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 Innovative policies need to be incorporated into comprehensive and detailed implementation plans  

The Pacific island countries and territories were among the strongest supporters of the International Conference on 
Population and Development (ICPD), held at Cairo in 1994, and the adoption of its Programme of Action (United 
Nations, 1994). Indeed, government ministers and representatives of the Pacific countries including Australia and 
New Zealand, had met at Port Vila, Vanuatu, in September 1993, to identify key population and development issues 
of concern to the subregion and to formulate policy recommendations that would serve as its position in the 
collective approach to negotiations in the drafting of the Programme of Action. It is striking how much of the agenda 
spelled out in the 1993 Port Vila Declaration on Population and Sustainable Development is incorporated within the 
ICPD Programme of Action. The purpose of this article is to assess how much progress has been made in realizing 
the ICPD vision of improving the human condition in the Pacific island countries and to propose actions that must be 
considered to address prevailing constraints. 

Compared with some other subregions and according to some standards of performance, the Pacific islands are quite 
developed and well endowed. The Pacific island countries and territories are politically stable, relatively peaceful 
and have social structures which are still able to cater to the basic needs of their populations. During recent years, 
throughout the subregion, improvements in life expectancy, health and education reveal that much progress has been 
made. The countries and territories comprising the subregion enjoy a relatively high standard of living compared 
with many other developing countries in the ESCAP region since physical and human resource endowments are 
relatively favourable. Some of the positive indicators include the following: 

� Annual income levels in the Pacific island countries are relatively high compared with other developing 
countries, ranging from about US$ 460 in Kiribati to US$ 3,400 in Cook Islands  

� Average life expectancy is relatively high by world standards, at over 60 years in almost all the Pacific island 
countries, with the exception of Papua New Guinea, and rising to 70 years in some countries  

� Absolute poverty is virtually non-existent, although relative poverty is a concern in some countries  
Overall literacy rates are generally higher than the average for developing countries  

� Primary education is virtually universal in all the Pacific island countries, although school dropout rates are 
high  

� Access to health services and qualified medical staff is comparable to that in many middle-income countries  
� Infant mortality rates are low compared with those in many developing countries  
� Modern transport and communications infrastructures are readily available  
� Large parts of the population have access to safe water supplies.  
� ICPD goals: how do the Pacific island countries fare?  

The ICPD Programme of Action lays out three specific long-term goals in three major areas to be met over the next 
two decades, as well as intermediate goals to be achieved within one decade, i.e. by the year 2005. These goal 
indicators and their threshold levels for the year 2005 are portrayed in table 1. 

Table 1. Indicators and threshold levels for achieving goals of the ICPD Programme of Action by the year 2005 

Source: United Nations Population Fund (1996), "A Revised Approach for the Allocation of UNFPA Resources to 
Country Programmes," New York. 

Using these goal indicators and threshold levels as benchmarks, according to the data available, most of the Pacific 
island countries have already met the quantitative goals of the ICPD Programme of Action on almost all the above-
mentioned dimensions, with the exception of the contraceptive prevalence rate and maternal mortality ratio (which is 
an inappropriate indicator for monitoring maternal health in countries with small populations) for a few countries. 

These solid achievements represent high levels of overall investment in the past, dedicated efforts by governments 
and non-governmental organizations (NGOs), and generous development assistance from external sources. In 
addition, as a World Bank study notes: "Favourable physical environments and rich cultural traditions, including the 
extended family system, customary land ownership and benefit sharing practices, have endowed their populations 

Goal Indicators Threshold levels
Goal: Access to reproductive health 

Proportion of deliveries attended by trained health 
personnel 60 per cent

Contraceptive prevalence rate 55 per cent
Proportion of population having access to basic 
health services 60 per cent

Goal:  Mortality reduction 

Infant mortality rate 50 infant deaths per 1,000 live 
births

Maternal mortality ratio
100 maternal deaths per 
100,000 live births

Goal:  Universal primary education 
Gross female enrolment rate at primary level 65 per 100 eligible population
Adult female literacy rate 50 per cent
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with a relatively safe and secure lifestyle" (World Bank, 1993). 

However, this picture obviously generalizes conditions in the Pacific, and the optimistic scenario is certainly not 
applicable to all countries since the demographic and development situations vary quite dramatically. Even among 
the 15 island countries and territories in the South Pacific covered by UNFPA, from Papua New Guinea to Niue, the 
variation is quite large, such that generalization is likely to be hazardous. Indeed, the experience facing each and 
every country is often very different and even a simplified classification of the nation states into Melanesia, 
Micronesia and Polynesia hardly does justice to the social, economic and demographic situations each of them faces. 
The demographic indicators for the subregion are portrayed in table 2. 

Table 2. Selected demographic indicators for 15 Pacific island countries and territories, 1995 

Source: National censuses, South Pacific Commission, 1995, Demographic Estimates for Asian and Pacific 
Countries and Areas ( Noumea, South Pacific Commission ) and UNFPA CST estimates. 

In contrast, other social indicators provide a mixed picture, exceeding expectations in many of the smaller countries 
at their stage of development, but emphasizing the uncertainties and developmental dilemmas for some of the larger 
countries. The countries of the subregion face daunting challenges to their prevailing living conditions and lifestyles 
in the future. This situation exists because high natural rates of population growth are exerting intense pressure on 
social services and economic institutions, such that sustained economic growth and sustainable development will be 
extremely difficult to achieve. Given the lack of dynamism in these island economies, the sustainability of present 
living standards, including social services, such as health and education, may be at risk. The challenge will be to 
ensure that past achievements are maintained and that the quality of life of Pacific islanders continues to progress. 
However, the road ahead presents new and profound challenges at a time when national development policy options 
are limited and when public sector budgets are under intense pressure, since rates of economic growth have been 
disappointing and donor support declining. 

Furthermore, long-time harmonious social conditions in the island countries are under threat as the traditional social 
fabric is challenged by modernizing influences channelled through formally educated youths, latter-day 
communications systems and visiting family members based overseas. The dominance of Parliament by the nobles 
in Tonga and the chieftain system elsewhere are under challenge by democratizing activists; women's rights 
movements have grown to press for an improvement in the status of women and a reduction in overt discrimination; 
and recently educated youth are challenging traditional authority in the home and community. Symptoms of this 
confrontation between the traditional and the modern are found in rising urban shanty towns and concomitant 
increasing crime rates, particularly in urban Papua New Guinea, Fiji and Solomon Islands; the opening of women's 
crisis centres to deal more transparently with domestic violence inflicted on wives; significant adolescent fertility in 
Fiji, Solomon Islands and Marshall Islands as young unmarried females become sexually active at an early age but 
fail to use a contraceptive method; an increasing number of reported sexually transmitted diseases (STDs) and the 
threat of an AIDS epidemic, especially in Papua New Guinea; a growing incidence of suicide, particularly among 
the urban youth of Samoa; evident food insecurity in some rural areas as traditional social safety nets come under 
threat; and increasing obesity and associated non-communicable diseases as sedentary lifestyles and processed foods 
replace traditional diets. As population sizes grow and pressure on limited land intensifies, there are increasing cases 
of challenges to the traditional authorities over access to land and its uses. 

  
Year 
of last 
census

1995 
esti- 

mated 
popu- 
lation 

(1,000s)

Popu- 
lation 

per 
sq 
km

Annual 
popu- 
lation 

growth 
rate 
(%)

Sex 
ratio

Crude 
birth 
rate 

(1,000)

Crude 
death 
rate 

(1,000)

Total 
fertility 

rate 
(TFR)

Infant 
mortality 

rate 
(IMR)

Percentage 
of 

population

Depen- 
dency 
ratio

Expectation of 
life at birth 

(years)

Percen- 
tage of 
popu- 
lation 
urban

Annual 
growth 
rate in 
urban 

population 
(%)<15 65+ Males Females

Melanesia 
Fiji 1986 784 43 1.5 103 23 5 2.9 13 35 4 62 70 74 41 2.4
Papua 
New 
Guinea

1990 4,250 9 2.3 112 34 13 4.7 82 42 2 79 51 52 15 4.1

Solomon 
Islands

1986 378 14 3.3 108 37 4 5.2 46 47 3 90 69 73 17 6.4

Vanuatu 1989 169 14 2.8 106 38 9 5.3 58 44 4 90 62 64 18 4.9
Micronesia 
Federated 
States of 
Micronesia

1994 108 154 2.1 105 33 8 4.7 46 44 4 89 64 68 28 4.3

Kiribati 1990 82 89 2.5 98 37 12 4.5 65 40 4 79 61 66 36 2.7
Marshall 
Islands

1988 55 304 3.5 105 34 9 5.5 63 50 3 113 60 63 69 4.0

Nauru 1983 11 523 2.7 - 24 5 2.7 26 - - - - - 100 2.7
Palau 1990 18 36 3.3 117 22 7 2.8 25 30 6 56 67 67 71 2.8
Polynesia 
Cook 
Islands 1986 19 79 1.1 109 30 6 3.7 25 34 8 72 70 70 60 2.0

Niue 1994 2 9 1.0 100 17 5 3.5 12 38 7 82 - - 29 -
Tokelau 1991 1 - -6.7 96 - - - - - - - - - - -
Tonga 1986 98 140 0.6 101 29 6 3.5 17 37 6 76 66 70 41 3.4
Tuvalu 1991 10 372 1.7 100 30 9 3.4 41 34 5 64 65 71 46 4.0
Samoa 1991 165 42 0.5 110 36 5 4.8 22 41 4 82 67 70 21 1.7
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Population and development challenges in the Pacific island countries 

Why should population matter? 

The total population of the 15 island countries and territories which UNFPA covers in the South Pacific, from Palau 
to Niue, is only about 7 million, i.e. less than the population of metropolitan Calcutta or Manila. Why should a 
country like Kiribati, with a population of only about 80,000, or even Papua New Guinea with just over 4 million 
people, worry about their population size and growth rate? The reason is because critical factors, such as population 
size and structure, growth rates, distribution patterns, and migration and urbanization trends, have a direct impact on 
the potential for realizing sustained economic growth and sustainable development. Indeed, the development of 
human capital, including the provision of adequate infrastructure, productive employment, housing, health and 
education facilities, potable water and food, and the management of natural resources and the environment, are key 
ingredients for attaining social and economic development. Yet, rapid population growth in some of the Pacific 
island countries is having an adverse impact on their ability to create the necessary preconditions for realizing 
sustainable development.  

Figure 1. Contraceptive prevalence rates in selected Pacific island countries and territories  

  

Source: Various Governments' and United Nations' estimates.  

For example, several Pacific island countries, including Solomon Islands and Marshall Islands, have very high 
fertility, where women bear an average of at least five children. One reason why fertility is so high is that modern 
contraceptive use is relatively low in these countries compared with many other developing countries at similar 
levels of income per capita. While available data on contraceptive use are not very reliable, in only a few of the 
Pacific island countries does the estimated modern contraceptive prevalence rate exceed 35 per cent and in some, it 
barely reaches 20 per cent, as portrayed in figure 1. Opinions vary on whether this is due to limited access to 
contraceptives or to a low demand for family planning. Much more research is needed on the relative importance of 
contraceptive demand and supply in order to provide essential data and information for planners and policy makers. 
There is no doubt much unmet need in many of the other Pacific island countries which impinges adversely on the 
health of women and children and the future development prospects of their countries.1  

Population growth rate exceeds economic growth rate  

The population growth rate has exceeded the rate of economic expansion in the majority of the Pacific island 
countries during the past decade with the result that per capita income has stagnated or declined. The contrast with 
other island countries around the world is portrayed in figure 2, which demonstrates the poor performance of the 
Pacific island countries. While the world's population is growing at about 1.5 per cent annually, population growth 
in the Pacific island countries exceeds 2 per cent annually. At this rate, their combined estimated population of just 
over 7 million in 1998 is growing by more than 150,000-180,000 people per year. What this suggests is that a 
population equivalent to the combined size of Tonga and Marshall Islands is being added to the subregion each year. 
It means that Papua New Guinea, for example, would have to cater for an additional 90,000 people or more each 
year, and that Marshall Islands and Solomon Islands would double their populations in about 17 and 20 years, 
respectively. What does this situation suggest might happen to these countries' quality of life as we know it today?  

Figure 2. Contrasting performance of developing regions in terms of percentage GDP and population growth per 
annum 
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Source: World Bank, 1993. Pacific Island Economies: Toward Efficient and Sustainable Growth, Vol.1, Overview 
(Washington Dc, World Bank). 

While rapid population growth per se is not a cause for concern if accompanied by commensurate levels of 
economic growth, in the Pacific island countries, with low growth rates and less than dynamic economies, high 
population growth rates may result in declining or stagnating levels of gross domestic product (GDP) per capita. 
Indeed, evidence is emerging of growing poverty, environmental degradation, rapid urbanization and rising social 
problems that all reflect the consequences of high population growth. 

Meanwhile, the lack of structural change, particularly in rural areas, has accentuated rural-to-urban migration, 
perhaps stimulated by rising levels of education and increased job expectations, contributing to the construction of 
urban squatter settlements that have emerged in Suva (Fiji), Honiara (Solomon Islands), Port Vila (Vanuatu), 
Nuku'alofa (Tonga), Tarawa (Kiribati), Majuro (Marshall Islands) and elsewhere. While absolute poverty and 
destitution, in the sense of severe malnutrition, are largely absent from these countries, there is concern over growing 
household inequality and relative poverty, including rising income disparities both between urban and rural areas 
and within urban areas, rising joblessness and expanding criminal activity. 

While some of the Polynesian countries have managed to relieve such population pressure in the past by "off-
loading" some of their citizens to the so-called Pacific Rim countries, this "escape valve" may be closing as 
Australia and New Zealand tighten the conditions of entry for potential settlers. Furthermore, large-scale donor aid 
has supported infrastructural construction and operating costs but, there too, "donor fatigue" has led to a downward 
trend in the supply of this source of funding. 

Population growth, urbanization and the environment 

Both population growth and increasing urbanization are having deleterious and damaging effects on the environment 
of the Pacific island countries. Environmental degradation is evident in a number of countries, particularly in urban 
areas, as population influx and natural growth exert pressure on clean water supplies, sanitation and coastal reefs and 
in-shore fishing grounds. The quest to generate economic growth and foreign exchange has led to the unsustainable 
depletion of natural resources, particularly fish stocks and forests. 

Current age structure 

The structure of Pacific populations is such that it is broad at the base of population pyramids and through the 
childbearing years, ensuring that population growth will be substantial for the foreseeable future. At the same time, 
Pacific populations, like those in the rest of the world, are changing shape, with growing numbers of people over age 
60, which will affect development prospects for the twenty-first century. Furthermore, youth dependency (the ratio 
of the young dependent population under 15 years of age to the population in the working ages of 15-64 years) will 
remain significant. Currently, the share of the under 15 years age group in the total population exceeds one third in 
all the Pacific island countries; every 100 persons in the working age group must support 50 or more dependants, i.e. 
those aged under 15 and those 65 and older. 

School-age populations 

School-age populations are anticipated to increase very substantially in several countries, particularly in Melanesia. 
Yet, in the South Pacific in recent years, the share of education spending both in terms of GDP and in government 
budgets has been declining. The rising school intakes will place an intolerable burden on the financing of education. 
Moreover, insufficient employment opportunities will be created to cope with the rise in the number of working-age 
people in view of the recent poor economic growth rates. Currently, several Pacific island countries are unable to 
provide for universal primary education or are not attempting to absorb all qualified primary leavers into secondary 
school as a matter of policy. Given the known relationship between rising girls' educational attainments and 
subsequent declines in rates of fertility, such constraints are likely to impede further demographic behavioural 
change. 

Gender equality, equity and the empowerment of women 

The need for women's equality is stressed throughout the Programme of Action, being viewed as an ethically 
mandated end in itself. The improvement of women's political, social and economic status, and improving women's 
health are viewed as essential for stabilizing population growth and achieving sustainable development. Yet, women 
are grossly under-represented in the political arena in all the countries of the subregion. They have only nominal 
representation in the Parliaments of the countries and ministerial portfolios for women are even rarer. Their 
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economic status, as reflected in their occupational attainments and earnings levels, is distinctly inferior to men. In 
some Polynesian and Micronesian countries, their share in the labour force barely reaches one third; in Melanesia, 
where women are more likely to be engaged in subsistence farming, their participation is somewhat higher. 

Economic restructuring and reform 

Meanwhile, economic restructuring and reform are curtailing the major source of public sector employment in these 
countries, with no obvious viable alternative. Income and employment prospects face a major crisis in Cook Islands 
and Marshall Islands as a massive downsizing of the public sector goes on. Other countries in Micronesia, which 
also depend on Compact of Free Association funding, face an impending crisis as the end of that arrangement draws 
near. Thus, it is impossible to be overly optimistic about the prospects for generating sustained economic growth and 
sustainable development in the Pacific subregion in the coming decade. New sources of economic growth, including 
a rejuvenated rural economy, have yet to emerge. Without economic growth, past advances made in human 
resources development, including improved health and women's status, will be much more difficult to maintain. Not 
coincidentally, countries with the highest rates of population growth have the lowest per capita income and, perhaps, 
the poorest prospects for raising real income levels. 

Pressure on land and food security 

Such pressure will intensify in situations where demarcation disputes over traditional, communally owned and 
unregistered land are growing rapidly. Food security in the island countries is also threatened by burgeoning 
populations and because land resources, from which to harvest domestically grown food supplies, are limited. Taste 
patterns are also changing, such that a rising share of the islanders' food is imported. In some Polynesian countries, 
where large numbers of overseas residents return to reclaim parcels of land, the situation might be volatile. 

National and household-level food security is also threatened in some cases as prices of locally grown food become 
uncompetitive with less nutritious but cheaper imported processed foods and where taste patterns have been 
irrevocably changed. The foreign exchange costs of imported foods are rising rapidly, yet, in most cases, export 
earnings fail to respond. Without a slowing down in population growth, more domestic saving and overseas 
investment to promote dynamic economic growth, and greater foreign exchange earnings from exports, the funds to 
pay for the rising food bill will dwindle, thus endangering household food security. 

Health budgets 

Pressure on health budgets, personnel and infrastructural facilities is already severe in many of the countries, 
particularly on rural facilities, such that the ability to provide universal and high-quality reproductive health services 
and a wide choice of family planning methods and services will become increasingly difficult. 

This short analysis has underlined the importance of population-related and induced problems which must be dealt 
with in an integrated manner. Economic restructuring to promote sustained growth, innovative development 
strategies and population policies are not dichotomous options but must be viewed as integral parts of an essential 
comprehensive strategy to address profound development problems affecting the island countries. 

Population policies and programmes 

Many of the countries of the subregion have formulated explicit population policies in the recent past while others 
are currently in the process of revising policies. A status appraisal of this situation is given in table 3 for most of the 
countries. Countries such as Marshall Islands, the Federated States of Micronesia, Papua New Guinea and Solomon 
Islands formulated population policies in the late 1980s, but their impact was negligible. One explanation for their 
failure is that a strong institutional structure and identified coordinating unit to oversee the implementation of the 
policies were lacking. Another reason was the absence of a detailed implementation plan with full budgetary and 
human resources costings of the needs of the various sectors to carry out the policies. Perhaps a major reason was 
the seeming lack of political commitment to the allocation of scarce financial resources and high-level manpower to 
ensure that the implementation strategies were being carried out in a systematic and coordinated manner. In many 
instances, the population policy implied that there was a population programme with overriding national goals and 
objectives. In reality the "programme" often consisted of component parts or sectoral interventions which were 
implemented in an uncoordinated fashion with no assurance that they were not conflicting with the overriding 
national goals.  

Table 3. Status of population policy in countries and territories of the South Pacific 

Country/territory Status of population policy Principal demographic concerns
Cook Islands None —
Federated States of 
Micronesia

To be revised To reduce fertility: health-oriented 
improvements

Fiji Implicit policy in development plan To limit population growth
Kiribati In preparation —
Marshall Islands Revised and endorsed To lower fertility
Nauru None —

Niue In preparation To promote return migration and repopulate

Palau Completed
To reduce out-migration, curb alien in-
migration

Papua New Guinea
Policy exists but implementation poor; 
currently under revision

To lower fertility, reduce urbanization

Samoa Draft available
To lower fertility, promote sustainable 
development
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The lack of a coordinated approach to implementing all the elements of a population programme has been readily 
apparent. In some instances an awareness-raising campaign for family planning has effectively raised the demand for 
contraceptive services and a binding constraint has emerged on the supply side as service facilities, staffing positions 
or contraceptive supplies have been less than adequate.2 On the other hand, reproductive health/family planning 
service clinics sometimes have been erected and staffed without an appreciation of the need to create the requisite 
demand for such facilities.3 Often, population policies have as an explicit objective the intention to retard the rate of 
rural-to-urban migration because of the deleterious social and economic consequences of too rapid urbanization. At 
the same time, rural development policies have been negated by a definite urban bias towards national development 
programmes as social infrastructure and industrial development have continued to be concentrated in urban centres 
despite public pronouncements of intentions to reverse this pattern. Other key areas, such as human resources 
development and labour force planning, international migration, food security, environmental degradation and land 
tenure, in the absence of a rigid policy framework, have been almost totally neglected as population-accommodating 
or population-influencing factors. 

More recently, a new more holistic and comprehensive approach has been taken throughout the subregion and it is 
beginning to produce very positive results. Population awareness-raising workshops and seminars have been 
organized in various countries. These have served important purposes in initiating the complex process of designing 
a national population policy and programme, and of helping to identify the nature of population-related problems, 
formulating broad-based strategies to address them, and establishing the institutional and other requirements for 
drafting formal population policies. As a result, many Pacific island countries are currently preparing to draft policy 
statements or are revising existing policies to be endorsed by the political leadership. 

Capacity-building in population: key future actions  

The ICPD Programme of Action as a blueprint for capacity-building  

The ICPD Programme of Action, endorsed by 180 governments at Cairo in 1994, provides a blueprint for 
developing national capacity in population and development activities. Despite the small size of their populations, 
Pacific island countries are finding that the ICPD Programme of Action provides an innovative integrated population 
and development framework for governments and groups to prepare their own national plans and programmes of 
action. For the Pacific, the strategy for implementing the Programme of Action might be at two levels: national and 
regional. Practical implementation, however, depends primarily on action at the country level. The political 
commitment of government leadership at the highest level is central to implementation of the Programme of Action 
at the national level. 

For the Pacific, the strategy for implementing the Programme of Action might be at two levels: national and 
regional. Practical implementation, however, depends primarily on action at the country level. The political 
commitment of government leadership at the highest level is central to implementation of the Programme of Action 
at the national level.  

The need for capacity-building in population programmes 

Governments in the Pacific are aiming to create modern societies that, at the same time, maintain or improve the 
quality of life around a stable and resilient family system. As in all cases of successful modernization and 
development, this means sustaining a national society that is in balance with the natural resources base and the 
environment. 

Despite the popular image of a favourable natural resource endowment in the Pacific, the principal resource of the 
island economies is their populations. The quality of the population, in particular the skills and competitiveness of 
the labour force, will have a decisive influence on prospects for promoting sustained economic growth and 
sustainable development in the long run. 

Countries increasingly recognize that investments in population programmes, including reproductive health, family 
planning and sexual health (RH/FP-SH), have multiple positive development impacts and high rates of return. When 
population programmes involve participation from a broad range of grass-roots society, they are the most effective. 
The health benefits of RH/FP-SH are widespread. Women are healthier if they space and bear fewer children, and 
give birth to healthier children who have a greater chance of survival. Contraception made available to adolescents 
can reduce the incidence of STDs and curtail the need for abortions, particularly unsafe abortions, and prevent girls 
from dropping out of school at an early age. 

To induce change in demographic behaviour without coercion, particularly with regard to fertility and migration 
behaviour, comprehensive and holistic innovative programmes will require formulation and implementation. Rural 
development may well retard rural-to-urban and overseas migration. Improving the quality and quantity of 
reproductive health and family planning information and services can induce couples to employ more effective 
contraceptive methods to ensure that their desired and achieved fertility levels are more likely to be in unison. 
Raising the lifetime opportunities of the girl child and improving the status of women in society can go a long way 
to empowering women to be able to determine their own fertility behaviour. The creation of a political, social and 
cultural environment in which the small family norm is widely accepted can induce demographic change and 
sustainable livelihood. 

Meanwhile, planners and policy makers must be prepared to implement policies and programmes which are 
population-accommodating, necessitating major investments in the health and education sectors just to maintain the 
farfrom satisfactory current provision of services. Such rapid population growth will also have major implications 
for the labour markets of the subregion, since the small formal sectors cannot hope to accommodate all the 

Solomon Islands Revision in preparation To lower fertility
Tonga In preparation —
Tuvalu In preparation To lower fertility, reduce urbanization
Vanuatu In preparation —

6



newcomers from the education system, particularly when economic growth and employment creation have stagnated 
for at least the past decade in most countries. 

Key future actions 

To implement policies and programmes to influence demographic outcomes (population-influencing policies such as 
reproductive health/family planning programmes, information, education and communications, raising women's 
status, including education) or to accommodate increasing numbers of people (population-accommodating policies 
such as increased health and education services, employment opportunities, food provision), an essential prerequisite 
is a sound research base and database. Such data should be timely and current, reliable, divisible by sex, geographic 
area and socio-economic group, and amenable to in-depth analysis. To be utilized effectively in policy formulation 
and planning exercises, it is inadequate simply to collect demographic data, e.g. point estimates of fertility, mortality 
and migration. To explain inter-geographic area or inter-socio-economic status differentials in behavioural patterns 
is the raison d'etre of the study of population-development interrelationships. Thus, such demographic data must be 
accompanied by information on the socio-economic variables relating to the same unit of observation. Yet, a cursory 
survey of data sources and availability in the Pacific reveals the gross inadequacy of currently available data, 
according to this extensive list. Evidently, more research and improved data collection are prerequisites for the 
design of programmes than can fulfil the ambitious goals of the ICPD Programme of Action for Pacific island 
countries. 

The major strategies and actions needed in the subregion include improved working knowledge and skills for all 
RH/FP staff and personnel at all levels to meet the challenges of new integrated approaches to RH/FP promotion and 
management. This will involve the redefining of the roles of most health institutions in the provision of RH/FP 
services and care, and then training the staff to meet the emerging needs; and improved and upgraded facilities at all 
levels, especially at the primary level, to meet the minimal and basic needs of the services to be provided. This will 
entail the provision of equipment and supplies; improved family planning methods in the rural areas at the primary 
health care level in conjunction with the training of staff providers; strengthened RH/FP information systems, 
especially at the primary health care and health centre levels; and strengthened service provision through "mobile 
clinics" wherever possible and feasible. 

We would like to raise some words of caution, however, as new interventions are designed in RH/FP. In the post-
ICPD era, it may be easy to forget that the provision of contraceptives might well be the most effective (and 
cheapest) strategy for improving maternal and child health (Caldwell, 1996). Social marketing of condoms 
undoubtedly improves the health of users' families through birth spacing and provides protection against STDs, 
including HIV/AIDS. Extended social marketing of other contraceptives would require a higher level of 
responsibility for client education: proper use, contraindications and instructions on side-effects. Yet, family 
planning programmes that address the reproductive health needs of women are valuable and urgently needed. But 
what about their high costs, which may reach prohibitive levels where they require face-to-face contact between 
trained health workers and clients, particularly in the resource-poor Pacific island countries? Our fear is that the 
more affluent middle-classes may benefit from the provision of these more costly services at the expense of the less 
well-off whose access to more basic services, including contraceptives, may suffer.  

Conclusions 

Social indicators provide a mixed story in the Pacific island countries, exceeding expectations in many of the smaller 
countries at their stage of development, but emphasizing the uncertainties and development problems for the larger 
Melanesian countries. 

New population-related problems are also presenting themselves in the form of rising rates of adolescent fertility, 
STDs entailing the ever-present threat of an HIV/AIDS epidemic, and disenchantment with local, rural-based clinics 
and health facilities. Rural-to-urban migration continues unabated and immense pressure is being exerted on the 
urban infrastructure, the job market and the environment. As traditional authority breaks down, there is concern over 
rising substance abuse, crime, domestic violence and suicide in some countries (Ruzicka, 1998). 

These challenges require innovative population-accommodating and population-influencing policies to be 
incorporated into comprehensive national population and development policies and programmes. Such policies need 
to go hand in hand with detailed implementation plans which have yet to be formulated in most of the island 
countries. These should entail a detailed accounting of the financial and human resource costs of implementing the 
policies, including the resource requirements for meeting the goals and targets of the ICPD Programme of Action, 
particularly those relating to new interventions in the sector of reproductive health. 

The greatest challenges will be to integrate population issues fully into the development planning process, 
particularly at the grass-roots level, at a time when national development policy options are quite limited and when 
public sector budgets are under intense pressure as rates of economic growth have been disappointing and donor 
support has been declining. 

The challenge to national governments and donors alike will be to ensure that past achievements are maintained and 
the quality of life of Pacific islanders continues to progress. 

Endnotes 

From a 1995 household survey in Vanuatu, House (1999) estimates the modern contraceptive prevalence rate to be 
21 per cent and the rate of unmet need for limiting future childbearing to be 30 per cent of currently married women. 
 
In Fiji, a campaign to promote vasectomy seems to have created the requisite demand. Yet, the conventional wisdom 
has it that a man must wait for 18 months or more at the public hospital to undergo the operation. 

Some rural clinics appear to be grossly underutilized and their staff underemployed in many of the island countries. 
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 Although there is potential for further fertility decline, the country faces the prospect of a "baby boom" within the 
coming decade  

Recent fertility trends in the Islamic Republic of Iran demonstrate the value of family planning programmes. The 
analysis of fertility trends in the 1990s is developed in the framework of the fertility transition that has occurred 
since the 1970s. Specifically, the fertility transition is discussed in the context of three time periods associated with 
different social, economic and political environments. The initial fertility transition started in the 1970s. It had been 
preceded by government policies that sought to accelerate economic growth and improve the legal and social status 
of women, and promote the ideology of modernization. 

The 1979 revolution and the subsequent establishment of the Islamic Republic marked a dramatic turning point in 
the country's social history. Among the policies that were changed at that time was the overthrown regime's fertility 
control policy, which was denounced and abandoned by the revolutionary government. The new government also 
repealed the Family Protection Law, which had been legislated by the former regime; it was seen as being 
inconsistent with the principles of Islam. In addition, the new government strongly endorsed early marriage and the 
traditional view that spurned the use of birth control. This about-face in official attitudes towards demographic 
behaviour was promoted as an essential part of the re-Islamization of the prevailing value system; it was also 
intended to eliminate Western cultural influences. The 10-year period between the 1976 and 1986 censuses 
approximates a setting for analysing the demographic impact of the ideological, social and economic changes that 
emerged during the first decade after the revolution. 

The lack of government interest in limiting population growth continued until 1989 when a new era of 
reconstruction and pragmatism emerged. In the 1990s a period of social and economic change emerged with 
implementation of the first and second cultural, social and economic plans. This era of governmental effort to 
stimulate economic development and reconstruction was accompanied by significant improvements in public health 
and the establishment of a family planning programme which was expanded extensively in rural areas. These 
changes, along with their associated demographic changes, can be depicted from data obtained from the 1986 and 
1996 censuses. Thus, the recent demographic changes in the Islamic Republic of Iran should be viewed against the 
background of three ideological and socio-economic environments. The article examines the fertility transition 
pattern in each period and the related demographic, social, economic and political factors related to the fertility 
changes in each period. 

Data sources 

Despite some improvement in regional coverage of vital registration data in the Islamic Republic of Iran, direct 
measures of fertility are not available owing to a lack of coverage of vital events. For the purpose of continuity and 
consistency with previous work on this topic (Aghajanian, 1991), the analysis and discussion of fertility and fertility 
change will rely on estimates based on censuses and surveys carried out by the Statistical Center of Iran (SCI). For 
1976, fertility rates are estimated from the published report of the Survey of Population Growth of Iran (SCI, 
1977b). For 1986, fertility rates are drawn from data on current and cumulative fertility from the 1986 census (SCI, 
1988). In that year, the Iranian census for the first time asked direct questions about the number of births during the 
previous 12 months and the number of children ever born to all ever-married women. These questions were asked in 
the 1991 census (SCI, 1993) and the 1996 one-per-cent post-census enumeration survey (SCI, 1998). The published 
tables based on the questions in these censuses and surveys provided the necessary information from which current 
fertility and cumulative fertility rates have been calculated. The data on marital status and educational attainment are 
taken from the published tables of the censuses and surveys carried out by the Statistical Center of Iran. 

Data on contraceptive use and method mix were obtained from the yearly KAP (knowledge, attitude and prevalence) 
surveys of the Ministry of Health and Medical Education. These surveys were based on samples of about 20,000 
households in rural and urban areas; they were carried out between 1992 and 1997. A baseline survey was carried 
out in 1989 based on a sample of about 9,000 households in urban and rural areas. The published tabulations of these 
surveys were presented at annual national conferences on population and made available for this study.1 

The onset of the fertility transition: 1966-1976  

Population growth and crude birth rates  
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During the 10-year period from 1966 to 1976 the Iranian population experienced a modest fertility transition: the 
population increased from 25.7 million to 33.7 million (table 1). This increase implies an average annual population 
growth rate of 2.7 per cent; the annual rate during the preceding decade was 3.1 per cent.  

Table 1. Population growth rate in the Islamic Republic of Iran, 1956-1996 

Source: Rates are calculated from censuses: 1966, 1976, 1986, 1996. 
a Includes 1.8 million Afghan refugees. 
b The population growth rate excluding 1.8 million Afghan refugees is 3.4 per cent per year.  

Table 2. Changes in crude birth rate in the Islamic Republic of Iran, 1966-1996.  

Source: Crude birth rates for 1966 are estimated from the 1966 census; M. Amani, Estimation of Number of Births 
in Urban and Rural Areas of Iran ( Tehran, Tehran University, 1970). See text for 1976, 1986, 1991 and 1996. 

The decreasing trend in the population growth rate reflects a lowering of the birth rate. Indeed, the estimated crude 
birth rate declined from 49 live births per thousand in 1966 to 42.7 per thousand in 1976 (table 2). The crude birth 
rate for the rural areas declined less rapidly between these two dates, i.e. from 52 per thousand to 49.1 per thousand. 
However, the crude birth rate in rural areas in 1976 still represented one of the highest crude birth rates in the world. 
In sharp contrast, the crude birth rate of the urban population declined from 45 per thousand in 1966 to 32.7 per 
thousand in 1976, a drop of more than 25 per cent in 10 years. Thus, the early fertility transition emerged mainly in 
the urban areas of the country in the early 1970s. 

Demographic factors affecting fertility 

The fertility decline which brought about the transition in the crude birth rate in the 1970s was the outcome of three 
demographic factors: a change in the age at marriage, the proportion married and the levels of age-specific fertility. 
A demographic mechanism that contributed to the decline in the birth rate in the 1970s was the increasing age at first 
marriage. The increase is reflected in declining proportions of young women who are married. In 1966, among 
women 15-19 years old, about half (46.5 per cent) were married (table 3). This figure decreased to 34.2 per cent in 
1976, a decline of 12.3 percentage points or, in relative terms, a decline of 26.5 per cent during the 10-year period. 
For women 20-24 years old, the decline was 8 percentage points, from 86.6 to 78.6 per cent, equivalent to a relative 
decline of 9.2 per cent. 

Table 3. Changes in percentage of females ever married at ages 15-19 and 20-24 and changes in female singulate 
mean age of marriage: Islamic Republic of Iran, 1966-1996 

Year Population (millions) Average annual growth rate 
(%)

1956 18.9 2.2
1966 25.7 3.1
1976 33.7 2.7

1986 49.4a 3.8b

1991 55.8 2.5
1996 60.1 1.5

Year Total Urban Rural

 
Crude birth 
rate (per 
thousand)

Decadal 
change  
(per cent)

Crude birth 
rate (per 
thousand)

Decadal 
change  
(per cent)

Crude birth 
rate (per 
thousand)

Decadal 
change 
 (per cent)

1966 49.0 - 45.0 - 52.0 -
1976 42.7 -12.9 32.7 -27.3 49.1 -5.6
1986 47.6 11.5 37.5 14.7 50.7 3.3
1991 38.2 -19.7 34.8 -7.2 45.2 -11.0
1996 26.0 -31.1 25.1 -28.1 33.1 -27.1

Year 

15-19 20-24 Female 
singulate mean 
age at marriage 

(years)
Percentage ever 

married Change (per cent) Percentage ever 
married Change (per cent)

1966 46.5 - 86.6 - 18.4
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Source: Calculated from Statistical Center of Iran data for 1988, 1993, 1994 and 1997.  

Table 4. Proportion of women currently married as percentage of the total female population, by age: Islamic 
Republic of Iran, 1966-1996  

Source: Calculated from Statistical Center of Iran data for 1972, 1980, 1988, 1993, 1994 and 1997.  

Table 5. Age-specific fertility rates ( per thousand females aged 15-49 )and total fertility rates: Islamic Republic of 
Iran, 1976-1996  

1976 34.2 -26.5 78.6 -9.2 19.7
1986 33.5 -2.0 73.6 -6.3 19.8
1991 25.5 -23.0 67.1 -8.8 20.9
1992 23.2 -9.0 65.8 -1.9 21.3
1993 22.0 -5.1 64.4 -2.1 21.7
1996 18.6 -15.5 60.7 -5.7 22.4
1986-1996  -44.5  -17.6  
1991-1996  -27.1  -9.5  

Age 
Percentage currently married

1966 1976 1986 1991 1993 1996
Total 
15-19 44.8 33.9 33.2 25.1 21.5 17.5
20-24 84.7 77.5 72.6 66.3 63.5 59.4
25-29 94.4 91.5 90.0 86.1 84.5 84.0
30-34 94.8 94.6 92.1 92.0 91.6 91.1
35-39 92.6 94.4 92.2 93.1 93.4 93.0
40-44 88.1 91.2 90.1 91.6 91.9 91.9
45-49 81.4 86.2 83.7 89.0 89.1 89.2
15-49 80.8 75.2 72.4 70.2 68.8 66.6
Urban 
15-19 38.9 30.2 31.8 24.2 20.4 17.5
20-24 79.8 72.9 73.9 66.1 63.8 59.5
25-29 91.7 90.1 87.1 85.6 84.7 83.6
30-34 92.8 93.2 91.5 91.4 91.1 91.1
35-39 91.0 93.2 92.2 92.5 93.0 93.8
40-44 85.2 91.0 91.2 91.0 91.5 92.1
45-49 77.6 84.3 88.5 87.0 88.3 89.2
15-49 79.4 74.2 72.9 71.2 70.1 66.6
Rural 
15-19 48.9 37.6 34.0 25.9 22.7 19.7
20-24 88.0 82.5 73.8 66.5 63.1 58.4
25-29 95.4 94.2 89.8 87.0 84.2 81.8
30-34 95.9 96.0 93.5 93.3 92.6 90.8
35-39 94.6 95.5 94.0 94.2 94.0 93.4
40-44 89.7 92.1 92.4 92.7 92.6 92.6
45-49 83.9 87.8 89.3 90.5 90.0 90.3
15-49 83.4 78.2 73.3 68.8 66.9 64.7

Age 
Total Urban Rural

1976 1986 1991 1996 1976 1986 1991 1996 1976 1986 1991 1996
15-19 150 149 108 64 123 122 103 58 169 157 116 72
20-24 316 303 252 191 258 232 335 176 360 350 300 212
25-29 301 313 249 184 216 231 212 164 359 380 321 226
30-34 242 274 211 125 145 197 169 114 306 340 290 167
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Source: Rates are calculated and adjusted from Statistical Center of Iran data for1977, 1988, 1993 and 1998.  

A second mechanism affecting the birth rate was the changing proportion of women of childbearing age who were 
married (see table 4), which affects women's "exposure to current fertility". The proportion of women currently 
married for all women aged 15-49 decreased from 81 per cent in 1966 to 75 per cent in 1976. The extent of decline 
in the proportion married is also shown separately for the rural and the urban populations. In urban areas, the 
proportion of married women declined from 79 per cent in 1966 to 74 per cent in 1976; in rural areas, from 83 to 78 
per cent. The decline in proportions married is apparent for all women below age 30 in both the rural and the urban 
populations. These changes resulted in less exposure to current fertility in 1976 as compared with 1966. 

The most important pattern of change affecting the crude birth rates shown in table 2 was the decline in age-specific 
fertility rates (table 5). This decline in fertility contributed significantly to the lowering of the crude birth rate over 
the decade. Age-specific fertility rates declined for all women between the ages of 20 and 40, while the total fertility 
rate, a summary measure of age-specific fertility, dropped from 7.7 children per woman to 6.3. 

The change in age-specific fertility rates was much more pronounced among the urban than the rural population. 
Total fertility declined by around 30 per cent –- from 6.3 children per woman to 4.4 -- an absolute decline of almost 
two births per woman. This major drop reflects the much lower age-specific fertility rates in 1976 for women aged 
20 years and older. The data in table 5 indicate, for example, that the age-specific fertility rate for urban women in 
the age group 35-39 declined by as much as 65 per cent. In rural areas, total fertility declined from 8.2 children per 
woman to 7.8, an absolute decline of 0.4 during the decade. 

Political change and the socio-economic environment 

In sum, during the late 1960s and early 1970s, the country had entered a new phase in its demographic transition, 
one characterized by the onset of fertility decline. Although the lowering of the birth rate at the national level was 
relatively moderate, the major drop in fertility in the urban areas clearly signalled the potential for a broad-based 
fertility decline. This broad-based fertility decline was generated by formal government policies during the period 
1966-1976. Two policy approaches were particularly notable in this regard. One aimed at enhancing the legal and 
social status of women and increasing their participation in the social and economic domains outside the household. 
Interventions made during the period to improve the status of women were both legal and symbolic. They included 
granting women the right to vote and to political participation, and placing women in high official positions within 
the government bureaucracy. They also included the adoption in 1967 of the Family Protection Law, which barred 
husbands from obtaining a divorce unilaterally and permitted the registration of the divorce only upon acquisition of 
a court order; further, it prohibited polygyny without the permission of the first wife. Yet another measure was 
promotion of women's participation in the government-organized literacy and health corps. These policies were 
geared not only towards promoting the status of women but also towards indirectly affecting the pattern of family 
formation and levels of fertility.  

A second policy approach was aimed at promoting fertility control directly, reflecting the government’s commitment 
to an anti-natalist population policy. The policy was implemented by a government-backed increase in the 
availability of contraceptive services, a programme supported by corresponding educational and promotional 
campaigns. As a result of this programme, the number of women practising contraception increased notably. In 
1967, when the official family planning programme started, the number of "acceptors" was only 10,000, a negligible 
proportion of Iranian women 15-44 years old. By 1976, the reported number of acceptors of contraception exceeded 
570,000, equivalent to 11 per cent of the women of reproductive age (Nortman and Hofstatter, 1980).  

The demographic changes resulting in lowered birth rates were also supported by structural changes in the society 
and economy of the Islamic Republic of Iran. The period 1966-1976 witnessed a significant acceleration in the level 
and rate of economic growth, industrialization, urbanization and education (Abrahamian, 1982). The share of 
manufacturing in the gross national product (GNP) rose from 11 per cent in 1966 to 17 per cent in 1976. The number 
of hospital beds increased from fewer than 30,000 to about 50,000 and the number of schools and universities 
increased (SCI, 1967; 1980).  

35-39 169 211 164 73 91 143 122 63 225 272 237 185
40-44 85 112 88 31 45 72 62 26 111 148 129 465
45-49 212 29 28 18 13 17 20 18 45 40 42 18
Total 
fertility 
rates 
(children 
per 
woman)

6.3 7.0 5.5 3.4 4.4 5.1 4.6 3.1 7.6 8.4 7.1 4.6
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Rapid changes in the country's socio-economic environment were also reflected in the proportion of the population 
living in urban areas. The share of the urban population within the total population was 38 per cent in 1966, rising to 
47 per cent in 1976. During the same period the share of the population living in cities of 100,000 or more people 
increased from 21 to 29 per cent. Literacy rates in general and female literacy rates in particular improved. In urban 
areas, women joined the labour force in clerical and manufacturing jobs. In contrast, the proportion of children aged 
10-14 who were working declined from 25 per cent in 1966 to 15 per cent in 1976 (SCI, 1980). Such changes helped 
to create the socio-structural precursors of fertility decline: high rates of infant and child survival, declines in the 
economic contribution of children to the family and increased costs for their upbringing, and improvements in the 
legal and socio-economic status of women.  

Stalling of the fertility transition: 1976-1986  

Population growth and crude birth rates 

During the period 1966-1976 the population increased rapidly, but the rate of growth eventually began to slow 
owing to the decline in fertility. During the next 10 years, from 1976 to 1986, this downward trend in fertility was 
reversed and the rate of population growth once again accelerated dramatically. The size of the population rose from 
33.7 million in 1976 to 49.4 million in 1986. This implies an average annual growth rate of 3.8 per cent during the 
10-year period, one of the highest rates in the world for a national population (table 1).  

One component of this huge population increase was the influx of refugees from Afghanistan; their numbers were 
estimated to be 1.8 million. If the refugee population is excluded, the average annual population growth rate during 
the 10-year period drops to 3.4 per cent –- still a far higher rate of growth than the figure of 2.7 per cent estimated 
for the period 1966-1976.  

Two factors may explain the arithmetic in this reversal of the downward trend in the rate of natural increase: a 
decline in the crude death rate and an increase in the crude birth rate. Owing to incomplete and lagged registration 
data, no direct measures of Iranian mortality are available. However, it is plausible to assume that a significant 
decline in infant mortality affected rural areas and small towns where the revolutionary government helped to 
establish electricity and sanitary water supplies.  

Even with the improvement in the level of child survival, the main explanation for the increase in the rate of natural 
population growth thus must rest primarily on an increase in the crude birth rate. Indeed, the estimated crude birth 
rate increased from 42.7 per thousand in 1976 to 47.6 per thousand in 1986 (table 2).  

Demographic factors affecting fertility change  

The same three demographic mechanisms which were used previously to explain the changes in the crude birth rate 
will be considered in relation to fertility change in the period 1976-1986. As for the age at marriage, the singulate 
mean age of marriage for women in 1986 remained virtually unchanged from the 1976 level. The stalling of the 
previous trend towards later age at marriage is also reflected in the data on the proportions ever married (table 3). 
The proportion at ages 15-19 decreased only slightly, from 34.2 per cent in 1976 to 33.5 per cent in 1986. This 
modest 2 per cent decline contrasts sharply with the 27 per cent decline experienced during the preceding 10-year 
period.  

A similar contrast between the two periods is indicated, to a somewhat lesser extent, in the changing proportions of 
currently married women; this proportion measures the risk of being exposed to childbearing. As the data in table 4 
show, the proportion of women aged 15-49 who were married continued to decrease during the period but at a much 
slower pace than earlier. The proportions currently married fell from 75 per cent in 1976 to 72 per cent in 1986. It is 
worth noting that the decline was sharper among rural than urban women. In urban areas, the overall proportion 
currently married declined only moderately. However, exposure to the risk of childbearing for young urban women 
(those between 15 and 24) actually increased during this period. This increase contributed to the rise in the crude 
birth rate in urban areas.  

Table 5 shows changes in the rates of age-specific fertility and total fertility. The latter measure increased by close to 
one (0.7) child per woman, or by 11 per cent, over the period, i.e. from 6.3 children per woman in 1976 to 7.0 in 
1986. This increase was due entirely to the significant rise in age-specific fertility rates for women aged 25 and 
older. For women 35-39 and 40-44 years of age, the increase was especially sharp: about 25 and 32 per cent, 
respectively. 

The shift in the age pattern of fertility occurred among both rural and urban women. The total fertility rate for these 
subpopulations increased by nearly the same absolute amount, namely 0.6 and 0.7 child per woman, respectively. 
The relative increase, at 16 per cent, was sharper among the urban population, where the total fertility rate grew from 
4.4 children per woman to 5.1 (table 5). In the rural areas, the rate increased from 7.6 children per woman to 8.4, a 
relative increase of 8 per cent.  
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Political change and the socio-economic environment  

The 1979 revolution was a turning point in the country's social and economic history. The revolution changed the 
fabric of the society and economy through policies aimed at revitalizing Islamic values in all aspects of life. Legal 
changes introduced to implement these policies and a cultural shift towards Islamic values were reinforced through 
the mass media, especially television, and formal and informal educational programmes. A number of factors created 
a favourable political environment for a higher level of fertility during the early years after the 1979 revolution.  

First of all, the family planning programme introduced by the former monarchical regime did not have very much 
support among lay and religious groups. Therefore, immediately after the revolution, the programme was shut down 
by the Islamic government as a signal of its lack of interest in population policy.  

The change in policy regarding family planning contributed significantly to the pro-natalist environment which 
emerged following the revolution. This change was accompanied by renouncing the 1967 Family Protection Law 
which was aimed at improving the status of women, at least symbolically. Religious and political leaders suggested 
that the dignity of women could be best attained if women were to concern themselves with domestic affairs and 
rearing generations of good Muslims. Extra-household roles, especially those which would mix men and women in 
the workplace, were perceived as contaminating Islamic values and thus posing a threat to society. Although at no 
time was there reference to or direct encouragement of higher fertility and family formation by the revolutionary 
leaders, the legal and sex role changes that did occur created an environment that encouraged having more children.  

The war with a neighbouring country contributed to the environment supportive of higher fertility. On one hand, the 
increasing number of casualties as a result of the ongoing war would make any reference to a birth control policy or 
population limitation seem odd, to say the least, for any member of the rank and file of the government to mention. 
On the other, as the war continued, the government's official position was to refer to the size of the Iranian 
population as a measure of "comparative advantage" and a major propaganda issue -- if not a real asset. In this 
context, many of the top leaders of the country showed a sense of relief and joy when the first results of the 1986 
census were published; the data indicated that the population had reached 50 million. Such an attitude among the 
leadership provided positive encouragement towards larger family size among families and a sense that there was no 
need to use any contraceptive methods. Also, the war rationing system may have contributed indirectly to the rise in 
fertility. As the war continued, the supply of imported foods and other necessities declined. Rationing was 
introduced on the basis of family size. Although this was not a deliberate pro-natalist policy, during the first part of 
the 1980s it operated as an incentive for having more children and stalling the demographic transition.  

Acceleration of the demographic transition: 1986-1996  

Population growth and crude birth rates 

In contrast to the 1976-1986 intercensal period during which the country experienced a high rate of population 
growth, i.e. 3.4 per cent annually, the recent census revealed a sharp decline in population growth during the period 
1986-1996 (table 1). Between 1986 and 1991, the average annual population growth rate was 2.5 per cent. The 
decrease in the population growth rate accelerated between 1991 and 1996. According to the count of these two 
censuses, the annual average rate of population growth was 1.5 per cent. This decreasing trend in the rate of 
population growth reflects a lowering of the birth rate. Indeed, the estimated crude birth rate declined from 48 per 
thousand in 1986 to 38 per thousand in 1991. As shown in table 2, the crude birth rate for rural areas declined about 
11 per cent during the two periods. This was the first time that rural areas in the Islamic Republic of Iran had 
experienced such a marked decline in the crude birth rate. 

The crude birth rate continued to decline sharply during the period between the 1991 and 1996 censuses. The crude 
birth rate of the urban population declined from 35 per thousand in 1991 to 25 per thousand in 1996, a five-year drop 
of 28 per cent. The decline in the crude birth rate among the rural population was 27 per cent during this period. 
While a crude birth rate of 33 per thousand for rural areas is still very high, the decline that has occurred in such a 
short period is an indication of the depth of the transition in the country's fertility level in recent years.  

Demographic mechanisms affecting fertility change 

All three demographic factors previously considered in terms of fertility change account for the observed decline in 
the crude birth rate during the period 1986-1996, namely increased age at marriage, changes in the proportion 
married and levels of age-specific fertility. Of course, these measures did not operate independently of one another 
and their influence on overall fertility in part overlapped; however, the overall impact of these factors on the decline 
of the birth rate over a 10-year period has been very impressive.  

An important demographic mechanism that contributed to the decline in the crude birth rate between 1986 and 1996 
was the increasing age at first marriage for women, which is reflected in the changing proportions of young women 
who were ever married (table 3). Among females 15-19 years old, 33.5 per cent were ever married in 1986. This 
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figure decreased to 19 per cent in 1996, a decline of 15 percentage points, or in relative terms, a decline of 44 per 
cent during the 10-year period. For women aged 20-24, the decline in those who were married was 13 percentage 
points, i.e. from 74 to 61 per cent, which is equivalent to a relative decline of 17.5 per cent. A summary expression 
of these changes is the increase in the singulate mean age of marriage, which rose from 19.8 years in 1986 to 22.4 
years in 1996, a relative increase of 13.3 per cent. The increase in age at marriage has occurred in both rural and 
urban areas.  

A second mechanism affecting change in the birth rate during the 1986-1996 period was the changing proportion of 
women of childbearing age who were married (table 4). A strong declining trend in exposure to current fertility is 
observed in table 4 for that 10-year period. The proportion of currently married women decreased from 72 per cent 
in 1986 to 67 per cent in 1996 for all women aged 15-49. In urban areas, the proportion of married women declined 
from 73 per cent in 1986 to 67 per cent in 1996; in rural areas, from 73 to 65 per cent. The decline in the proportion 
married is apparent for all women below age 30, in both the rural and the urban population. These changes resulted 
in a significantly lower exposure to fertility in 1996 as compared with 1986 in rural areas.  

The major factor affecting the decline in the birth rate during the 1986-1996 period was the decrease in age-specific 
fertility rates (table 5). This decline in fertility contributed vastly to the lowering of the birth rate over the 10-year 
period. The age-specific fertility rate declined for all women and, as a result, the total fertility rate dropped from 7.0 
children per woman in 1986 to 3.4 in 1996, a relative decline of about 50 per cent. This is a marked decline in 
fertility during only one decade. Contrary to past experience, fertility decline in the period 1986-1996 involved a 
sharp decline for the first time in rural areas. Over the 10-year period, the total fertility rate declined 
unprecedentedly, from 8.4 children per woman to 4.6, a relative decline of 45 per cent.  

Political change and the socio-economic environment  

In sum, during the 10-year period 1986-1996, the Islamic Republic of Iran resumed its demographic transition, 
which had started in the 1970s but was stalled in the early 1980s. The lowering of the birth rate during this renewed 
transition has been speedy; a broad-based fertility decline has been observed across both urban and rural areas. 

Implications for policy and programme  

The increase in age at marriage is an important factor in the observed decline in total fertility. However, the crucial 
part of the drop in total fertility is the result of the sharp decline in marital fertility. The brisk decline in marital 
fertility started during the 1986-1991 period, as shown in table 5; it accelerated during the 1991-1996 period, the era 
which concurs with the establishment of an extensive family planning programme by the Government of the Islamic 
Republic of Iran. Hence, in understanding this significant and sharp decline in total fertility, two groups of factors 
should be considered. One group includes all the changes which led to the socio-structural precursors for fertility 
decline and motivation for a smaller family size. The other group of factors includes direct policy changes by the 
government regarding population and birth control during this period. The first group includes factors which reduced 
the demand for children and increased the motivation for smaller family size goals. The second group included 
factors which contributed to the ideation and feasibility of the attainment of goals related to smaller family size. 

Table 6. Percentage of households with access to amenities: Islamic Republic of Iran, 1976-1996 

Source: .. Not available.  
Note: Statistical Center of Iran data for 1980 and 1997. 

Table 7. Literacy rate of Iranian women in reproductive age groups, 1976-1996 

  
1976 1986 1996

Total Rural Urban Total Rural Urban Total Rural Urban
Clean water 52.0 21.5 89.3 74.2 52.1 90.5 87.2 71.1 96.3
Electricity 48.3 14.2 90.2 84.2 66.1 98.1 95.3 88.5 99.1
Shower .. .. .. 44.1 17.5 63.3 65.6 37.0 81.2
Telephone 6.7 0.2 13.6 11.1 0.6 18.5 33.1 10.0 46.0

Age group 1976 1986 1991 1996
15-19 47.6 70.2 85.2 93.1
20-24 35.3 59.6 76.6 87.3
25-29 27.2 48.2 67.7 81.1
30-34 21.0 39.1 58.1 73.3
35-39 15.1 30.8 49.2 63.4
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Source: Statistical Center of Iran, 1998.  

We start with the factors which contributed to the motivation for smaller family size. One important factor which has 
contributed to the lower demand for children, and hence declining total fertility, is the drastic improvement in child 
survival experienced during the last two decades. Between 1976 and 1991, infant mortality decreased from 112 per 
thousand live births to 63.2 infant deaths per thousand births (SCI, 1995). This decline represents a drop of almost 
50 per cent in the infant mortality rate. The continued decline in infant mortality is related to community 
development projects in rural villages which have brought electricity and sanitary water supplies to rural households 
(table 6) and the wide expansion of the primary health care network in rural areas. According to the 1986 census, 
about 52 per cent of the households in rural areas had access to piped water in 1986 compared with 21.5 per cent of 
the rural households in 1976. By 1996, the percentage of rural households with access to clean water had increased 
to 71 per cent. Similarly, the percentage of rural households which had access to electricity in their home increased 
from 14 per cent in 1976 to 66 per cent in 1986 and 88 per cent in 1996. These local development efforts have been 
important forces for improving the environment for child survival. 

Another accomplishment of the government that has had a direct influence on the drastic increase in child survival is 
the wide expansion of the primary health care network in rural areas through the recruitment and training of local 
health personnel. 

The network of rural health workers (behvars), which covers almost 80 per cent of the villages nationally, consists of 
local middle-school graduates who are trained to provide a variety of primary health care services in their residential 
villages and five nearby villages. There is no doubt that the expansion of the rural primary health care network has 
been a major factor in the infant mortality decline in rural areas, which is a favourable condition for a lower demand 
for children. 

The role of educational attainment of women in the transition to lower fertility is well established in the literature of 
fertility decline. The educational attainment of Iranian women during the last two decades consistently stands out as 
a factor contributing directly and indirectly to the country's fertility decline. In 1976, the literacy rate for Iranian 
females six years and older was only 35.5 per cent (Aghajanian, 1994). The situation for rural women was even 
worse, i.e. the literacy rate for this subgroup of the female population six years and older was only 17.3 per cent. 
During the 1976-1986 period, however, the female literacy rate almost doubled in both rural and urban areas. By 
1996, 74 per cent of females aged six years and older were literate (SCI, 1998). The literacy rate for rural women 
increased from 17.3 per cent in 1976 to 62.4 per cent in 1996. The improvement in the literacy rate of women in the 
reproductive age groups is very impressive (table 7). By 1996, at least 80 per cent of women in the age group 15-29 
were literate; for the age group 30-34, the literacy rate was 73 per cent. 

Table 8. School enrolment rate of the female population of the Islamic Republic of Iran, 1976-1996 

Source: Statistical Center of Iran data for 1980, 1988, 1993, 1994, 1997.  
Note: The school enrolment rate is defined as the percentage of the population of each age group enrolled in school.  

A more direct measure of education, which has a strong effect on fertility, is the school enrolment rate of the female 
population. The improvement in the school enrolment rate for the female population is shown in table 8; at the 
elementary school level, it approached 100 per cent in 1996. At the middle-school level, about 83 per cent of the 
female population were enrolled in 1996 compared with 64 per cent in 1986. At the high school level, the rate of 
enrolment increased to 48 per cent of the eligible population in 1996, from a rate of 25 per cent in 1986, a relative 
improvement of 88 per cent. It is plausible to assume that this rate will continue to increase. Based on casual 
observation by the authors and the results of an attitudinal study, it seems that obtaining a high school diploma 
before marriage has become quite common and desirable for women, especially in urban areas (Aghajanian, 
Tashakkori and Mehryar, 1996). 

As the education continuation rate rises among the female population, the idea of working outside the home is 
becoming more and more prevalent, and this has become another source of motivation towards smaller family size. 
In a recent study, more than 90 per cent of female adolescents in high school expressed their intention and desire to 
work outside the home after marriage (Aghajanian, Tashakkori and Mehryar, 1996). The majority of male 

40-44 10.8 24.1 39.2 54.1
45-49 10.3 17.0 31.0 42.1

Age group 1976 1986 1991 1996
10-14 54.7 64.3 79.6 83.2
15-19 25.8 25.5 38.8 48.1
20-24 6.3 4.6 9.7 13.2
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adolescents in the study indicated that they would agree with having their future wives work outside the home. The 
female adolescents also reported strong support from their parents for such work. The idea of women working 
outside the home appears to be developing further, because the government is also promoting women’s status and 
social participation (Ministry of Health and Medical Education, 1994a). 

The increasing cost of rearing children is another important structural factor in relation to declining fertility in the 
Islamic Republic of Iran. In the last two decades, the cost of rearing children, especially the cost of education, has 
been increasing. In addition, there appears to be a shift towards demand for a higher level of education for children -- 
both boys and girls -- and a higher level of consumption of modern goods. The higher level of consumption has 
become incompatible with having many children as the inflation rate has been increasing and the availability of 
modern imported goods has become limited. In the 1990s, Iranian families experienced significant economic 
pressures, with declines in their purchasing power (Karshenas and Pesaran, 1995). Couples have been adjusting to 
economic pressures through a reduced demand for children and, in turn, this has led to lower marital fertility. 
Another aspect of the effect of economic pressures is seen in the postponement of marriage of sons and daughters 
owing to the related costs of marriage and also the high cost of housing. Thus, economic pressures have contributed 
to the rise in the age at marriage. As shown in table 3, age at marriage has increased for women. The increase in age 
at marriage is also evident from the singulate mean age of marriage calculated for men; it increased from 23.6 years 
in 1986 to 25.6 years in 1996, a relative increase of 8.5 per cent (SCI, 1998). 

A comparison of the 1986 and 1991 data suggests that demographic and socio-economic factors had started to affect 
the fertility decline in the Islamic Republic of Iran starting from the middle of the 1980s. On the other hand, the 
fertility decline accelerated in the 1990s with an ideational change about birth control and family planning supported 
strongly by the government. This ideational change started with the adoption of a family planning policy by the 
government and the establishment in 1989 of a national family planning programme under the Ministry of Health 
and Medical Education. The main objective of the programme has been to encourage spacing of three to four years 
between pregnancies, to discourage pregnancy for women below 18 and above 35 years, and to limit family size to 
three children (see Aghajanian, 1998, for details of the policy change). 

An integrated component of the policy change, which has been very effective in promoting the adoption of family 
planning, has been the role of the religious and political leadership in ideational change towards smaller family size. 
During the 1990s, religious and political authorities convincingly argued that family planning and birth limitation are 
for the good of society and the family. Pragmatic religious views on smaller family size have been advocated by the 
rank and file of the clergy. The support of authorities for the family planning programme bestowed acceptability and 
permissibility on family planning as the "way things should be". Government officials and religious leaders have 
taken every opportunity to reinforce and promote family planning policy, birth control and the quality of children. 

Along with the ideational change introduced by the government, the Ministry of Health and Medical Education has 
implemented a vigorous family planning programme. Starting in 1989, the programme began providing free 
contraceptives (mostly pills and condoms) through its primary health care delivery system, a network that was 
developing and growing very fast. In 1991, a separate Department of Population and Family Planning was 
established to oversee family planning service delivery within the primary health care network. Within this network, 
female health care workers have facilitated the delivery of family planning services in small towns and villages. In 
addition to providing primary health care services, a major role of the female health workers is to provide 
information to married women regarding contraceptive use and the availability of methods. In rural areas, these 
health workers are responsible for the delivery of contraceptive information and contraceptive methods to married 
women in their villages of residence and five satellite villages. Each female health worker works in a health house 
which is supported and monitored by a rural health centre. The centre can arrange for birth control methods such as 
vasectomy and tubectomy. 

During the 1990s, both the public and the private sectors have been participating in the distribution of a variety of 
modern contraceptives, including the oral pill, condoms and IUDs, and the promotion of vasectomy, tubectomy, 
injection and implants (Norplant). 

Table 9. Contraceptive prevalence rate among married women 15-49 years old: Islamic Republic of Iran, 1976-1997 

Year 
Percentage using contraceptives
Total Urban Rural

1976 37.0 53.8 19.9
1992 64.6 74.1 51.5
 Modern 44.6 47.1 41.1
 Traditional 20.0 27.0 10.4
1994 72.2 77.6 63.5
1996 74.2 80.8 70.2
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Source: A. Aghajanian, 1995. "A new direction in population policy and family planning in the Islamic Republic of 
Iran" Asia-Pacific Population Journal 10(1):3-20; and Results of the 1997 Family Planning Survey of Iran and 
Results of the 1997 Family Planning Survey of Iran (Tehran, Ministry of Health and Medical Education, 1996; 
1997).  

The role of rural health workers has been vital in increasing the rate of contraceptive prevalence in rural areas. As a 
consequence of the effective delivery of family planning services, about 55 per cent of rural married women were 
using modern contraceptives in 1997 (table 9). In 1997, the overall contraceptive prevalence rate in urban areas was 
about 80 per cent and in rural areas it was 65 per cent. Thus, only eight years after its official establishment in 1989, 
the Iranian family planning programme had been able to extend its coverage to the majority of the target population, 
i.e. currently married women aged 15-49 years. This level of coverage is respectably high by international standards. 
There is no doubt that the country's effective family planning programme has been a major factor in accelerating the 
decline of fertility during the 1990s. 

The success of the family planning programme in contributing to the sharp and unprecedented decline of fertility in 
the Islamic Republic of Iran has significant policy implications for other Muslim countries with high levels of 
fertility. It is clear that family planning within a sound reproductive health policy can be acceptable to and supported 
and encouraged by religious and political leaders in a Muslim country such as the Islamic Republic of Iran. Once the 
educated technocrats described the issue of rapid population growth and the problems faced by the government, the 
religious leaders gave their complete support. In any Muslim country, interaction between religious leaders and 
government technocrats must be considered a vital part of programme implementation. Such interaction brings about 
political expressions by the clergy and religious politicians and creates an environment of acceptability among the 
common people with respect to the issues of birth control and family size limitation. Such a supportive environment 
makes the idea of smaller family size legitimate and acceptable for couples of all classes and all areas. 

The future 

The start of the fertility transition in the Islamic Republic of Iran can be traced back to the 1970s. At that time, it was 
a modest transition focused on urban areas. The fertility transition stalled during the 10-year period from 1976 to 
1986 owing to various social and political changes which affected, directly and indirectly, the family size goals of 
couples. The early post-revolutionary era, especially the years coinciding with the war being waged with a 
neighbouring country, was favourable to an increase in fertility. Yet this stalled pattern did not continue for long; the 
fertility transition resumed in the second half of the 1980s. The pace of the fertility decline was remarkable during 
the period 1986-1996. Conventional demographic transition factors, such as improvements in child survival, 
increases in the cost of rearing and educating children, along with decreases in economic benefits from them, have 
played an essential role in the recent fertility decline. The increases in levels of schooling and the aspiration for 
higher education among women have contributed to the lower demand for children. Iranian girls and women stay 
more years in school and university than was the case previously and this factor delays marriage and childbearing. 

There is no reason to expect that the observed trends in these factors will change in the future. The expansion of 
primary and preventive health care, along with the increasing number of trained health care providers in small towns 
and rural areas, will contribute to a further decrease in infant and child mortality. Rural development projects will 
continue to improve the availability of clean water and access to electricity for rural households. Such development 
projects will also contribute to improvements in child survival. 

Both individual families and the government are encouraging and supporting the education of women. The desire for 
educational attainment and work outside the home is very likely to increase further among Iranian women and this 
factor will result in higher opportunity costs associated with having a large number of children. 

Economic circumstances may improve in terms of a lower inflation rate, but it is hard to believe that better economic 
conditions will change the emerging small family size norms. The continuation of these factors may be expected to 
contribute to a continued decrease in fertility, especially if the Government of the Islamic Republic of Iran advances 
strong support for family planning and encourages the private sector to participate in supplying contraceptives. 

In conclusion, there is potential for a further decline in fertility, especially among the rural population. Despite this 
potential fertility decline, the Islamic Republic of Iran will be faced with a new baby boom as the women who were 
born during the 1976-1986 period will enter the reproductive age group within the coming decade. It is estimated 
that about 12 million women will be added to the 15-49 age group during the period 1996-2006. If their total fertility 
rate is only 2.0 children per woman, i.e. slightly below the replacement level of fertility, these women will add a 
total of 24 million births to the population. This pure demographic fact is an excellent reason for the government to 

1997 72.9 77.4 65.9
 Modern 55.4 54.8 56.6
 Traditional 17.5 22.6 9.3
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continue its strong support for family planning services and expand the personnel and development budget for 
improving the quality of family planning services and reducing the contraceptive failure rate among users. 

Endnote 

Original tabulations in Farsi are available from the authors upon request. 
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 Remittances not only contribute to raising economic well-being but can also modify the behaviour of the sending 
communities  

The costs and benefits issues of overseas migration in countries of origin are hotly debated in terms of the 
development process. International migration not only produces large inflows of valuable remittances but also offers 
an outlet for frustrated unemployed workers who might otherwise present serious domestic problems. As a result, 
policy makers in many less developed countries encourage overseas migration in order to reduce unemployment at 
home and accumulate valuable foreign exchange to stimulate economic growth. More than 100 million people were 
living outside their country of origin in the 1980s, according to a World Bank estimate (Russell, 1997). Migrants 
include a wide spectrum of populations: skilled and unskilled labourers, technical and kindred workers, voluntary or 
forced migrants moved from their place of origin in response to poverty or lack of employment, for example. 

Overseas migration from the poor "South" to the developed "North" has multi-dimensional effects on both the 
sending and the receiving communities (Hadi and Kamal, 1997; Shah and Arnold, 1985). Most studies conducted on 
this issue have concentrated on the demographic and economic aspects, ignoring the complex social and cultural 
consequences of international migration (Shah and Arnold, 1985). The social and cultural aspects of overseas 
migration on the countries of origin have recently been receiving most of the attention, but many studies have 
methodological problems, particularly in estimating the net effects of international migration on the socio-cultural 
spheres (Shah and Arnold, 1985). Although a considerable number of studies on the economic impact of South-to-
North migration on the sending communities have been conducted (Simmons and others, 1977; Goldstein and 
Goldstein, 1981), the findings remain inconclusive. For example, Simmons (1984) found migration to be an integral 
part of socio-economic development and concluded that the effects of migration depend on the context within which 
migration takes place. On the other hand, migration has been found in several studies to have a very weak and 
sometimes negative influence on socio-economic development (Durand and others, 1996; Simmons and others, 
1977; Dasgupta, 1981). 

The key to assessing the impact of migration on economic development is generally considered to be the 
contribution of remittances sent by the migrants to their families in the source countries. Socio-cultural changes that 
take place as a result of international migration are considered to operate through the diffusion of secular values 
along with remittances. The role of remittances in economic development is fairly well known, but their non-
economic impact, as well as the process through which the remittances and diffusion of values operate in order to 
change the society and culture, remains unknown. Overseas migrants interact with their families and other kin left 
behind in many ways in terms of the influence they have to modify traditional behaviour and values. In this article, 
we focus on two forms of influence on those left behind: (a) raising economic conditions through the injection of 
remittances; and (b) modifying social behaviour through the diffusion of secular ideas in the traditional cultures of 
the sending communities. The objective of this article is to examine the role of the economic and social aspects of 
overseas migration in raising the well-being of the household members left behind in rural communities of 
Bangladesh. 

Conceptualizing the linkage between migration and well-being 

Well-being is a process rather than a static condition, or the status of a situation; there is no universally accepted 
definition of "well-being". In this study, an attempt has been made to conceptualize well-being1 at the household 
level and focus on the economic and social dimensions only. A number of indicators are used to measure various 
aspects of socio-economic well-being. As the study conceptualizes the link between overseas migration and various 
dimensions of well-being of the communities left behind, we seek to examine a number of basic assumptions of the 
role of international migration on the presumed economic and social well-being of those left behind. These 
assumptions are based on available empirical evidence that reveals a strong influence of the behavioural aspects of 
international migration on improvements in the social, economic and health status of those left behind. One set of 
studies has assumed that the remittances sent by the migrants have little or no economic impact on the sending 
communities (Durand and others, 1996; Simmons, 1984; Dasgupta, 1981), whereas other studies have found 
considerable economic development as well as standard of living improvements (Abbasi and Irfan, 1983; Islam and 
others, 1987; Madhavan, 1985; Russell, 1997). 

In examining the effects of overseas migration on well-being, we have looked at three aspects2 of migration, namely 
duration of exposure, intensity of effect and the nature of exposure. First, we assumed that both the amount of 
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remittances and the diffusion of secular values greatly increase with the duration of stay of the migrants in overseas 
areas; thus, the duration of the period abroad is considered to be an important predictor of well-being. Second, it is 
expected that the amount of remittances sent to, and the frequency of contact of the migrants with, those left behind 
increase with the number of migrants per household; thus, the number of migrants per household is considered to be 
a predictor of the intensity of impact in both economic and social terms. Third, the behavioural aspects of change 
among migrants depend largely on the context in which the migrants live and interact. It is assumed that the social 
and cultural environment is very different in more developed countries such as those in Europe and North America, 
and Japan in Asia, than in less highly developed conservative countries such as those in the Middle East, and India 
and Malaysia in Asia. Thus, it is hypothesized that migrants living in developed countries are more likely to accept, 
adopt and promote secular behaviour patterns than migrants not living in such countries. 

The possible ways in which overseas migration may influence the different dimensions of human well-being are not 
clearly known. We focus on two aspects, namely inflow of remittances and diffusion of secular ideas,3 as vehicles of 
change in the socio-economic spheres of the households left behind. Remittances are expected to increase household 
income and the opportunity to save money, and to enhance the household's standard of living and income security by 
providing greater access to and control over resources. Greater availability of remittances may contribute to better 
housing conditions and increase access to and use of modern health services because the financial resources are 
sufficient to obtain health care and adequate food. 

Reduction of morbidity and decreased mortality are important indicators of human well-being in the conceptual 
framework of the study. Mortality is indirectly influenced by the economic and behavioural aspects of remittances 
through improvements in food habits, nutritional status and health-seeking behaviour. As a result of exposure to 
multi-faceted cultures, migrant families would have more knowledge about modern health facilities than others. 
They would be able to obtain necessary health care services and have greater confidence and ability to interact with 
health care providers. It is hypothesized that the diffusion effect of overseas migration can modify the health care 
behaviour of those left behind. 

Intense exposure to different cultures may modify traditional patriarchal attitudes towards gender roles and women's 
status. Also, greater participation in household decision-making occurs when women assume control over the 
resources of the households as a result of the long-term departure of adult men from the households. The change in 
women's position, with a greater understanding of the social and cultural factors affecting them, may result in greater 
mobility, reduce dependence on traditional patrons and increase self-confidence (Hugo, 1997). The presumed 
relationships depend on a complex set of confounding factors, some of which may have significantly altered or 
modified the direction of associations between migration and well-being variables. For example, in our study, village 
households of modest means had access to credit facilities to finance, without collateral, family-based micro-
enterprises such as farming, poultry- and cattle-raising, and vegetable gardening; this facility is not available to 
relatively better-off households. In such a context, the tendency to migrate to acquire capital quickly may be more 
attractive among the members of the relatively better-off than poorer households. Therefore, overseas migration may 
be a strategy, not only to escape unemployment and poverty (Massey and others, 1993; Russell, 1997), but also to 
earn money primarily to finance household consumption and secondarily to finance new productive activities. A 
number of individual and household characteristics, such as educational level, occupation, amount of land owned 
and religion of the household, influence the effects of overseas migration in terms of the change in well-being of 
those left behind. Also, the consequences may differ according to the duration, intensity and nature of exposure of 
migration. We assume and recognize, therefore, that the effects of overseas migration are multi-dimensional, 
complex and change in context and over time. 

Data and methods 

Although official emigration from Bangladesh began in the late nineteenth century (Islam and others, 1987; Hadi 
and Kamal, 1997), the national migration data from government departments are either incomplete or inaccurate. 
The data for this study were collected from a demographic surveillance system covering 70 villages located in 10 
regions of rural Bangladesh. A complete enumeration of the study villages in 1996 revealed that migrant households 
were concentrated in a few pockets. Migrant households were defined as households where at least one member 
either had been living, or had returned home after living, in a foreign land for at least six months. In total, 530 
migrant households were identified; of these, 515 provided information. A comparable number of non-migrant 
households were randomly selected from the same villages to yield a total of 1,030 sample households for the study. 
All sample households were interviewed that had provided information on economic conditions, amount of 
remittances,4 women's position, educational aspirations and the health status of the study households. The 
respondents were adult female members of the households. 

Because the study focuses on the socio-economic well-being of the members of the households left behind, the unit 
of analysis of this research is the "household". The sample households are categorized from three migration 
perspectives: (a) duration of exposure to migration: either non-migrant (migrant for less than 5 years) or migrant (a 
migrant for 5 years or more), (b) intensity of migration: (i) non-migrant, (ii) only one migrant and (iii) two or more 
migrants in each household and (c) nature of exposure to migration: (i) non-migrant, (ii) migrant living in a less 
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developed conservative country and (iii) migrant living in a more developed western country. 

The study assumes that overseas migration from villages significantly improves the socio-economic well-being of 
those left behind in the migrants' households. As there is no universally accepted indicator of well-being, we 
considered several proxy measures to understand it. Two dimensions of socio-economic well-being are 
conceptualized in this research: (a) economic well-being,5 which is considered to be a process of becoming capable 
of fulfilling the basic needs of all members of the household; its dimensions are increased by six indicators: ability to 
save money, raising living conditions, buying land, investing in a house, access to electricity and repaying debt, and 
(b) social well-being,6 which refers to changes in the behavioural aspects of a household's ability to satisfy other 
needs. Health-seeking behaviour, incidence of death, morbidity, education of children, women's position and 
practice of giving a dowry are used as indicators of social well-being. In this article, a description is provided of the 
demographic and socio-economic variables of the study households by duration of exposure of migration. The well-
being indicators are differentiated by the duration of exposure. The article also examines the net impact of various 
dimensions of overseas migration on the well-being variables. Findings based on cross-sectional data may generate 
biased estimates of the impact of overseas migration on socio-economic well-being because households that are 
relatively better off may be more likely than others to send their members overseas. To minimize the possibility of 
selection bias, multivariate analyses were used to control the effects of confounding factors. Despite these steps, the 
estimated effects of overseas migration on various dimensions of well-being may tend to distort the findings and the 
conclusions drawn from them. 

Findings 

Profile of the study households 

Table 1. Percentages and means of study variables, by duration of exposure to overseas migration, Bangladesh 

Note: Standard deviations are shown within parentheses; 1 hectare = 2.5 acres. 
a Calculated by taking into consideration all members of the household. 
b All members aged 6 years or older are considered. 
c Estimated as household-level variable.  

Information about the samples is summarized in table 1 where the study variables are differentiated by the duration 
of exposure to overseas migration. Mean household size is significantly higher among migrant than non-migrant 
households, indicating that the members left behind live in extended rather than nuclear households. When mean age 
of the members left behind of the non-migrant and migrant households are compared, no significant difference is 
observed. The differences in the proportion of males in the households indicate that migrants tend to be men. Mean 
schooling is much higher among the migrant than non-migrant household members, and the percentage of the 
population with at least a secondary level of education is also significantly higher among the migrant households. 
Recent migrants are relatively less educated than earlier migrants. 

At the household level, there appears to be a positive association between the amount of land owned and the duration 
of exposure to overseas migration, whereas non-migrant households have the least amount of land. It is not known, 
however, whether the remittances sent to the migrant households have played a role in this regard. The main source 
of earnings, i.e. the sale of manual labour,7 is about 42 per cent among the non-migrant households compared with 
less than 5 per cent in the migrant households. Credit facilities from non-governmental organizations are generally 
available to the bottom 50 per cent economically of the households in the study villages. The distribution of access 

Study variables 
Duration of exposure

None <5 years >5 years

Mean household sizea 5.68 6.04 6.59

Mean agea 24.2 24.9 24.6

Percentage malea 49.5 45.6 43.6

Mean schooling (years)b 1.73 (3.1) 2.50 (3.7) 3.15 (5.5)

Percentage with grade 10 or higher educationb 3.7 6.2 8.8

Mean land owned (acres)c 0.62 (1.49) 2.09 (2.57) 3.77 (8.67)

Percentage owning land of >2 acresc 23.0 36.2 44.4

Percentage selling labourc 42.2 4.5 3.9

Percentage with access to credit facilitiesc 40.9 19.4 13.1

Percentage Muslimc 72.4 91.0 82.4

N 515 362 153
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to credit facilities indicates that migrant households are generally less poor and have limited access to the local credit 
market. Overseas migration was found to be higher among Muslims than other religious groups in Bangladesh.  

Migration and economic well-being 

Table 2. Indicators of economic well-being, by duration of exposure to overseas migration, Bangladesh 

Table 3. Odds ratios for selected economic indicators of well-being, controlling for education level, occupation, 
amount of land owned, amount of remittances, religion and access to credit facilities of the household head, 
Bangladesh 

a = p < 0.10; b = p < 0.05; c = p < 0.01; d = Sample size is too small to estimate.  

Regarding the impact of overseas migration and duration of exposure on the economic indicators of well-being, it is 
clear that the remittances sent by the migrants can contribute towards the ability of the household members left 
behind to save money and improve their standard of living (table 2). The capacity to buy land, invest in building or 
repairing a house, and repay debt is also positively associated with the length of staying abroad. 

The net effects of the duration, intensity and nature of exposure to overseas migration on six dimensions of 
economic well-being are summarized in table 3. The regression equations are controlled for educational level, 
occupation, amount of land owned, amount of remittances, religion and access to credit facilities of the household 
head. Because the explanation of the effects of control variables on well-being indicators is relevant but not very 
important in our analysis, their estimates are not shown in the table. Data show that the duration of exposure is 
statistically significant for four of six indicators of economic well-being: raising living standards, buying land, 
access to electricity and repaying debt. When the duration becomes five years or more, the odds ratios of most 
indicators tend to increase or stabilize, except for living conditions and repayment of debt. These findings 
demonstrate that the longer a migrant is exposed to life in an overseas country, the greater is the likelihood that the 
household members of that migrant who are left behind will have a better living standard. 

The assumption that the intensity of exposure to overseas migration, measured by the number of migrants in each 
household, will have a significant positive effect on the economic well-being is found to be valid for each of the 
indicators. The intensity of impact is found to be particularly important in raising living conditions, buying land and 
repayment of debt. It is very difficult to explain why the economic well-being indicators, such as living conditions, 

Economic indicator 
Duration of exposure

None <5 years >5 years
Ability to save money 12.1 24.2 29.6 
Raising living conditions 32.4 49.4 51.0 
Buying land 8.6 23.9 30.7 
Investing in a house 39.0 39.3 40.5 
Access to electricity 15.5 40.6 62.1 
Repaying debt 25.1 47.5 35.3 

Migration type 
Economic well-being

Ability to 
save money

Living 
conditions Buying land Investing in 

house
Access to 
electricity

Repaying 
debt

 Duration of exposure
None 1.00 1.00 1.00 1.00 1.00 1.00

<5 years 1.12 1.52b 1.68b 1.07 1.73c 4.80c

>5 years 1.17 1.42 1.99b 1.08 3.67c 3.11c

 Number of migrants
None 1.00 1.00 1.00 1.00 1.00 1.00

One 1.06 1.41b 1.73b 1.06 2.01c 4.18c

Two or more 1.58 2.06c 2.02b 1.15 3.32c 5.05c

 Type of country where migrant lives
None 1.00 1.00 1.00 1.00 1.00 1.00

Conservative 1.09 1.46b 1.76b 1.08 2.10c 4.42c

Western 1.90 2.25b 1.96a 1.16 3.70c d
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purchasing land or access to electricity, would be better in households having migrants in western countries than in 
those having them in conservative countries even when the amount of remittances is controlled. Because the amount 
of remittances sent to the households is the key determinant of their economic well-being, it is quite possible that the 
chance to earn more money is higher in the more developed western countries than in conservative developing 
countries, even when the experience and skills of migrants working in the two types of countries are similar. 

Migration and social well-being  

Table 4. Indicators of social well-being, by duration of exposure to overseas migration, Bangladesh 

Table 5. Odds ratios for selected social indicators of well-being, controlling for education level, occupation, amount 
of land owned, amount of remittances, religion and access to credit facilities of the household head, Bangladesh  

a = p < 0.10; b = p < 0.05; c = p < 0.01; d = Sample size is too small to estimate.  

Indicators of social well-being also increase with the duration of exposure to migration (table 4). For example, 
instances of seeking health care from a qualified physician are significantly higher among migrant than non-migrant 
households and this behaviour increases in line with the duration of exposure. Similarly, the incidence of both 
mortality and morbidity is lower among migrant than non-migrant households. Also, the value of education is better 
understood by the members of the migrant households than their non-migrant counterparts. The women in the 
migrant households enjoy a better position than those in non-migrant households. Certain types of nuptial behaviour, 
such as the practice of giving dowry in marriage, is significantly less among the migrant than non-migrant 
households. 

The effects of duration of exposure are estimated in table 5, from which it is clear that overseas migration has some 
positive effects (p<0.05) on migrant households with regard to their seeking modern health care in the event of 
illness. This is probably because migrant households are financially better off and can better afford to visit a 
qualified practitioner than can members of a non-migrant household (Hadi and Kamal, 1997). Also, the diffusion 
effect of secular ideas may have played a role in modifying the health-seeking behaviour of the migrant households 
through frequent contacts between the migrants and their household members left behind. Ability to spend money 
for health care increases with the duration of stay overseas. This trend is quite distinct, which indicates that the 
intensity of the effect (or the number of migrants per household) not only raises the level of earnings and remittances 
per household but also significantly multiplies the diffusion effect on the migrant households. The diffusion of 

Social indicator 
Duration of exposure

None <5 years >5 years
Health-seeking behaviour 47.0 68.0 75.2
Incidence of death 16.5 12.6 13.7
Morbidity 45.9 41.6 43.8
Education of children 54.4 78.0 83.1
Women's position 9.6 28.7 22.2
Nuptial behaviour 59.9 38.0 16.9

Migration type Social well-being

Health behaviour Incidence of 
mortality

Morbidity 
rate

Education of 
children

Women's 
position

Nuptial 
behaviour

 Duration of exposure
None 1.00 1.00 1.00 1.00 1.00 1.00

<5 years 1.59c 0.63a 0.86 2.14b 2.09c 0.70

<5 years 1.90c 0.66 0.95 2.29b 2.09b 0.25c

 Number of migrants
None 1.00 1.00 1.00 1.00 1.00 1.00

One 1.53b 0.60c 0.86 1.98b 2.30c 0.56b

Two or more 3.10c 0.82 1.05 3.53b 1.14 0.50b

 Type of country where migrant lives
None 1.00 1.00 1.00 1.00 1.00 1.00

Conservative 1.60c 0.61c 0.88 2.24c 1.96c 0.56b

Western 6.38c d d 1.32 6.51c d
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secular values is assumed to play an important role in modifying behaviour, while it is also expected that the 
diffusion process depends on the social and cultural environment where the migrants live and interact. We assumed 
that migrants in more developed western countries would have a more secular outlook than migrants living in 
relatively conservative countries. As expected, the modern health-seeking behaviour is significantly higher in 
households having migrants living in western countries than in those having migrants living in conservative 
countries. We found that morbidity is lower among migrant households than other households, as has been found in 
other studies (Parasuram, 1986), although the difference is not statistically significant. The data also support this 
notion that overseas migration has negative effects on morbidity among people left behind when other variables are 
controlled. As with morbidity, the incidence of mortality appears to have a negative association with the duration, 
intensity and nature of exposure to migration. We have seen previously that the remittances, as well as the diffusion 
of cultural values, have significantly modified the health-seeking behaviour of the household members left behind 
(Brittain, 1990). Better living conditions may also have reduced the incidence of illness which, along with modern 
health-seeking behaviour, may contribute significantly to reducing the incidence of mortality (Hadi and others, 
1997). 

Sending children to school in a traditional community is considered an important indicator of social well-being as a 
significant proportion of school-age children remain out of school. The data show that the role of overseas migration 
has a significantly positive effect on raising school enrolment. The aspiration for the education of children increases 
with the length of stay and intensity of exposure to migration (Gilani, 1983), indicating that both remittances and 
secular values have played an indirect role in modifying behaviour relevant to the education of children 
(Roongshivin, 1985). 

The practice of giving dowry for marriage, particularly among the poorer strata of society, is widespread in 
Bangladesh (Amin and Hadi, 1998), even though receiving a dowry is illegal. The dowry system has remained 
culturally acceptable to the wider community; however, there is a small section of society that consider the practice 
of dowry to be wrong and unjust, arguing that the sanctions against it should be enforced. Overseas migration 
appears to play a negative role with regard to the practice of dowry, even if the amount of remittances sent to the 
dependent households is controlled (table 5). Our assumption is that the diffusion effect of secular values from other 
countries through international migration will reduce the practice of giving dowries among migrant households. 
Although the capacity of migrant households to spend money in the form of providing dowries is higher than their 
non-migrant counterparts, because the migrant households are better able to save more money than non-migrant 
households (Gulati, 1983), none of the households with migrants living in western countries reported providing 
dowries, which clearly demonstrates the diffusion effect of secular values on entrenched cultural behaviour. 

The process of empowerment in a patriarchal society is considered to be an important dimension of social change. 
Reductions in gender inequality and improvements in women's position in the household as well as in the 
community are expected to increase the overall well-being of people. Women's position, measured as the extent to 
which women can decide or actively participate in the household decision-making processes, is positively and 
statistically significantly (p<0.01) associated with the duration, intensity and nature of exposure to international 
migration. In many cases, the households left behind are headed by women because of the prolonged absence of 
adult men. Thus, women in the migrant households are forced to play additional domestic roles (Hadi and Kamal, 
1997). In the absence of men, women are not being dominated by men (Khafagy, 1982; Hadi and Kamal, 1997), a 
situation that also substantially increases their role in decision-making (Shah and Arnold, 1985; Shaheed, 1981; 
Gulati, 1983). Women's status increases in line with the duration of adult men's stay overseas. The diffusion effect 
also plays a significant role in other ways as the women who have family members living in western countries are 
more likely to enjoy more freedom than others. The absence of men encourages women to play a major role in 
managing the household (Gulati, 1983); further, it enhances their ability to develop independently and helps them to 
cultivate new interests and discover hidden potential (Go and others, 1983). 

Conclusions and implications 

Within the framework of the migration of individuals, this research integrates economic, social and behavioural 
aspects of the households affected by the inflow of remittances and diffusion of secular values from overseas. The 
findings extend those of previous studies and highlight the importance of South-to-North migration for raising living 
standards and changing social behaviour in a developing country setting (Islam and others, 1987; Madhavan, 1985; 
Russell, 1997). Aspects of migration, such as duration of exposure, intensity of effect and the nature of exposure, are 
shown to be major predictors of influence on those left behind. The predictor variables explaining most of the 
indicators of well-being are shown to be statistically significant. 

Previous studies on the role of remittances in improving the economic and social spheres of those left behind are not 
conclusive regarding long-term effects. Major concerns are whether South-to-North migration is beneficial or 
detrimental to development efforts in the long run, whether it reduces or increases inequalities in income 
distribution, or whether it reduces the pressure of unemployment among educated youths (Fergany, 1982; 
Madhavan, 1985). Although overseas migration from Bangladesh has been a continuous process for a long time, the 
rate of international migration has remained insignificant. Earlier studies have indicated that the demographic 
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consequences of out-migration are negligible at the national level. Our study clearly indicates that there are some 
positive changes in terms of a better standard of living as a result of the inflow of remittances. In view of the 
pressure of unemployment among educated youths and the fact that a large proportion of recent migrants come from 
poor households, it is unlikely that South-to-North migration will be detrimental to economic development, or will 
increase economic inequalities in society. With respect to the flow of remittances along with familial exchanges with 
those left behind, our analysis leads us to conclude that migrants who earn money and stay abroad longer are more 
likely to be able to save money and invest the remittances in less productive sectors than non-migrants. The 
economic well-being of those left behind depends on the intensity and duration of exposure as well as the possibility 
of earning and sending more money to their dependants at home. Although most of the remittances sent to family 
members usually go towards consumption, the remittances along with the diffusion of knowledge have the potential 
to modify the socio-cultural behaviour of those left behind. The intensity and direction of the change in behaviour 
depend on the context. The possibility of a behavioural change is very low if the migrants live in a relatively less 
developed closed society compared with living in an advanced and open culture. 

The assumptions of the contribution of overseas migration to those left behind developed and tested in this study 
suggest that the flow of remittances, along with the diffusion of secular values from the North to the South, are key 
processes through which various forms of migration operate to improve the socio-economic well-being of those left 
behind in the sending communities. This approach helps to explain earlier misconceptions about why international 
migration has produced differential or undesirable outputs in developing country settings. With increasing 
globalization of economies, the magnitude of South-to-North migration is likely to grow in coming decades 
(Skeldon, 1998). 

Governments as well as private foundations should play a facilitating role by providing appropriate structures for the 
spending of remittances and modify the livelihood as well as the behaviour of the migrant communities. 

Endnotes 

1. Well-being at the family level is the process of improving all spheres of human life. For simplicity, we have 
narrowed the concept to two dimensions: economic and social. Six indicators are estimated to measure each 
dimension, recognizing the fact that the indicators have only partially reflected the well-being of the family. 

2. Three types of overseas migration are used in this study since the purpose of the research has been to understand 
all possible kinds of effects of migration on those left behind. 

3. By "secular ideas" we mean modern, progressive and scientific approaches to understanding and explaining any 
issue, event or change. 

4. The amount of remittances is used as a control variable along with educational level, occupation, amount of land 
owned, religion and access to credit facilities. The remittance data for the previous five years were collected 
retrospectively, i.e. by asking the respondents for details. The actual amount of remittances sent to the households 
left behind was difficult to measure since remittance-related records are not generally preserved in most households. 
Thus, the amount of remittances calculated may not be very accurate. 

5. Economic well-being is measured by using a set of proxy variables as follows: 

(a) Ability to save money. The income and expenditure of the household for the one year preceding the survey were 
estimated by asking the respondent for details. If the income of the household was higher than the expenditure, the 
household was considered to be "able to save money". 

(b) Raising living conditions was based on self-assessment of the standard of living during the previous five years by 
the household members. The consumption of food, and expenditure on clothes and other basic necessities were 
considered in assessing the changes in living conditions. 

(c) Buying land. As the rural economy is primarily agricultural, the land in villages in Bangladesh has remained as 
the major source of income. Buying land during the previous five years was considered a measure of economic well-
being at the household level. 

(d) Investing in house. After fulfilling the basic necessities, the tendency among the better-off rural households has 
been to build or renovate their living quarters. The respondents were asked whether they invested money in building 
or renovating their house during the previous five years. 

(e) Access to electricity was considered as both a status symbol and an indicator of living conditions since most of 
the households in the study villages had no electrical facilities in their houses. 

(f) Repaying debt was measured by asking whether the household was able to pay off debt during the previous year. 
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Ability to repay a loan was considered to be an indicator of economic well-being. 

6. Social well-being is understood by the following indicators: 

(a) Health-seeking behaviour depends not only on financial capacity but also on the perceptions of the household 
members about illnesses and their remedies. The respondents were asked to report the measures taken by them at the 
time of illness of any household member during the previous one-year period. The use of modern health care 
facilities, such as seeking advice from qualified physicians or certified rural medical practitioners, was considered 
"modern" and seeking help from spiritual healers, quacks etc., was considered "traditional" health behaviour. 

(b) Incidence of mortality. Prevention of premature death was an indicator of well-being. The variable indicates the 
occurrence of premature death in the household during the previous five years. 

(c) Morbidity. Illness of any household member destabilizes the well-being of the household. Morbidity was 
measured by asking whether any member of the household was ill during the previous three months. 

(d) Education of children. Access to school for all eligible children (aged 6-15 years) was considered an indicator of 
social well-being. Education of children was measured by asking whether all eligible children in the household were 
enrolled in school during the time of the survey. 

(e) Women's position was measured by asking whether a woman could make her own decisions or could actively 
participate in the decision-making processes within the household. Decision-related issues include education for 
children, type of treatment to be given for herself or her children, whether or when to visit birthplace or other places, 
amount of money to be spent on behalf of family members during festivals, and whether or how much money should 
be lent to or borrowed from others. 

(f) Nuptial behaviour. Dowry practices are widespread in rural Bangladesh, although a smaller section of the 
community considers it improper. Nuptial behaviour was measured by asking whether any member of the household 
received or provided dowry in marriages during the previous five years. 

7. The concept of "sale of labour" of a household is extensively used by NGOs in identifying the poorer sections of a 
community. A household was considered poor if any adult member of that household sold his or her manual labour 
services for at least 100 days a year and owned cultivable land of 50 decimals (1 decimal = one hundredth of an 
acre) or less. 
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Reproductive health care is being promoted as a way to address a range of women's health needs as well as 
improve the quality of services provided for current family planning users. By reducing ill health and 
premature deaths, reproductive health care is considered a worthy investment in its own right. It also may 
encourage more women to adopt family planning and thereby lower fertility rates. Women in developing 
countries face a number of special health risks associated with sexuality and childbearing. According to the 
World Bank (1993), about one third of the total disease burden that women face is linked to pregnancy, 
childbirth, abortion and various reproductive tract disorders. Women are more susceptible to sexually 
transmitted diseases (STDs) including HIV than men (Aitken and Reichenbach, 1994) and can pass these 
on to their unborn children. 

Similarly, reducing infant and child mortality has long been a goal of population policy. In Bangladesh, one 
of the important reasons for high rates of infant and child mortality is the limited use of health care services 
by mothers (Kabir and Amin, 1993). There are a number of other factors related to infant and under-five 
mortality. These include low levels of income per capita, poverty, poor sanitation, female illiteracy, poor 
quality health care services, inadequate nutrition and low use of oral rehydration therapy, as well as 
breastfeeding patterns, contraceptive prevalence rates and immunization. Available information from the 
Bangladesh Demographic and Health Surveys (BDHS) indicates that only 29 per cent of mothers had 
antenatal care services. 

An important element in reducing health risks for mothers and children is to increase the proportion of 
babies delivered in proper health facilities. Proper medical attention and hygienic conditions during 
delivery can reduce the risk of infections and facilitate management of complications that can cause death 
or various illness for the mother or the newborn child (Mitra and others, 1997). The demographic and 
health survey information on maternal and child health indicates that about 95 per cent of births in 
Bangladesh are delivered at home and more than half of these births (57 per cent) are attended by untrained 
traditional birth attendants (dais), followed by relatives/others at 25 per cent. Professional doctors attend 
only 5 per cent of births. Less than half of the children are fully immunized. The 1996/97 BDHS 
information suggests that about two thirds of the children under five years of age had received vitamin A 
capsules. 

In terms of nutrition, breastfeeding is universal in Bangladesh, with 92 per cent of mothers reporting that 
they breastfed their children. The mean duration of breastfeeding was about 30 months. The nutritional 
status of the children suggests that about 55 per cent suffered from stunted growth, with 55 per cent being 
in the low weight category for their age. Mothers' behaviour in seeking health care services, for either 
preventive or curative purposes, is an important factor in determining child survivorship through the child's 
health and nutritional status, as well as through her own health status. A major goal of the country's fifth 
five-year plan is to achieve considerable reductions in infant, child and under-five mortality. The plan also 
provides strategies for improving access to health care services, in particular maternal and child health care 
services. 

The purpose of this paper is to investigate the level of health-seeking behaviour of mothers and to assess 
how their health-seeking behaviour is affecting infant and child mortality in Bangladesh. The study also 
attempts to identify important factors that affect mothers' health-seeking behaviour. The aim is to enable 
the findings to be put to use in helping policy makers in planning appropriate strategies to improve the 
health of this highly vulnerable population group. The study should also help to identify groups of women 
and children who are at risk because of a lack of access to essential antenatal and postnatal services. The 
effects of socio-economic and demographic factors on the health-seeking behaviour of mothers are also 
examined. 

For the present analysis, maternity history data obtained in the 1996/97 BDHS were utilized. The unit of 
analysis was children born 1-15 years preceding the survey. Children who had experienced at least one year 
of exposure to the risk of dying were taken as the unit of analysis. Direct estimates of the probabilities of 
infant and child mortality were calculated for each category of independent variables. To investigate the 
possible relationships between the dependent and explanatory variables, bivariate analysis was carried out. 

1



 

In addition, logistic regression analysis was also carried out to identify the significant variables which have 
influenced the health-seeking behaviour of mothers. 

Bivariate analysis 

Maternal education 

Table 1. Distribution of births and probabilities of dying in infancy and childhood, by selected 
characteristics, 1996/97 Bangladesh Demographic and Health Survey 

Variables
Number Probabilities of dying 

(per thousand)
Exposed 

births Neonatal Infant Child Neonatal Infant Child

Maternal education

No education 12,118 811 1,315 460 66.93 108.52 37.96 
Primary 5,061 287 447 160 56.71 88.32 31.61 
Secondary/higher 2,360 113 162 49 47.88 68.64 20.76 
Place of residence
Urban 2,600 139 222 54 53.46 85.38 20.77 
Rural 16,939 1,072 1,702 574 63.29 100.48 33.89 
Toilet facility
Flush 1,642 68 99 27 41.41 60.29 16.44 
Other 17,897 1,143 1,825 1,825 63.87 101.97 33.58 
Antenatal care
Doctor/nurse 3,209 184 277 70 57.34 86.32 21.81 
Traditional 10,109 704 1,113 367 69.64 110.10 36.30 
Breastfed
Yes 13,057 809 1,296 433 61.96 99.26 33.16 
No 261 79 94 4 302.68 360.15 15.33 
Age of mother at time of child's birth
15-19 5,052 401 589 162 79.37 116.59 32.07 
20-29 9,775 505 849 318 51.66 86.85 32.53 
30-49 4,063 239 397 109 58.82 97.71 26.83 
Sex of child
Male 9,865 687 1,046 277 69.64 106.03 28.08 
Female 9,674 524 878 351 54.17 90.76 36.28 
Immunization
No 2,284 138 201 86 60.43 88.00 37.65 
Incomplete 3,496 210 331 109 60.07 96.05 31.18 
Complete 6,628 352 526 171 53.11 79.36 25.80 

BCGa vaccination
No 3,239 145 214 91 58.19 85.87 36.52 
Yes 9,916 555 844 275 55.97 85.11 27.73 
Polio vaccination
No 2,326 141 204 87 60.62 87.70 37.40 
Yes 10,082 559 854 279 55.45 84.71 27.67 

DPTb vaccination
No 2,759 158 238 105 57.27 86.26 38.06 
Yes 9,649 542 820 261 56.17 84.98 27.05 
Measles
No 4,922 286 444 170 58.11 90.21 34.54 
Yes 7,486 414 614 196 55.30 82.02 26.18 
Birth order
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a BCG = bacillus Calmette-Guerin vaccine against tuberculosis. 
b DPT = diphtheria-pertussis-tetanus. 

The estimates of neonatal, infant and child mortality by various socio-economic and demographic 
characteristics are shown in table 1. Following the pioneering work by Caldwell (1979), it has been argued 
that, other things being equal, children of educated mothers experience lower mortality than the children of 
uneducated mothers. Maternal behaviour may be more important to child mortality than to infant mortality. 
Hence, the effect of maternal education may increase with the age of the child (Caldwell and Caldwell, 
1993). Education may affect access to health facilities at the community level. Caldwell's (1979) analysis 
demonstrated that the mother's education is a more decisive determinant of child survival than other family 
characteristics such as husband's occupation and education. Ware (1984) pointed out that educated mothers 
are likely to be better nourished and more willing to ignore harmful food taboos during pregnancy than 
their less educated counterparts. The information presented in table 1 demonstrates that educated mothers 
are more likely to use health services, feed their children better, have a higher level of contraceptive use 
and act in various ways to improve the traditional means of health care. These mothers also use more 
effective contraceptive methods than others. Lindenbaum and others' (1985) study in Bangladesh indicated 
that hygiene may be a powerful indicator for discriminating between educated and uneducated mothers. 
Table 1 confirms that the higher the level of educational attainment of the mother, the lower the level of 
infant and child mortality. The analysis of infant mortality by level of education suggests that the infant 
mortality rate of children born to uneducated mothers is almost 58 per cent higher than that of children 
born to educated mothers. The child mortality rate is about 83 per cent higher for the children of 
uneducated mothers than children of mothers with a secondary or higher level of education. Higher 
immunization levels for the children of educated mothers may reduce the likelihood of diseases such as 
measles, thereby reducing the mortality rate for children of both educated and uneducated mothers in a 
community owing to "spillover" effects. The educational differentials in the number of immunizations 
continue to be large, suggesting that educated mothers are more likely to engage in health-seeking 
behaviour. 

Urban-rural differential 

The type of place of residence is also an important determinant of child survival. Kabir and Chowdhury 
(1993) explained that urban-rural differentials may be attributed to differential health care services, 
including higher coverage with immunization, safe delivery of births and access to health care services. 
The analysis of the 1996/97 BDHS data indicates that neonatal mortality risk in rural areas is 18 per cent 
higher than that of children in urban areas (63 versus 53). The urban-rural differential is greatest at ages 1-4 
years and smallest during the neonatal period. Infant mortality rates are 100 deaths per thousand and 85 per 
thousand live births in rural and urban areas respectively. 

Sex differential 

Chen and others (1981) argued that the sex differential in infant and child mortality may be due to the sex-
biased health and nutrition behaviour of mothers. Intra-family resource allocation and behaviour reflect 
such sex biases. The information presented in table 1 indicates that, at the neonatal and infant mortality 

1 1,462 43 67 13 29.41 45.83 8.89 
2-3 6,415 349 522 134 54.40 81.37 20.89 
4+ 11,662 819 1,335 481 70.23 114.47 41.25 
Birth interval
<18 months 1,786 102 170 64 57.11 95.18 35.83 
18-35 months 6,928 401 637 223 57.88 91.95 32.19 
36+ months 5,447 328 526 175 60.22 96.57 32.13 
Survival of preceding births
Alive 14,721 642 1,009 335 43.61 68.54 22.76 
Dead 2,440 471 756 219 193.03 309.84 89.75 
Assisted delivery
Doctor/nurse 1,838 100 168 54 54.41 91.40 29.38 
Traditional 9,023 547 882 293 60.62 97.75 32.47 
Source of drinking water
Piped/public tap 18,498 1,135 1,802 598 61.36 97.42 32.33 
Others 1,041 76 122 30 73.01 117.20 28.82 
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stages, the mortality of male children is higher than that of female children. For instance, the infant 
mortality rate for female children was about 17 per cent lower than that of male children (probability of 
dying = 106 versus 91). However, child mortality was higher among female children than male children 
(probability of dying = 36 versus 28). The differences in the child mortality rate may be explained in terms 
of biases against girls in the provision of health care and the distribution of food. 

Assisted deliveries 

An important element in reducing health risks for mothers and children is to increase the proportion of 
babies that are delivered under medical supervision in health facilities. Proper medical attention and 
hygienic conditions during delivery can reduce the risk of infections and facilitate management of 
complications that can cause death or serious illness for the mother and/or the newborn child. Therefore, 
assisted delivery is also an important determinant of child survival. In Bangladesh, many children die 
owing to the lack of safe delivery facilities. Untrained dais, relatives and neighbours attend most of the 
deliveries, a practice which presents risks to both the mother and the newborn baby. It is evident from the 
data that survival is higher among children born in proper health facilities and attended by professional 
doctors than those born at home attended by untrained dais. These results may imply that more and better 
antenatal care services during pregnancy may increase the children's chances of survival. 

Breastfeeding 

Infant feeding has an impact on both the child and the mother. Feeding practices are important 
determinants of children’s nutritional status and many studies have shown the beneficial effects of 
breastfeeding on the nutritional status, morbidity and mortality of infants (Hobcraft and others, 1984; 
Benefo and Parnell, 1991). Breastfeeding also has an indirect effect on the postpartum fecundity of mothers 
(Kennedy, 1990). In particular, more frequent breastfeeding is associated with longer periods of postpartum 
amenorrhoea, which in turn are related to longer birth intervals and lower fertility levels (Salway, 1998). 
The effects of breastfeeding on infant survival seem to be greater during the early months of life (Shah and 
Khanna, 1990). The information presented here suggests that children who are breastfed are more likely to 
survive than those who are not breastfed. 

Immunization 

The immunization of children is an important factor that contributes to the child's chances of survival. The 
data show that the immunization status of children is a factor in their survival status. The chances of 
survival of children who have been immunized are higher than those of children who have not been 
immunized (88 versus 79). The effect of immunization on child mortality is much higher. For instance, the 
chance of survival of immunized children aged 1-4 years is about 50 per cent higher than children 
immunized before reaching the age of one (table 1). 

Drinking-water facilities 

The presence of a piped water supply or electricity is likely to reflect community characteristics as well as 
household income. Access to safe drinking water is also related to child survival status. Infant and child 
mortality rates are lower among children whose households use piped water than those who use water from 
other sources. In our study, infant mortality was 20 per cent lower for children whose mothers use piped 
water than other sources of water. It is assumed that piped water is safer and more hygienic than water 
from other sources, especially water from ponds, canals and rivers. 

Toilet facilities 

There was a substantial difference in mortality differentials by access to a toilet. Children's mortality in 
households with a flush toilet was considerably lower than those from households with other types of toilet 
facility. For example, in households without a flush toilet, child mortality was more than double that of 
children from households with such a facility (probability of dying = 16 versus 34). Similar differentials 
existed with regard to neonatal and infant mortality, but not on so large a scale as with child mortality. 

Age of the mother at time of child's birth 

The relatively high risks of infant death associated with young maternal ages (less than 20 years) or older 
mothers (35 years and older) for first and higher order births and with short birth intervals are well 
documented. The age of the mother at the time of the child's birth is also an important factor for child 
survival. Both neonatal and infant mortality were found to be higher for mothers who were under 20 years 
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of age. Infant mortality was lower for children whose mothers were aged between 20 and 29. The risk of 
infant mortality increases as the mothers grow older. The relationship between infant mortality and age of 
mothers is U-shaped. For example, the infant mortality rate for children of mothers under 20 years at the 
time of their child's birth (117 deaths per thousand live births) was about one and half times higher than the 
rate for children whose mothers were 20-29 at the time they gave birth (87 deaths per thousand live births). 
Neonatal mortality of the children whose mothers were under 20 years at the time of the child's birth was 
54 per cent higher than the children whose mothers were in the age range 20-29 years at the time of giving 
birth. The impact of the mother's age at the time of the child's birth was stronger on neonatal deaths than on 
infant deaths (table 1). 

Birth order of the child 

The associations between birth order and infant and child mortality risks were found to be high. The pattern 
of mortality may be related to the age of the mother, because most first births occur among teenagers who 
physically are at higher risk of experiencing the death of a child. On the other hand, higher birth order 
children are more likely to be born to older mothers and these children may face competition for resources 
such as food and medical care (Rutstein, 1984). Our analysis also supports this contention. For instance, 
second and third order births experienced higher neonatal and infant mortality than first order births. 
Similarly, for birth orders of four and above, mortality was higher than that of second and third order 
births. 

Birth interval 

The most striking finding can be found in the relationship between mortality rates and the length of the 
interval between births. The information provided here indicates that short birth intervals significantly 
reduced a child's probability of survival. Under-five mortality was 57 per cent higher for children with a 
preceding birth interval of less than four years than for children with a preceding interval of four years or 
more (probability of dying = 37.5 versus 24.2) (Mitra and others, 1997). The association prevailed in all 
age groups of children, but it was most pronounced in the case of child mortality. The findings support the 
significance of child-spacing practices as a means of reducing under-five mortality. 

Logistic regression analysis 

Table 2. Logistic regression coefficients of the effect of selected demographic, socio-economic and health-
seeking variables and child mortality: 1996/97 Bangladesh Demographic and Health Survey 

Variables Neonatal Infant Child
Demographic variables
Sex of child

Male 0.2666a 0.1639b -0.2556b

Female 0.0000 0.0000 0.0000
Age of mother at time of child's birth
15-19 0.0000 0.0000 0.0000

20-29 -0.6255a -0.4989a -0.4707a

30-49 -0.5127a -0.3993a -0.7554a

Birth order
1 0.0000 0.0000 0.0000

2-3 2.1213a 2.0226a -0.7265a

4+ 2.6850a 2.6413a -0.1887f

Birth interval
<18 months 0.0000 0.0000 0.0000

18+ -0.1491d -0.1421c 0.0139

Survival of preceding births

Alive -1.8119a -1.8287a -1.3624a

Dead 0.0000 0.0000 0.0000
Socio-economic variables
Maternal education
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a = p <0.001; b = p <0.005; c = p <0.01; d = p <0.05; e = p <0.10; f = p <0.15  

Logistic regression analysis 

In the bivariate analysis, we have documented certain relationships between various components of under-
five mortality and various socio-economic, biological and environmental factors. The logistic regression 
analysis is aimed at identifying the important contribution of variables that have an influence on the 
different components of under-five mortality. In the logistic regression analysis, our dependent variable is 
the survival status of the child: if the child is dead, the value is 1; if the child is alive, it is 0. Considering all 
the variables in one model, it is difficult to determine the relative importance of social, demographic and 
health-related variables. Generally, the socio-economic and demographic factors affecting infant and child 

No education 0.0000 0.0000 0.0000

Primary -0.1675d -0.2007a -0.3330b

Secondary/higher -0.2234d -0.3408a -0.7886a

Place of residence

Urban 0.1099 0.0929 -0.3705d

Rural 0.0000 0.0000 0.0000
Toilet facility

Flush -0.2390f -0.3430b -0.3002

Others 0.0000 0.0000 0.0000
Source of drinking water
Piped/public tap 0.1183 0.1222 0.2278
Other 0.0000 0.0000 0.0000
Electricity

Yes -0.3670a -0.2673a -0.0415

No 0.0000 0.0000 0.0000
Landholding

Yes 0.0435 -0.0232 -0.2619b

No 0.0000 0.0000 0.0000
Health-seeking variables
Antenatal care

Doctor/nurse -0.2380c -0.2802a -0.3745c

Traditional 0.0000 0.0000 0.0000
Assisted delivery
Doctor/nurse -0.0450 -0.0242 -0.4766
Traditional 0.0000 0.0000 0.0000
Place of delivery
Traditional 0.0000 0.0000 0.0000

Hospital/clinic 0.3385f 0.1993 -0.2629

Immunization
No 0.0000 0.0000 0.0000

Yes -0.4405a -0.5061a -0.3938a

Tetanus vaccination

Yes 0.5109a 0.3242a -0.1929e

No 0.0000 0.0000 0.0000
Ever breastfed

Yes -0.0698 0.1204e 0.5085a

No 0.0000 0.0000 0.0000
Visit by family planning worker

Yes -0.0605 -0.1249d -0.1821d

No 0.0000 0.0000 0.0000
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mortality are well established. Whether the health-seeking variables affect infant and child mortality 
directly or through improvements in socio-economic conditions is not well established. With this argument 
in mind, separate regression analyses were carried out for socio-economic, demographic and health-seeking 
variables for each component of child mortality. The results are shown in table 2. The logistic regression 
analysis for the demographic variables on neonatal mortality suggests that, with a few exceptions, variables 
such as sex of the child, age of the mother at the time of the child's birth, birth order, birth interval and 
survival status of the preceding birth are statistically significant with regard to the survival status of all the 
components of under-five mortality. Socio-economic variables such as level of education of the mother, 
type of toilet facility, access to electricity and ownership of land are statistically significant in terms of the 
survival status of the components of under-five mortality. Similarly, among the health-seeking variables, 
the variables antenatal care, breastfeeding status, tetanus vaccination during pregnancy, place of delivery 
and visitation by field workers are statistically significant in terms of different components of under-five 
mortality. However, it should be pointed out that the logistic regression coefficients for tetanus vaccination 
for neonatal and infant mortality are not in the expected direction. This may be attributed to the incomplete 
(partial) dose of the vaccine received by the mothers during pregnancy, which has failed to capture the 
vaccine's potential effect. All the significant demographic, socio-economic and health-seeking variables are 
combined in the final model and the results of the logistic regression are shown in table 3. 

Table 3. Logistic regression coefficients of the effect of selected predictor variables and child survival: 
1996/97 Bangladesh Demographic and Health Survey (for significant variables) 

Variables Neonatal Infant Child
Sex of child    

Male 0.2720a 0.1641b -0.2570b

Female 0.0000 0.0000 0.0000
Age of mother at time of child's birth    
15-19 0.0000 0.0000 0.0000

20-29 -0.6290a -0.5043a -0.4693a

30-49 -0.5126a -0.4436a -0.8173a

Birth order    
1 0.0000 0.0000 0.0000

2-3 2.0859a 1.9647a -0.5702a

4+ 2.6135a 2.5573a -0.0990

Birth interval    
<18 months 0.0000 0.0000 -

18+ months -0.1477d -0.1388c -

Survival of preceding births    

Alive -1.7850a -1.8033a -1.4142a

Dead 0.0000 0.0000 0.0000
Maternal education    
No education 0.0000 0.0000 0.0000

Primary -0.0847 -0.1156e -0.2894c

Second/higher -0.0508 -0.1507f -0.7953a

Place of residence    

Urban - - -0.3805d

Rural - - 0.0000
Toilet facility    

Flush -0.1448 -0.2040e -

Others 0.0000 0.0000 -
Electricity    

Yes -0.3258a -0.1986c -

No 0.0000 0.0000 -
Landholding    

Yes - - -0.2393c
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a = p <0.001; b = p <0.005; c = p <0.01; d = p <0.05; e = p <0.10; f = p <0.15  

Neonatal mortality 

The birth interval had a negative effect on the survival status of children. Table 3 suggests that maternal 
education and access to toilet facilities are not important determinants of neonatal mortality. The table also 
shows that, if the preceding birth interval is longer, then the risk of death is lower. For mothers whose 
children were born after a birth interval of 18 months or longer, the risk of their children dying at the 
neonatal stage was about 40 per cent lower compared with the reference category. Mothers' age, 
particularly those under age 20, posed higher risks of neonatal mortality for their children. Similarly, the 
higher the birth order, the higher the risk of neonatal mortality. Place of delivery was also found to be 
related to survival status, and access to electricity may also have influenced neonatal mortality. It is 
difficult to explain why neonatal mortality is high for mothers who delivered their babies at a health 
facility. The 1996/97 data by place of delivery suggest that only 4 per cent of births are delivered at a 
health facility. Perhaps a significant number of those women who delivered at a health facility may have 
been high risk mothers who felt the health facility would be better equipped to take care of complications 
than midwives and relatives at home. If this was actually the case, the mortality of such risk births even in 
health facilities may therefore be higher than otherwise expected. 

Infant mortality 

The logistic regression coefficients for infant mortality suggest that the higher the mother's age the lower 
the likelihood of infant mortality. As found in other studies, our research found that infant mortality was 
higher for male children than female children. The mother's age at the time of her child's birth significantly 
influenced infant mortality. Similarly, higher birth order had a positive influence on infant mortality. The 
survival status of the previous child was negatively associated with infant mortality. The higher the 
survival status, the lower the likelihood of infant mortality; the higher the birth interval, the lower the 
likelihood of infant mortality. Access to hygienic toilet facilities and electricity in the households was 
found to reduce infant mortality. Immunization status, breastfeeding status and field workers' visits to 
mothers of children under one year of age were also important determinants of child survival. 

Child mortality 

No - - 0.0000
Antenatal care    

Doctor/nurse -0.0296 -0.0038 -0.2484e

Traditional 0.0000 0.0000 0.0000
Place of delivery    
Traditional 0.0000 - -

Hospital/clinic 0.6629a - -

Immunization    
No 0.0000 0.0000 0.0000

Yes -0.4161a -0.4198a -0.3539a

Tetanus vaccination    

Yes 0.3860a 0.3618a -0.1082

No 0.0000 0.0000 0.0000
Ever breastfed    

Yes - -0.1139f 0.4227a

No - 0.0000 0.0000
Visit by family planning worker    

Yes - -0.1302d -0.1345f

No - 0.0000 0.0000

Constant -3.0012a -2.3681a -3.3106a

Chi-square 971.341a 1415.317a 440.718a

Degrees of freedom 17 18 17
N 18,067 18,780 17,484
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The variables which are statistically significant in terms of child mortality include sex of the child, age of 
mother at the time of the child's birth and survival status of the preceding child. For instance, the higher the 
age of the mother at the time of the child's birth, the lower the risk of child mortality. Female children have 
higher child mortality than male children. The survival status of the previous child also reduces child 
mortality significantly. The education level and land ownership of the mother were highly negative factors 
associated with child mortality. Child mortality was lower in urban areas than in rural areas. Antenatal 
services, immunization of children and field workers' visits to mothers also influenced child mortality. 

Discussion and conclusions 

Both the bivariate and logistic regression analyses identified some important determinants of the various 
components of under-five mortality such as neonatal mortality, infant mortality and child mortality. The 
analyses suggest that the risk of children dying is higher if the children are born to mothers under 20 years 
of age. The survival status of the preceding child has a strong association with the components of under-
five mortality. The death of a preceding child probably indicates the importance of biological factors, 
including physiological deficiencies in the mother and environmental problems that could carry over to 
later births. Neonatal and infant mortality rates were found to be higher for male than female children, but 
the child mortality rate was higher for female than male children. The analyses also indicate that survival 
status was lower for first order births, with survival status increasing for second and third order births. 
Survival status decreased with still higher order births, i.e. fourth and higher order births. The high 
mortality rate among first and higher order births may be related to the age of mother at the time of the 
child's birth; usually considered to be at high risk are births to very young and older mothers. Neonatal and 
infant mortality rates were found to be highest for children born fewer than 18 months after a preceding 
birth. The mortality risk declined with increases in the birth interval. The results also suggest that there are 
no significant differentials in urban-rural mortality risks for neonatal and infant mortality. However, there 
was a significant association between child mortality and type of place of residence. In the Bangladesh 
context, among the socio-economic indicators, the education of mothers who have completed at least 
primary education appears to be the most powerful variable for reducing child mortality. 

The important findings that emerge from this analysis show the importance of the mother's education, age 
at birth and birth interval, all of which are strongly correlated with neonatal and infant mortality. There are 
obvious reasons why educated mothers would make better use of modern health facilities, both for 
preventive and curative purposes. In addition to the increased propensity of educated mothers to seek 
medical attention for themselves and their children, it is likely that they do so with greater timeliness. The 
analysis also suggests that socio-economic factors, in particular the education of mothers, contribute to 
reductions in infant and child mortality through the mechanism of preventive measures. The utilization of 
maternal and child health care services, such as antenatal and postnatal care during pregnancy and after the 
delivery of the child, were found to have lowered infant and child mortality rates. However, in many 
instances, external factors supersede the ability of families to enhance the health of their children. In some 
instances, maternal education may also be related to harmful health–related behaviour. Educated mothers 
are likely to breastfeed their children or to breastfeed for a shorter duration. Studies show that breastfeeding 
is associated with low infant mortality rates (Palloni and Tienda, 1986). Thus, individual improvements in 
health-seeking behaviour may fail to translate into actual improvements in health. For example, Bicego and 
Boerma (1991) found few differences in the incidence of diarrhoea and maternal education levels. Onset of 
diarrhoea is probably related to the prevalence of disease in the broader environment and educated mothers 
may be able to do little to limit the exposure of their children -– particularly toddlers -- to diarrhoea. 

These observations suggest a need for further research and re-evaluation of the available evidence gained 
from engaging in policy advocacy. Because investment in women's education is desirable on grounds other 
than just health improvements, we have tended to evaluate the evidence for an education-health link less 
critically. However, this lack of attention may result in public policies based on unrealistic expectations of 
mothers and may result in lower levels of child health and increased burdens on mothers. This issue is 
particularly crucial in the context of privatization in which public investments in health delivery systems, 
food subsidies, water supply and sanitation systems are declining and a focus on primary health care is 
being replaced by a focus on selective health care (Pebley, 1993; World Bank, 1993). Our findings 
underscore the importance of directing explicit attention to community characteristics, such as access to 
primary health care facilities, number of physicians and nurses in the community, immunization campaigns 
and the nature of water and sanitation systems, in order to develop health policies that incorporate 
dimensions of investments in child health. 

Since birth intervals have a significant effect on the survival status of children, discouraging short birth 
spacing may still be a desirable goal for the purpose of improving infant and child health. The excess infant 
and child mortality associated with short birth intervals, however, is relatively modest, and the basis for a 
health rationale for spacing births remains hampered by the lack of a clear understanding of the 
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mechanisms underlying the association between short spacing and child mortality (Rahman, 1998). Our 
study suggests the importance of further reductions in neonatal, infant and child mortality for family 
planning to be successful in Bangladesh where mortality rates remain high. The analysis of the results 
justifies the approach of integrating maternal and child health and family planning programmes in order to 
ensure the success of family planning. Considerable proportions of couples whose last child died in early 
childhood constitute a high-risk group. They need information, motivation and contraception both for the 
spacing and for the limiting of births. A well-organized contraceptive-delivery approach should focus on 
couples whose last child died, in order to combat excess fertility and infant mortality, as well as to improve 
maternal reproductive health. 
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