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“We have more and more deliveries attended 
compared to the past. But the main problem 
here is the lack of knowledgeable nurses and 
professional assistance. The skilled assistance 
is not truly skilled and most often they are the 
cause of most of the maternal deaths…”      

Principal Nursing Officer, Pacific Island Country
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Quick Facts

One woman a minute dies giving birth.•	 42  

High fertility is responsible for between •	

12 and 30 percent of the maternal 

burden of disease.43

In Papua New Guinea, 470 women •	

die out of every 100 000 live births44 

compared to an average eight women 

dying every 100 000 live births in 

industrialised countries.

The risk of maternal mortality across a •	

woman’s lifetime is 1 in 35 in East Timor, 

1 in 55 in Papua New Guinea and 1 in 

160 in Fiji, compared to 1 in 13,300 in 

Australia.

Women giving birth in Papua New •	

Guinea, the Solomon Islands, Vanuatu 

and Kiribati have difficulty accessing 

necessary emergency care.45

Teenage pregnancies are high across •	

the Pacific, with Aotearoa NZ having 

the second highest in the developed 

world at 32 births per 1,000 teenage 

girls (aged 15-19 years), Samoa at 45, 

Marshall Islands at 71 and the Solomon 

Islands at 72.46

Globally, the statistics on maternal deaths 

have not changed markedly over the past 

twenty years although it has been well-

understood what action is necessary to 

reduce maternal deaths. This ongoing lack 

of attention to maternal health is a human 

rights violation. The vast majority of maternal 

deaths are entirely preventable. Access to 

quality SRHR information and services is a 

fundamental strategy to tackling maternal 

mortality, and to protecting and promoting 

the rights of women to life and health.

Of all health indicators, maternal mortality 

statistics reflect the greatest disparity 

between the developing and developed 

world.47 The risks of pregnancy and 

childbirth are increased by women’s lack of 

empowerment, education, and access to 

economic resources, as well as poor nutrition 

and heavy physical workloads during 

pregnancy.48  Quality care extends further 

back than pregnancy, including access to 

contraception in order to prevent unwanted 

pregnancies. 

Contraception

Throughout the world around 200 million 

women and couples would like to plan their 

families but they are unable to access the 

means to do so.49  In the Solomon Islands, 

70-90 percent of women who would like 

to limit their births are unable to access 

contraception. The inability of women to 

access modern methods of contraception 

leads to around 80 million unplanned 

pregnancies every year.50 Some of these 

pregnancies will be high risk. High-risk births 

include those that are spaced too closely 

together, those to very young women or 

those to women with other health problems. 

These types of pregnancies endanger health 

and survival outcomes for mothers and their 

children. 

Spacing pregnancies is a very important 

means of improving the survival and 

health of both mothers and their children.51 

Providing a decent space between births 

also lowers the risk of maternal mortality and 

complications such as bleeding, anemia and 

malnutrition. Spaces between pregnancies 

of at least two years allow a woman time to 

breastfeed and wean her infant, and for her 

body to recover, markedly reducing the risk 

for her next pregnancy.

Globally, pregnancy-related complications 

are the main cause of death for 15-19 year 

old girls.52 In the Pacific adolescent girls 

have limited access to SRHR information 

and services, particularly contraception. This 

contributes to the high rates of unplanned 

teenage pregnancies across the majority 

of PICs. Not only do these pregnancies 

threaten the physical health and life of the 

young woman, but also that of her future 

Investing in SRHR reduces poverty 
by improving maternal health
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child. Children born to adolescent mothers 

are twice as likely to die in their first year of 

life compared to children born to women 

who are in their 20s and 30s.53 Becoming a 

mother often also means a young woman 

will lose out on education and employment 

opportunities. Unfortunately in the Pacific 

many pregnant teenagers are expelled from 

school or unsupported so that they cannot 

continue their education. 

Providing quality, confidential SRHR 

information and services to women and 

couples of all ages is a key way of preventing 

maternal deaths and disability.

Care throughout pregnancy, 
childbirth and early parenthood

The World Bank has estimated that 74 

percent of all maternal deaths could be 

avoided if women had access to quality 

care during pregnancy (antenatal) and 

delivery.54 Although access to antenatal 

care has increased by 21 percent between 

1990 and 2000, still 70 percent of women 

only receive one antenatal visit (the 

recommended is three), leaving 30 percent 

of women without any antenatal care.55 

Antenatal services provide women with the 

opportunity to receive care for a range of 

different health issues that can impact on a 

healthy pregnancy and birth, such as malaria, 

anemia and sexually transmissible infections 

(including HIV). For example, ensuring that 

women can access antenatal care that also 

offers insecticide-treated mosquito nets 

and treatment for malaria is essential in 

countries where malaria is prevalent, such 

as the Solomon Islands. Quality antenatal 

care also gives women the chance to receive 

information on good nutrition, breastfeeding 

and family planning.

During childbirth, women must be able to 

access quality birthing facilities with skilled 

attendants and emergency obstetric care if, 

and when, necessary. In Papua New Guinea 

a skilled practitioner attends only 41 percent 

of births.56 These SRHR services are essential 

to reducing maternal mortality rates, 

particularly in countries such as Papua New 

Guinea where maternal deaths are high.

Following safe childbirth, the need for care 

does not disappear. Over half of all maternal 

deaths happen within 24 hours after birth. 

Postnatal attention also provides further 

opportunities to revisit discussions that 

occurred during antenatal care, such as 

family planning options, or to provide this 

information if no antenatal care was received. 

A NZAID maternal health programme in Binh 

Dinh province of Vietnam demonstrated the 

positive impact of investing in SRHR services 

to improve maternal health outcomes. 

“Women and men significantly improved 

their knowledge of danger signs during and 

after pregnancy. The percentage of women 

not knowing any sign of danger during 

pregnancy reduced from 49 percent in 2003 

to 7 percent in delta regions of the province 

and 16 percent in mountainous regions. The 

number of men unable to recognise danger 

signs during pregnancy more than halved 

since 2003. Awareness about danger signs 

after pregnancy, also improved markedly 

amongst men and women.”57 Further, over 97 

percent of deliveries in the delta region and 

82 percent in the mountains were performed 

at public health facilities compared with only 

60 percent five years earlier – decreasing the 

risk of maternal mortality. Women were also 

more likely to seek assistance from public 

health facilities for problems arising after 

childbirth than they were in the past. Another 

encouraging trend identified was that more 

husbands escorted their partners to delivery 

than in 2003.
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This quote highlights the difficult situation 

that women experience when they have 

an unplanned pregnancy and do not want 

to continue with it. Globally 13 percent 

of all maternal deaths are due to unsafe 

abortions – 68,000 women every year. 

In general, Pacific Island Countries have 

highly restrictive abortion laws. Most totally 

prohibit abortion or permit it only to save 

the mother’s life. Some, such as Samoa and 

Nauru allow abortion on mental health 

grounds, while Fiji permits abortion for 

socioeconomic reasons.58 Compared to 

the rest of the world these laws are highly 

restrictive. The issue of safe abortion and 

post-abortion services is generally considered 

taboo across the Pacific, although amongst 

those who work in reproductive health it 

is a well-known fact that women attempt 

abortions regardless of the law. Crucially, 

there are mixed understandings of abortion 

provision and legislation across the Pacific. 

When asked, most people simply state that 

abortion is illegal. Due to this perception, and 

the restrictive law, women obtain abortions 

through other means. Often this results in 

complications, putting women’s lives at risk. 

There is a need for better data about the 

practice of abortion in the Pacific, to ascertain 

how Pacific people can best ensure the safety 

of women’s lives.

The countries with the most restrictive 

abortion laws are those with the highest 

number of deaths due to unsafe abortion. 

In Romania, when a restrictive abortion law 

was put in place, maternal mortality shot up. 

When it was removed maternal mortality 

dropped immediately and sharply.59 SRHR 

information and services for all people can 

prevent unwanted pregnancies and therefore 

deaths due to abortion. Even in countries 

where abortion is illegal, access to safe post-

abortion services can help to save the lives of 

women who have had unsafe abortions. 

To improve maternal health, women and 

couples require a package of care that spans 

from planning children through to caring for 

the newborn. Research shows that this care is 

not only cost-effective but it also ensures that 

women survive and can contribute to the 

development of their family and community. 

With a mother’s health so closely linked to 

her children’s health, it also invests in poverty 

reduction strategies for the future generation.

Safe abortion

“I discovered last month that I am pregnant and I really don’t know what to do with my baby. 

My parents are very worried and they want me to have an abortion but abortions are illegal 

in Vanuatu and I have to take some herbal medications to see if it will work on me or not – I 

am hoping to get some advice from the nurse at the family planning but I know that they will 

not be able to help me because as you know abortion is illegal in Vanuatu. I can go to Fiji and 

get an abortion but I don’t have money to do that. It is just too expensive and risky to get an 

abortion in Vanuatu…. but when I think about it hard I realise that I want to continue with my 

pregnancy for I fear the authorities and the consequences of an action like that… I know that 

having the baby makes going to school very difficult but I want to go to school”. 

young Pacific Island woman
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“What I need to know is the exact results of the 
test, and they say that they don’t know the results 
and that they are expecting to receive the results 
from Australia. The administration at the hospital 
tells me that maybe the Taiwan medical team is 
going to come here next week and maybe they 
will be able to do some tests… The service at the 
hospital is ok, but they don’t know everything 
and they can’t do all the tests.” 

Pacific Island woman with cervical cancer
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Quick Facts

In 2001, SRHR problems accounted for •	

18 percent of the total global burden of 

disease and 32 percent of the burden 

among women aged 15-44 years. 60

In the Pacific, 98.9 percent of all HIV •	

infections are associated with sexual 

connections, pregnancy, childbirth or 

breastfeeding.

UNAIDS estimated there are 60,000 •	

(from 32,000 to 140,000) people living 

with HIV in Papua New Guinea which 

faces “one of the most serious HIV 

epidemics in the entire Asia-Pacific 

region”.61

In a country with a high prevalence of •	

HIV, up to 80 percent of people with 

tuberculosis (TB) test positive for HIV.62

Pregnant women are several times more •	

likely to be infected by malaria, than 

non-pregnant women.

“Sexually transmissible infections (STIs) are 

responsible for an enormous burden of 

morbidity and mortality in many developing 

countries because of their effects on 

reproductive and child health and their role 

in facilitating the transmission of HIV.”63 This 

burden is contributed to by other diseases 

that impact on maternal health, such as 

malaria.

STIs have ongoing impact on individuals and 

their communities. Infections can contribute 

to absenteeism from work due to illness, 

fatigue and visits to healthcare services. STIs 

can cause infertility, stillbirth and cancer, and 

they also assist the spread of HIV.

Internationally, only 20 percent of people 

at risk of contracting HIV have access to 

the most basic prevention services, such 

as condoms. Access to basic prevention 

services would reduce by almost two thirds 

the number of individuals projected to be 

infected with HIV by the end of this decade64, 

as well as sharply reducing the incidence of 

other STIs and unwanted pregnancies. 

An estimated 340 million new cases of 

sexually transmissible bacterial infections, 

most of which are treatable, occur annually. 

Many are untreated because they are difficult 

to diagnose and because competent, 

affordable services are lacking.65 More than 

100 million mostly-curable STIs occur each 

year in young people aged 15 to 24. In the 

Pacific a recent study across five countries 

showed an average prevalence of Chlamydia 

of 18 percent – worryingly high.66 Treatment 

of STIs in the Pacific is based on signs and 

symptoms (although a pilot study for testing 

of Chlamydia is currently underway in some 

countries). When the majority of STIs have 

no symptoms, this makes their effective 

diagnosis and treatment challenging. As 

well as this, the services offered are not 

always confidential and non-judgmental. 

This prevents people from accessing health 

services and information. There is also a lack 

of quality, evidence-based information.

One common STI, the Human Papilloma 

Virus (HPV) is closely associated with cervical 

cancer, which is diagnosed annually in more 

than 490,000 women and causes 240,000 

deaths every year. Three quarters of all 

cervical cancer cases occur in developing 

countries where programmes for screening 

and treatment are seriously deficient or 

lacking.67 Cervical cancer is now a serious 

concern for many Pacific Island Countries, 

such as Tonga and Kiribati.

Investing in SRHR reduces poverty 
by helping to prevent disease
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People living with HIV need to have access 

to quality sexual and reproductive health 

services and be provided with information 

about sexuality and relationships, 

contraception, pregnancy and childbirth. 

This can also save on the costs of health 

care. Some research shows that by offering 

family planning services at HIV voluntary 

counselling and testing sites, and at the 

prevention of mother-to-child transmission 

(PMTCT) services, child HIV infections and 

child deaths could be averted at costs well 

below the costs of aversion using traditional 

PMTCT services (in high HIV prevalence 

countries). 68

Similarly, people who have TB need access 

to SRHR information and services that can 

ensure they can protect themselves from HIV 

infection.

Both malaria and HIV have 

disproportionate effects on pregnant 

women.69 HIV impairs pregnant 

women’s immunity to malaria. Malaria 

alone has severe impacts on the 

health of pregnant woman and her 

foetus. It is vital that women have 

access to antenatal care that integrates 

the prevention and management 

of malaria, as well as HIV, and that 

services for malaria or HIV also address 

reproductive issues for women.

Ensuring that people have access to SRHR 

services and information helps to reduce 

poverty, preventing disease, maintaining 

their wellbeing and therefore their ability to 

actively contribute to society.
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“I was diagnosed with Chlamydia last year. I had no idea what 
Chlamydia is. The nurse at the hospital informed me and explained to 
me quickly how one gets infected. I was sure it was a mistake – I never 
cheated on my husband, why would he cheat on me? The thought 
of my husband being with another woman was just impossible to 
believe. Unfortunately the results were confirmed again in the second 
test and it was a blow I could not endure. Eight years of marriage just 
went down the drains. The truth resolved everything.  But what is the 
truth? Can you get it through oral sex? How is it transmitted? Why is 
there no one to answer my questions?” 

Pacific Island woman
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“We need to think about our families and how many children we have. 
Traditionally we have always had big families, we love children but 
now we are running out of land. We need to think about having smaller 
numbers of children so that we can protect their future, so that they 
can have a good life and stay here in the village, and not fight with each 
other over land.”

Pacific Island man
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Quick Facts

The population growth rate in •	

Melanesia is 2.1 percent (ranging from 

0.6 percent in Fiji to 2.7 percent in the 

Solomon Islands),70 compared with 

0.8 percent in Aotearoa New Zealand 

(2001).71

In the Solomon Islands this means •	

that the government needs to provide 

services for 11,044 more people each 

year.72

Only 40 percent of the Pacific rural •	

population has access to improved or 

protected drinking water.73

The impact of humanity on the environment 

is the result of a complex interaction between 

population growth, available technology 

and consumption levels. Population factors 

and poverty, combined with a lack of access 

to resources in some areas, and excessive 

consumption and wasteful production 

patterns in other areas, contribute to 

environmental degradation and resource 

depletion. This inhibits environmental 

sustainability. Unfortunately, with the world’s 

population forecast to reach 9 billion by 2050, 

the environmental impact of the growth 

in the number of people, combined with 

increasing consumption as countries develop, 

is likely to be negative.

In the Pacific, particularly in Melanesia and 

Micronesia, population growth rates are high. 

Given that many PICs have small land areas 

and high population densities (particularly 

in urban areas), such increases result in 

intense pressure on land and associated 

environmental resources.74 Population 

growth contributes to natural increase in 

urban areas, as well as acting as a push-factor 

for rural-urban migration, putting pressure on 

already poorly functioning municipal services 

and urban land.

Environmental resources are fundamental 

to the survival of families and communities. 

Land is passed down to children and can 

become scarce in families with a large 

number of children. Large families can be 

beneficial but, with increasing survival 

rates amongst children and longer life 

expectancies, couples need to think carefully 

about whether their environmental resources 

can support large numbers of children. Even 

for families without land, such as urban 

squatters, environmental resources such 

as water and food are essential for survival, 

but access to these is compromised in many 

Pacific Island urban areas.

Currently, 201 million women and couples 

worldwide want to limit their family size but 

are unable to access the means to do so. 

In the Solomon Islands, only 27 percent of 

women are using a modern contraceptive, 

even though between 70 and 90 percent of 

those women would like to manage their 

fertility.75 Providing SRHR information and 

services “that enable couples a realistic choice 

to decide on the number of children they 

want can help balance natural resource use 

and needs of the population”. 76

Investment also needs to be put into policies 

that address ecological implications of 

inevitable future increases in population 

numbers, as well as changes in the 

distribution and concentration of people, 

particularly in environmentally vulnerable 

areas.* Investing in SRHR now can assist in 

reducing future increases in populations, 

by increasing the age when women have 

their first child and by increasing the space 

between children.

Investment in SRHR is not only about 

improving individuals’ health and well-

being, but also about the well-being of the 

environment we all rely on to survive.

 

Investing in SRHR helps achieve 
environmental sustainability

* 	 Attention also needs to be paid to changing consumption patterns, as well as improving 

production methods to reduce waste.
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As this resource outlines, investments in 

population activities and SRHR activities are 

a crucial component of poverty reduction. 

Funding by donors for population assistance 

reached US$7.4 billion in 2005 and in 2007 

this was projected to reach a total of US$9.8 

billion.77 This is a huge achievement and 

no doubt has contributed significantly to 

improving sexual and reproductive health, 

and therefore poverty reduction. However, it 

is not enough.

The need for a global partnership for 

development is illustrated by shortfalls in 

resources for SRHR. While developing country 

governments managed to mobilise US$17.3 

billion dollars for population activities, due 

to constraints in generating resources to 

finance their population programmes, many 

governments still rely on donor funding. 

Donor funding has been increasing but the 

distribution of this to various population 

assistance areas is skewed. Table 2 shows 

the division of Aotearoa New Zealand 

and Australia international development 

assistance across International Conference 

on Population and Development SRHR 

categories.

Both globally and across the Pacific the 

increases in funding for SRHR activities have 

largely gone towards HIV programmes. 

This funding for HIV activities is absolutely 

essential, particularly in countries where 

HIV poses a large burden on current and 

future health and development. However 

it is important that responses are tailored 

to need. While this varies greatly from 

community, to nation to region, even global 

figures indicate that the burden of disease 

for broader sexual and reproductive health, 

other than HIV, provides compelling evidence 

for increased resourcing.  For example, a 

USAID study estimated that a global US$169 

million increase in family planning funding 

in 2001 would have saved the lives of 15,000 

women and 92,000 infants.79 Yet funding 

still falls far short of projected requirements. 

For example, in 2005, estimated population 

assistance by donor countries was US$6.4 

billion, just one-third of the US$20.2 billion 

required to meet the commitments.80

How much is being invested  
in SRHR?

Table 2: Estimates of Donor Assistance by ICPD Category, 2007  

(based on projections)78

Family 

Planning

Reproductive 

Health

HIV and AIDS Basic 

Research

Total

AusAID 1.8 28 50 0 84.7

NZAID 0 4.7 9.3 0.9 18.9

(Amounts in millions of US dollars.)
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Source: UNFPA, 2007.

Figure 2: Trends in Donor Funding for ICPD Categories, 1995-2005
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Taking Action: The Top 10

The following ten actions are crucial in addressing SRHR issues.

1.	 Recognise that your development intervention will have SRHR implications.

2.	 Use this resource and the questions in it to identify the SRHR implications of your 

strategy/policy/programme/project.

3.	 Commit adequate resources to address these issues.

4.	 Ensure that gender equality is an underlying principal of your strategy/policy/

programme/project and that all necessary measures are taken to support the 

achievement of this. *

5.	 Ensure that privacy, safety, violence and harassment issues are addressed by the 

provision of appropriate facilities, education, policy, legislation and policing.

6.	 Ensure that women’s voices and perspectives are reflected in your work and that women 

are represented in key decision making positions.

7.	 Eliminate any proposed fees that will reduce the accessibility of your work to those most 

in need of positive development interventions.

8.	 Work with the whole community – not just those who are purported to represent others. 

9.	 Where applicable provide education/training on SRHR for the community that you are 

engaging with.

10.	 Learn more – see www.asiapacificalliance.org for more information.

* 	 Gender is not just about women, it is women, boys, girls, men, transgender, Fa’afafine (Samoa), 

Fakafafine or Fakaleiti (Tongan), Vakavaine (Cook Islands) and Mahu (Tahiti),and others of 

diverse gender identities.

Questions to guide your work
If you are drafting a strategy, policy or programme for any area of development work, population 

issues and sexual and reproductive health may not seem immediately central or even important to 

consider. However, before you make that assumption, it is useful to ask a few questions about the 

work you are doing. As well as uncovering previously ‘hidden’ issues, this may also expose some of 

the potential negative unintended consequences that we all want to avoid. 

The questions in this resource fold-out have been devised to stimulate your thinking and to assist 

you in developing a strategy, policy, programme or project that will reduce poverty. As with all 

development work, the key development principles of participation, inclusiveness, ownership and 

assessment of power relations underpin these questions. We have divided these questions into two 

key sections: generic questions and specific questions. The generic questions can be asked about all 

development work. The specific questions are grouped according to sectoral interventions. These 

questions are not all-inclusive and are only intended as a guide to stimulate your thinking. They can 

be used for interventions at a community, country or regional level.



What are the sexual and reproductive behaviours and needs of these populations? 
How will you address these?
Sexuality and reproduction are central aspects of being human, and significantly impact on all areas of individual and family life. To ensure that your development activity 
is as effective as possible and avoids unintended negative consequences, you need to consider the potential sexual and reproductive aspects of your work.

Do you understand the population dynamics of the area you are working in, and 
how these affect the economic and social situation in that area?
There are many ways to ‘cut’ an entire country or region’s population. All individuals will inhabit several different population groups. Exploring population groupings and 
their specific needs can assist in identifying individuals who experience several interacting layers of discrimination due to the various ‘populations’ they are part of, such as a 
young, homosexual, indigenous man.

Are the policy frameworks that you are using or operating within adequately and 
appropriately addressing population issues, including sexual and reproductive 
health and rights?
For example, do environmental sustainability plans include attention to population dynamics and demand for, and access to, family planning services?

How are you balancing diverse local and national needs with regional foci?
Regional action plans are available to guide work on population and development issues, such as the Pacific Regional Strategy on HIV and Other STIs (2009-2013).  
However, often local and national needs vary greatly from the regional overview. 

What international human rights conventions and policy are pertinent to your 
work, and how will your proposed work contribute to the advancement of  
human rights?
Key treaties include CEDAW, UNCROC, ICESCR. Has the country you are working in signed up to these?

Do you have access to disaggregated data/information that will help you ensure 
you are addressing specific needs?
While there is data gathered about the demographic and health situation in Pacific Island Countries, it can be difficult to access and may require further analysis before it is 
useful to guide policy and programming. To address the SRHR needs and challenges of the communities that you are working with, improved analysis and dissemination of 
country and community specific data is needed. SPC has some good data at: www.spc.int/sdg

to ask when drafting a strategy, 
policy or programmeGeneric Questions



Having considered the Generic Questions the following identifies specific questions that are designed to highlight SRHR issues. While 

some of these may appear to be outside the scope of your policy or programme, in answering them they may highlight areas you do 

need to attend to, or where you could work together with other development actors and the local community to ensure that these 

issues are raised and where possible addressed.  

How will you make sure that women and children have privacy and dignity at washing 
areas?

What security provisions can be provided to protect and promote the safety of women, 
girls and boys?

Are fuel, water, and food made available so that women and girls do not have to walk 
long distances from the camp, increasing their risk to sexual violence? Or are there ways 
their safety can be maintained, such as collecting in groups?

Can people access health supplies such as contraception, sanitary products, condoms 
and anti-retrovirals? (People often crave sexual intimacy to help cope with the stress but 
don’t necessarily wish to get pregnant.)

What sort of support is available and/or can be made available for survivors of sexual 
violence?

What care is available for women who are pregnant – including antenatal, safe delivery, 
emergency delivery, postpartum and safe post-abortion services?

Are pregnant and nursing women prioritized for nutritional assistance?

Humanitarian

Who controls the benefits from agricultural and horticultural activities?

Are there safety issues for women and girls in relation to working in fields, and getting to 
and from fields or the market?

Who can own land? Are women discriminated against in owning land?

How are the nutritional needs of people living with HIV and on anti-retrovirals, pregnant 
and nursing women, and children addressed?

Who works in the garden and what other activities does this take them away from?

How can men be encouraged to support parenting and childcare if women are working 
in the fields or transporting goods to market?

What sorts of chemicals are used in agriculture and horticulture? Do these have any 
negative impacts on people’s sexual and reproductive health? Are they safe for pregnant 
woman and nursing women?

Agricultural, horticultural, food security

Who does/will comprise the labour force? 

Can work induction include SRHR education and training, including STI (HIV) prevention? 

Does the labour force and surrounding communities have access to SRHR supplies such 
as condoms?

Are there barriers to the delivery of SRHR supplies due to the geographical location or 
other issues such as corruption?

Are there security measures in place to promote the safety of sex workers or people 
engaging in sexual transactions? 

Are there measures in place to ensure that girls and women are not trafficked?

Is there easy and safe access to toilets and water?

Movement of people for work

What laws are currently in place related to sexual and reproductive health, such as sexual 
violence and rape (including in marriage), abortion, prostitution, trafficking of people, 
homosexuality, marriage, parental leave and contraception?

Is there any desire or plan to examine these laws in the country?

What is the level of understanding of the judiciary, the police and lawyers about the laws 
in their country, in particular in relation to the above issues?

What are the attitudes of the police, judiciary and lawyers with regard to SRHR and 
rights?

Are human rights approaches being put into practice?

Are there opportunities to provide training on these issues, or on human rights?

How can laws that embody human rights and conform to international law be 
supported?

How are the current laws implemented and who monitors them? How are communities 
educated about the law? Is there room for improvement?

What access to legal recourse do survivors of violence have?

Justice, policing and legal reform

What provisions exist for childcare and maternity/paternity leave?

Who is employed and what are their working conditions? 

Are condoms readily available for tourists and locals who engage in sexual relations?

What facilities are available for breastfeeding?

Are women prevented from participating due to their reproductive duties and parenting?

Who can access credit? Are women and young people supported to access credit?

How can men be encouraged to be more involved in parenting, enabling women to 
work?

Are there issues of security at work – preventing sexual harassment and violence?

Are there non-discrimination policies in place, specifically on sexual harassment, sexual 
orientation, HIV status, gender identity?

What provisions are in place to manage and deal with sexually transmissible and blood-
borne viruses, such as Hepatitis B and HIV?

Employment creation, industry, income generation, small business

to ask when drafting a strategy, 
policy or programmeSpecific Questions



To what extent is the health system based on a progressive realisation of the right to health?

How can primary health care systems be strengthened?

Is access to health care, including SRHR, universal access with no user fees?

To what extent are supplies, including SRHR supplies, readily available?

To what extent are health workforce issues being addressed, such as the need for 
training in SRHR, the rights-based provision of health services and ensuring that there is 
adequate numbers of health workers, and prioritising the health workforce agreement in 
the Pacific Plan?

How could access to testing for STIs be improved and lessons learned from the Cook 
Islands’ and Solomon Islands’ pilots be acted upon?

To what extent are quality safe motherhood programmes such as antenatal care, 
delivery, including emergency obstetric care, and postnatal care provided?

To what extent are safe abortion services provided where this is legal, and safe post-
abortion services where abortion is illegal?

Health

What populations are involved – women, transgender, men – and what are the relations 
between genders?

Who has access to and control over the resources?

Who is missing out and how can this strategy/policy/programme/project address this?

What inequalities are or might be created through this strategy/policy/programme/
project?

How can women be empowered and men be involved/educated?

How are transgender and people of diverse gender identities impacted on and/or 
involved?

To what extent is violence and abuse an issue among the groups you will be working 
with? How can prevention of violence be supported, and care, support, legal recourse 
and ongoing rehabilitation for people who have experienced violence, be supported?

How can you involve, educate and support men of all ages?

Gender

What is the government expenditure on health and education? Is this adequate? How 
does it compare to defense spending? What proportion of the expenditure is earmarked 
for SRH?

Will reform result in user-pays systems and who are impacted by these? Do they reduce 
access by the most marginalized?

What sort of taxation system is in place and how do the proceeds support healthy 
communities?

Macro-economic reform, taxation, national financial management, budgeting

Are there issues of over-crowding and a lack of access to potable water, fuel, fish and 
land for subsistence?

How are populations moving and is this due to environmental issues?

What access to family planning methods do communities have?

What environmental resource needs do specific populations have?

How can families be supported to have the number of children that they decide that 
their environmental resources can cater for?

What sorts of chemicals are used in agriculture and horticulture? Do these have any 
negative impacts on people’s sexual and reproductive health? Are they safe for pregnant 
woman and nursing women?

Environment/conservation

How can parliamentarians be supported in their work to build healthy societies and 
foster democracy, ensuring they are well-informed on the issues?

How can strong, functioning civil society organizations be built that can advocate 
effectively on behalf of their communities needs – in particular women, youth, and 
people with diverse sexual orientations and gender identities?

Governance

Who is going to school and what barriers are there to girls gaining an education?

Is quality sexuality and relationships education integrated into curricula? Are teachers 
given appropriate training to implement?

How are out-of-school youth kept in contact with, and how can they access sexual and 
reproductive health information, including sexuality and relationships education?

Can schools offer sexual and reproductive health information and services for youth?

How can parents be involved in sexuality and relationships education?

How can parents be educated on how to talk to their children about sexuality and 
relationships?

What provisions for discrimination do schools have?

How are communities of acceptance and tolerance fostered in schools, particularly 
around sexual orientation and gender identity?

How are young parents supported and encouraged to stay at school – or how can they be?

How can young men be encouraged to be responsible for their own sexual and 
reproductive health, and that of their partners?

Education



Intimate Relations: Sex, Lives and Poverty is a resource created 

for policy-makers and programmers who work in the 

international development sector. The resource uses key 

international and Pacific based information to show how 

investment in sexual and reproductive health and rights 

contributes to the reduction of poverty. 


