
lation and Development (ICPD) in September 1994
announced a significant change of paradigm in
the topic of population and devel opment. Rather
than focussing on number of people and demo-
graphic targets, goals of development are assu-
med to reach only if policy and activitiesempha-
sizetherights, needs and ambitions of individual
men and women. Theconference’ sAction Progra-
mme emphasizestherights of couplesand indivi-
duals to decide freely and responsibly whether
to have children, when to have them and how
many to have. It stresses enlargement of the op-
tions to choose between and broadening of the
package of services and Information, Education
and Communication (IEC) activities. Theconcept
of reproductive health occupiesacentral placein
this respect.

Reproductive health hasbeen defined as*“the
ability of womento passthrough thereproductive
years and beyond with reproductive choice, dig-
nity and successful child bearing and to be free
of gynaecological disease and risk” (Zyrayck,
1994), and impliesthat people havetheability ‘to
reproduce that women can go through pregnancy
and child birth safely, and that reproduction is
carried out to a successful outcome, i.e., infants
should survive and grow up healthy. It implies
further that people are ableto regulate their ferti-
lity without risksto their health and that they are
safein having sex’ (WHO, 1992).

Reproductive health thus refersto topic like
fertility planning, the causes and consequences
of unwanted pregnancies (unwanted need for
contraceptives, induced abortions), the preven-
tion of sexually transmitted diseases (STDs,
AIDS), infertility, sexual health (including e.g. a
topic such asfemalecircumcision), child survival
and safe motherhood special attention devoted
to teen-age pregnancies (WHO, 1992).

Thereproductive health framework thus goes
beyond the narrow confines of family planning

to encompass all aspects of human sexuality and
stages of women'slive (Sai and Nasim, 1989).

The concept of reproductive health marksthe
shift to women’s health for its own sake rather
than as an instrument to improve child survival
(Dixon-Muller, 1993). The concept al'so marksa
shift towards a more holistic approach
(Obermeyer, 1995): reproductive health isdetermi-
ned by social and economic development, by life
styles, by quality and accessibility of health servi-
ces and by the status of women, but ‘ more than
anything else, by the freedom to make choices
(UNFPA, 1995).

Summarizing, the definition of reproductive
health asadopted in Cairo 1994 thusrefersto the
focus on needs and ambitions of individuals, on
reproductive choice, and on amore holistic app-
roachto reproductive hedth, i.e., individua repro-
ductive behaviour isembedded in the economic,
social and cultural context.

The past century witnessed dramatic impro-
vement in reproductive health, especialy in the
developed countries. Near-universal access to
high quality carein pregnancy and childbirth and
to life-saving drugs and safe surgerical proce-
dures-including safe abortion-coupled with high
levels of contraceptive use and low fertility, all
contributed to good reproductive health. In deve-
loped countries, onewomanin 2,125 diesduring
pregnancy or child-birth over the course of life-
time. The situation is quite different in the deve-
loping countrieswhereawomen’s“lifetimerisk”
of death from maternal causesis1in 65, fully 33
timesthat of her developed country counterpart.

Reproductive Risk Index (RRI): Composed
of 10 key indicators of reproductive health. The
study documents the poor state of sexual and
reproductive health in much of the developing
world and the urgent need to accel erate with sex-
ual activity and child bearing vary tremend-ously
from country to country, there by reflecting diffe-
rences in public health policies, income levels,
and social and cultural practices affecting access
to hedlth care.
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Reproductive health risksareinterrelated, and
so are the interventions needed to address them.
Comprehensivereproductive health services, es-
pecially careduring pregnancy and childbirth and
services preventing sexualy transmitted infe-
ctions, are key to preventing unnecessary deaths
and improving women'’s health. Better accessto
safe, effective and affordable contraceptive
methods enableswomen and men to exercise cho-
ice over child bearing and have smaller families
as many of them desire. Use of family planning
methods also diminishes risks associated with
frequent child bearing and preventsreducerelian-
ce on abortion.

In the face of the AIDS, pandemic and the
spread of other ST, the necessity to inform the
public and promote condom use arecritical. The
threat of HIV/AIDS hasa so heightened theimpo-
rtance of programmes that help women and men
especially young peopl e-strengthen their commu-
nications and negotiating skills. For young peo-
ple, successful strategies also stress comprehen-
sive sexua education, encourage delay of first
intercourse, and provide accessto arange of con-
traceptive optionsfor the sexually active. Finaly,
expanding thelife choicesavailableto women-in
both education and thelabour force can also help
improve women's social and economic status.
This enables women to have access to better
health care and reinforces health strategies that
hel p women and men enjoy their sexuality, achieve
their desired family size, and avoid illness,
disability and death.

OBJECTIVE

The main objective of this paper isto seethe
regional disparity in the status of reproductive
risk among some of the Asian countries. Other
specific objective of this paper isto seethe status
of different Asian countries with reference to
certain reproductive health indicatorslike:

1 Annual births per 100 women aged 15-

19.

2. Women using contraception (%).

3. Natureof Abortion Policiesavailablein

the respective country.

4.  Prevalence of anaemiaamong the preg-

nant women

5 Women receiving prenatal care (%).

6.  Birthattended by skilled personnel (%).
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Level of HIV/AIDSinmen (%).

Level of HIV/AIDSinwomen (%).
Average births per women (TFR)

10. Maternd deathsper 1,00,000livebirths.

METHODOLOGY AND SOURCE OF DATA

© N

The data for this paper has been taken from
the PAIl Report Card 2001 (Population Action
International). The methodol ogy has also adop-
ted from the PAI Report card 2001.

KEY TO RANKINGS

Indicators used for the Reproductive Risk In-
dex are each scored on a100-point scale, and the
indicator scores averaged to yield atotal country
scoreon thelndex. Based ontheir overall scores,
countries are classified according to their risk
levels.

Very High Risk (60 Pointsor More): Inamost
all the countries in this category, more than one
in ten adolescent girls give birth each year and
women havean average of morethanfivechildren.
Such early and high fertility, together with limited
care, during pregnancy and childbirth, contributes
to extremely highlevelsof maternal mortality. On
an average, women in these countriesare 99 times
morelikely to die during pregnancy and childbirth
than is awomen in the very low risk countries.
Safeandlegal abortionisall but unavailable and,
with few exceptions, levels of HIV infection are
significant. All the countriesin thiscategory have
low averageincomes.

High Risk (45 — 59 Paints): These countries
have low levels of contraceptive use, restrictive
abortion policies, high birth rates, and high mater-
nal mortality. However, risk factors vary some-
what more widely than the very high risk Coun-
tries. Contraceptive useisrelatively highinafew
countries, for example, whileabortionisavailable
essentially onrequest inafew others; HIV preva
lencevarieswidely.

Moderate Risk (30 —44 Points): Whereteen
birth rates vary widely among these countriesin
this category, women have, on an average, fewer
than five children. Care during pregnancy and
childbirth is significantly more common than in
high-risk countries. However, women in these
countriesarestill 28timesmorelikely to diefrom
maternal causes than are women in countries
classified aslow risk countries. Obtaining asafe
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Table 1: Level of different reproductive risk variables and reproductive risk index in different countries

of Asia
Asian Annual  Women Abort- Previence Women  Births  Levelof Level of Average Maternal Reprod-
Countries births ~ using -on of Anaemia receiving attended HIV/AID HIV/AID  Births  deaths ctive
per 100 contra-e poli- among prenatal by skilled Sinmen Sin per per Risk
women  cption cies* pregnant  care (%) personnel (%) women women1,00,000 index
aged (%) women* * (%) (%) (TFR)  live
15-19 births
1 2 3 4 5 6 7 8 9 10 11
West Asia
Yemen 10.2 21 E Very High 35 43 0.0 0.0 6.7 1400 58.2
Irag 45 14 C Very High 59 54 0.0 0.0 53 310 471
Syria 4.4 40 E High 54 77 0.0 0.0 4.2 180 41.4
Oman 8.0 24 E Very High 98 91 0.2 0.0 7.1 190 40.7
Lebanon 2.6 61 E Very High 87 89 0.1 0.0 2.4 300 33.2
Saudi Arabiall.3 32 C Medium 87 90 0.0 0.0 5.7 130 31.3
United Arab 7.3 28 E Medium 97 99 0.2 0.1 4.9 26 31.3
Emirates
Turkey 4.4 64 A Very High 62 76 0.0 0.0 2.6 180 27.9
Jordan 4.3 53 C High 96 97 0.0 0.0 4.4 150 26.8
Georgia 4.7 17 A - 95 95 0.0 0.0 1.9 33 198
Armenia 4.1 22 A - 95 95 0.1 0.0 1.7 50 19.3
Azerbaijan 1.7 17 A - 95 99 0.0 0.0 2.0 22 19.3
Israel 1.9 - C Medium 90 99 0.1 0.0 2.7 7 16.6
South Central Asia
Afghanistan 15.3 2 E Very High 8 8 0.0 0.0 6.6 1700 69.1
Nepal 12.0 29 E Very High 24 9 0.4 0.2 4.6 1500 62.2
Bhutan 7.1 19 E Very High 51 12 0.0 0.0 5.3 1600 56.7
Pakistan 9.0 18 C High 27 18 0.2 0.0 5.6 340 52.7
Bangladesh 11.5 49 B Very High 26 8 0.0 0.0 3.3 850 50.8
India 11.2 41 B Very High 62 35 0.8 0.5 3.4 570 44.8
Iran 2.9 73 E Medium 62 74 0.0 0.0 2.6 120 32.4
Srilanka 2.0 66 E Very High 100 94 0.1 0.0 2.1 140 28.4
Tajikistan 3.5 31 A High 90 92 0.0 0.0 3.9 130 27.3
Kyrgyz Stan 4.0 60 A Very High 97 98 0.0 0.0 3.4 110 23.6
Turkmenistan 2.0 20 A - 90 90 0.0 0.0 3.4 55 235
Kazakhstan 5.4 66 A Low 93 99 0.1 0.0 2.1 80 16.7
Southeast Asia
Laos 10. 19 E Very High 25 30 0.1 0.1 5.5 650 59.9
Cambodia 1.4 13 A Medium 42 31 5.5 2.6 4.8 900 45.3
Indonesia 5.8 57 E High 82 36 0.1 0.0 2.8 650 424
Myanmar 2.6 33 E High 80 57 2.5 1.4 2.8 580 40.9
Philippines 4.3 47 E High 83 53 0.1 0.1 3.7 280 40.2
Thailand 7.0 72 C Low 77 71 2.4 1.7 1.8 200 26.4
Vietnam 2.7 75 A Very High 78 79 0.4 0.1 2.7 160 25.4
Malaysia 25 48 C Medium 90 98 0.7 0.1 3.1 80 245
Singapore 0.7 74 A Low 100 100 0.3 0.1 1.5 10 7.1
East Asia
Mongolia 4.7 61 A High 90 99 0.0 0.0 3.1 65 21.7
South Korea 0.4 79 C Very High 96 95 0.0 0.0 1.7 130 20.4
North Korea 0.2 62 A Very High 100 100 0.0 0.0 2.0 70 17.9
China 0.5 84 A Medium 79 85 0.1 0.0 1.9 95 16.7
Japan 0.4 59 B Medium 99 100 0.0 0.0 1.4 18 12.1

Source: The PAl REPORT CARD, 2001.

* Abortion Policies

A=Available on request

B=Permitted on broad social and health grounds

C=Permitted on limited health grounds

D=Permitted only for specia cases (Rape, Incest,
to save a woman's life)

E=lllegal or permitted only to save a woman’s life

**Prevalence of Iron deficiency anaemia among pregnant women:
Low prevalence = Less than 20%

Medium Prevalence = 20% - 39%

High Prevalence = 40% - 59%

Very High Prevalence = 60% and above

(A haemoglobin level of less than 110g/l at sea

level in an adult pregnant

woman is indicative of anaemia)

(-) Indicates no data available
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and legal abortion is difficult or
impossible in most countries in this
category. All these countries are
developing countries.

Lowrisk (15—29 Points): Inthese
countries, less than 1 in 20 teenage
girls give birth annually and women
have, on an average, fewer than three
children. While almost all women
receive care pregnancy and childbirth,
they arestill fivetimesmorelikely to
diefrom materna causes, on aver-age,
than women in the very low risk
countries. Abortion is available on
request in many of these countries.

Countries in West Asia

Israel [ ]166
Azerbaijan [ ]193
Armenia [T 1193
Georgia [T 1198
Jordan [T ] 268
Turkey ] 27.9
United Arab Emirates [ ]313
Saudi Arabia [T 313
Lebanon 1332
Oman 140.7
Syria 1414
Iraq 147.1

Yemen 1582

West Asia

0 10 20 30 40 50 60 70
Values of RRI

HIV prevalenceisbelow 1 percent of
adults in al but one of the countries
in this cate-gory.

Very Low risk (Lessthan 15 Points): Women
in these countries bear, on an average, two or fe-
wer children. In all countries, the contraceptive
useishigh, while anaemiaamong pregnant women,
HIV prevalence and deaths from pregnancy and
childbirth areall low. Abortionisavailableon re-
quest in nearly all countriesin this category. All
the countries in this category are wealthy and
industrialized countries.

DISCUSSION

West Asia

By having a close look on the table, we find
that, in Western Asia there is no country, which
is coming under very high-risk category. But at
the same time the country like Yemen, which is
falling under high-risk category is closer to the
cut off point of very high-risk category with 58.2
RRI points. In this country the maternal mortality
rateisalso very highi.e., 1400 per 1,00,000 live
births and also the average births per women
(TFR) isvery high ascompared to other countries
in this geographical region, whichis6.7 per wo-
men. Similarly, theother country, whichisfalling
inthecategory of highrisk, islragwith47.1RRI
points. The other countries like Syria, Oman,
L ebanon, Saudi Arabia, and United Arab Emirates
are coming under the category of moderate group
with 41.4, 40.7, 33.2, 31.3 and 31.3 RRI points,
respectively. Unliketheabove countriesif we con-
sider the rest of the countries, they arefalling in

Fig. 1. The scenario of reproductive risk index among the

women of West Asian countries.

the category of low. These countries are namely,

Turkey, Jordan, Georgia, Armenia, Azerbaijanand
Israd with 27.9,26.8,19.8,19.3,19.3and 16.6 RRI

points, respectively. It has also been observedin
these countries that the prevalence of anaemia
among the pregnant women arefallinginthe cate-
gory of highto very high except Israel whereitis
coming in the category of medium. It has also
been found that the women receiving prenatal

care are varying widely with least at Yemen (35
percent) to maximum at Oman (98 percent).
Similarly, if welook at the women using contra-
ception, we will find a wide range of variation
starting from 14 percent at Iraq to 64 percent at
Turkey. Similarly, if we consider theannua births
per 100 women aged 15 — 19, then we find it is
highly prevaent inthe countrieslike Saudi Arabia
(11.3) and Yemen (10.2) and least prevadent among
thecountrieslike Azerbaijan (1.7), Israel (1.9) and
Lebanon (2.6).

South-Central Asia

If welook at the South Central Asiaregionwe
find that two countries namely Afghanistan and
Nepal are coming in the category of very high
risk with 69.1 and 62.2 RRI points respectively.
Similarly the countrieslike Bhutan, Pakistan and
Bangladesh are coming in the category of high-
risk category with 56.7, 52.7, and 50.8 RRI points
respectively. ThecountrieslikeIndiaand Iran are
falling under the category of moderate reprodu-
ctive risk group with 44.8 and 32.4 RRI points
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South Central Asia

from 2 percent to 66 percent. The use of
contra-ception among women is found

Kazakhstan

1167
Turkmenistan 7:| 235
Kyrgyzstan [ 23,6
Tajikistan 7:| 273
Srilanka ] 284
an [ 30 4

India

]44.8
]50.8
152.7

Bangladesh

Pakistan

Countries in South Central Asia

Bhutan 156.7

Nepal

]62.2

very low i.e., 2 percent in Afghanistan
following Bhutan (19 percent) and
Turkmenistan (20 percent) and found
highest among the women of Iran (73
percent) following Srilanka (66 percent),
Kazakhstan (66 percent) and Kyrgyz
Stan (60 percent). Similarly, the annual
births per 100 women aged 15-19isfound
highestin Afghanistani.e., 15.3followed
by Nepal i.e., 12.0 and lowest at
Turkmenistan and Srilanka i.e., 2.0
followed by Irani.e., 2.9.

Southeast Asia

Afghanistan

|G In South-East Asia there is no

0 20 40 60
Values of RRI

go | country, which is coming under very
high-risk category. At the same time
country like Laos, whichisfalling under

Fig. 2. The scenario of reproductive risk index among the
women of South-Central Asian countries

respectively. Similarly, the countrieslike Srilanka,

Tajikistan, Kyrgyz Stan, Turkmenistan and
Kazakhstan arefalling in the category of low re-
productiverisk group with 28.4, 27.3, 23.6, 23.5
and 16.7 RRI pointsrespectively. Unlikethe RRI

if we look at the indicator maternal deaths per
1,00,000 live births; we find a wide range from
very least at Kazakhstan i.e., 80 to highest at
Afghanistani.e., 1700 and subsequently followed
by Bhutan (1600) and by Nepal (1500). Similarly,

if we consider the indicator average births per
women (TFR), we find, highest that it is an
Afghanistan i.e., 6.6 per woman and lowest at
Srilankaand Kazakhstani.e., 2.1 per women. If we
consider the birthsattended by skilled personnel,
thenalsowefind it variesfrom 8to 99 percentin
these countries. The maximum coverageisfound
in the countries like Kazakhstan (99 percent),
Kyrgyz Stan (98 percent), Srilanka (94 percent),
Tajikistan (92 percent) and in Turkmenistan (90
percent). Similarly the lowest coverageisfound
among the countrieslike Afghanistan (8 percent)
followed by Nepal (24 percent). Similarly, except
Kazakhstan and Iran, the prevalence of anaemia
among pregnant women is found high to very
high among these countries. The contraceptive
use among the women is also range very widely

high-risk category is closer to the cut
off point of very high-risk category i.e.
59.9 RRI poaints. Inthiscountry also the
maternal mortality rate is second highest in this
regioni.e., 650 per 1,00,000 livebirthsascompared
to other countries of this region and also the
average births per women (TFR) isvery highi.e.,
5.5 per women. Similarly, the other country, which
isfalinginthe category of highrisk, isCambodia,
with 45.3 RRI points. In this country highest
maternal mortality isfound ascompared to other
countriesof thisregioni.e., 900 per 1,00,000 live
birthsand average births per women (TFR) is4.8
per women. The countries like; Indonesia,
Myanmar and Philippinesof thisregionarefalling
in the category of moderate reproductive risk
category with 42.4, 40.9 and 40.2 RRI points,
respectively. Similarly, countries like Thailand,
Vietham and Malaysiaare comingin the category
of low reproductiverisk category with 26.4, 25.4
and 24.5 RRI points, respectively. Singapore is
the only country in this region, whi-ch isfalling
inthe category of very low reprodu-ctiverisk with
7.1 RRI points. Thiscountry isalso experiencing
very low materna mortdity ratei.e., 10 per 1,00,000
livebirthsand where all thewomen arereceiving
prenatal care and where ski-lled personnel attend
all the births. The prevalence of anaemiaamong
pregnant womenisalso very low and theaverage
births per women (TFR) isvery low i.e., 1.5 per
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South-East Asia

inthecountrieslike; Vietham, Singapore,
Thailand and Indonesia are using

Singapore 7.1
245
254

26.4

Malaysia
Vietham

Thailand

Philippines ]40.2

Myanmar ] 40.9

Indonesia 1424

Countries in South-East Asia

Cambodia ]45.3

contraception for birth control which
congtitutes 75, 74, 72, and 57 percent,
respectively. An annual birth per 100
women 15-19isfound very highin Laos
i.e,104.

East Asa

The situation in East Asia as
compared to other regionisquite good.
Except Japan all other countries are
falling in the category of low repro-

Laos

509 ductive risk. The countries like

30 40 50

Values of RRI

20

60

Mongolia, South Korea, North Korea
and China are falling in the low
reproductive risk category with 21.7,

70

Fig. 3. The scenario of reproductive risk index among the

women of Southeast Asian countries.

women. The annual births per 100 women aged
15-19 is dso very low i.e, 0.7 and maximum
percentage of women are using the contraceptive
method i.e., 74 percent. If we see the anaemic
condition of the women of this region we find,
except the countrieslike Singapore and Malaysia,
inall other countriesthereisahigh prevalence of
anaemiaamong pregnant women which isranging
frommediumto very high. The average birth per
women is aso varying from least in Singapore
(1.5 per women) followed by Thailand (1.8 per
women) to highest in Laos (5.5 per women)
followed by Cambodia (4.8 per women). Similarly,
the women in the countries like;

20.4,17.9and 16.7 RRI points. Japanis
coming in the cate-gory of very low
reproductiverisk category with 12.1 RRI
points. If we look at the maternal deaths per
1,00,000 live births, we find very less number of
women arereally proneto maternal deaths, which
variesfromleast at Japani.e., 18 and maxi-mum at
South Koreai.e., 130 per 1,00,000 live births.
Similarly, if we look at the average births per
women we find, except Mongolia, which is 3.1
per women, al other countriesarefall at thebelow
replacement level i.e,, 1.4 at Japan, 1.7 at South
Korea, 1.9 at Chinaand 2.0 per women at North
Korea. Women of these countries are also not at
all exposed to the HIV/AIDS disease except

Cambodia, Myanmar and Thailand
have a greater threat from their
male counterpartsasthey aremore
infected with HIV/AIDSi.e, 5.5,
2.5and 2.4 percent, res-pectively.
Women of these countriesarealso
more prone to HIV/AIDS asit is
prevailing 2.6, 1.4 and 1.7 among
the women of these countries
namely Cambodia, Myanmar and
Thailand, respectively. Least
percentage of women in Laos is
receiving prenatal care, which
consist 25 percent of the total

Japan
China
North Korea

South Korea

Countries in East Asia

Mongolia

East Asia

]12.1

|16.7

]17.9

] 20.4

|21.7

10 15 20 25

Values of RRI

pregnant mothers. Quite a
substantial percentage of women

Fig. 4. The scenario of reproductive risk index among the

wozzmen of East Asian countries.
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China, where only negligible percent of itsmales
areaffected with HIV/AIDSi.e, 0.1 percent. The
birth attended by skilled personnel also varies
widely. It isleast in Chinai.e., 85 percent and
highest in North Korea and Japan where almost
all births are attended by the skilled personnel.
Similarly in case of women receiving prenatal care
except for Ching, inall other countries, morethan
nine-tenthsof al women arereceiving the prenatal
care. Even though, all other indicators are show-
ing the good results, the prevalence of anaemia
condition amongwomen arevarying frommedium
tovery high category. If we observe, weasofind
that in thisregion the abortion policy isalso very
moderate as compared to rest of the region. The
use of contraceptive methods among the women
isaso very highin thisregion. It was found that
84 percent of the Chinesewomen areusing contra:
ceptive method for birth control followed by 79
percent in case of South Korean women. Theann-
ual birth per 100 women aged 15-19 isalso very
low in thisregion except Mongolia, whichis4.7
per 100 women.

Overall Findings

If we look at the table, we find that the East
Asiaregionisquitefavourablefor women where
thereproductive risk anong womenisfound very
low. Similarly, dl other statesshow amix pattern of
reproductive risk among the countries. It hasbeen
found that this index is quite sensitive to the
government policies, plansand programmesrela
ted with the health in the corresponding country.

KEY WORDS Reproductive Health. Reproductive Risk.
Maternal Death. Asia

ABSTRACT Reproductive health refers to topic like
fertility planning, the causes and consequences of
unwanted pregnancies (unwanted need for contraceptives,
induced abortions), the prevention of sexually transmitted
diseases (STDs, AIDS), infertility, sexual health, child
survival and safe motherhood special attention devoted
to teen-age pregnancies (WHO, 1992). Here an attempt
has been made to look at the regional disparity in the
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status of reproductive health and their risk among the
women of different countries of Asian continent. For
the pupose of this study different reproductive health
indicators like; (1) Annual births per 100 women aged
15-19, (2) Women using contraception (%), (3) Nature
of Abortion Policies available in the respective country,
(4) Prevalence of anaemia among the pregnant women,
(5) Percent of women receiving prenatal care, (6) Percent
of birth attended by skilled personnel, (7) Percent of
HIV/AIDS among men, (8) Percent of HIV/AIDS among
women, (9) Average births per women (TFR) and (10)
Maternal deaths per 1,00,000 live births were taken into
consideration. The study founds that the overall
reproductive health of the East Asian region’s women
are better than the other regions of this continent. Other
regions show a mix pattern of reproductive risk among
their women. The Reproductive Risk Index also found
quite sensitive to the government policies, plans and
programmes related with the health in the corresponding
country.
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