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In 1998, Thailand’s Health Systems Research Institute, a unit within
the Ministry of Public Health, launched a comprehensive review of health
services available to elderly people in Thailand. As part of this review, staff
at Khon Kaen University gathered data on the provision of services by
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public facilities. Four methods of gathering data were used: (a) interviews
with policy makers and implementors; (b) a survey of elderly people in the
community; (c) exit interviews with patients at hospitals; and (d)
observations in hospitals. This article summarizes results obtained through
the latter three methods, A more detailed account of all four methods and
the results can be found in the final report (Kamnuansilpa and others,
1999).

Sample design and fieldwork

Data were gathered from 24 provinces covering all 12 zones
administered by the Ministry of Public Health; because Bangkok is not
administered by the Ministry of Public Health, it was therefore not included
in the sampling frame. The survey in the communities covered 2,533
respondents aged 60 or older, who were chosen using multi-stage sampling.
The sample was self-weighted between urban and rural areas and between
regions. In each province, hospital-based data were collected at one
provincial hospital and two district hospitals. Exit interviews with five
elderly patients were attempted at each hospital. Because some hospitals
had fewer than five elderly people when the authors visited, there are only
35.5 exit interviews, rather than the full 360. Observation data were collected
on patient management methods in each hospital. An interviewer sat in a
consulting room observing the patient-doctor interactions of five cases in
each hospital.

All this was carried out during October 1998 by seven teams, each led
by a member of the research group from Khon Kaen University. Most
interviewers were recruited from nursing colleges in the areas where the
data were collected.

Community and exit interview samples

Good reviews of the demographic profile and living conditions of the
Thai elderly can be found in Knodel and Debavalya (1997) and Knodel and
Chayovan (1997) in volume 12, number 4 of this Journal. The background
social and demographic data which we obtained from our surveys, shown in
table 1, do not differ in any significant way from those presented in the
earlier reviews. The majority of elderly people in the community and exit
interview samples have little schooling and large families, Females
outnumber males by about 2 to 1. About 40 per cent report themselves as
having a profession (occupation); by far the most common occupation is
farming.
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The health status of the elderly was not a major focus of this study.
Up-to-date information on the subject can be found in Wongsith and
Siriboon (1999: 122), who report that the most common chronic illnesses of
the elderly in Thailand are arthritis, diabetes, hypertension and diseases of
the neural system.

Two points about coverage by the health care system can be inferred
from the table. First, the proportion of people interviewed at the hospital
was smaller than would be expected given their share in the overall
population. The health of people aged 80 or older is presumably poorer
than that of younger groups, so their under-representation is likely to reflect
their reduced mobility. Second, urban people seem to be over-represented
among out-patients. Urban biases such as this are commonly observed in
studies of health-seeking behaviour.  Urban people live closer to the
hospital, and also tend to have a better education and more contact with
officialdom, which makes them more willing to make use of public facilities.

Coverage of the “old people’s card” scheme

In 1992, the government launched a programme issuing free health
care cards, known as “old people’s cards” (bat phu sung ayu), to all Thais
aged 60 or older (Gilson and others, 19988; Bunchalaksi and
Worasiriamon, undated:328).  In late 1998, instead of such cards, elderly
people were provided “health care cards” (bat sor phor ror), i.e. the same
cards that are given to other target groups. The goal of providing free health
care cards to all elderly people was, however, retained. Table 2 shows the
coverage of old people’s cards at the time of our survey. Note that in this
and other tables we have rounded numbers independently, so some rows or
columns may not tally to exactly 100 per cent.

As can be seen in table 2, about 80 per cent of the elderly people
possessed old people’s cards, about 9 per cent did not possess the
cards, but were enrolled in another scheme, and about 10 per cent were not
enrolled in any scheme. Under Thailand’s health care card scheme, even
this 10 per cent are entitled to request an exemption if they cannot afford
the fees and are approved by a social worker or other hospital staff
(Tangcharoensathien, 1995:10-11; Gilson and others,1998:8). The adminis- 
trators of some hospitals that we visited during fieldwork for the survey told
us that they had an informal policy of granting free care to all elderly
people, regardless of whether or not they held old people’s cards, without
requiring an interview with a social worker.
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Table 1. Background characteristics of respondents in
community and exit interview surveys in Thailand

Characteristics Community surveys

Males Females Males Females

(per cent)

Exit interview survey

Age
60-69
70-79

80+

Total

Marital status
Never-married

Currently married

Separated
Widowed

Divorced

Total

Living children
0
l-2

3+

Total
Residence

Urban
Rural

Total

Schooling
None

Some primary

Higher, other

Total

Profession (occupation)
None

Farmer

Retired official
Other

Total

Source of income
Employment

Children

Other relatives

Pension

Living allowance

Savings, interest
Rent

Totalb

51.6 49.6 50.7 57.1

34.6 35.8 44.2 35.5

13.7 14.2 5.1 7.4

100 100 100 100

1.8 3.4 0.0 2.3

74.6 38.3 76.1 41.9

2.2 4.0 1.4 5.5

20.7 53.0 21.7 49.3

0.7 1.2 0.7 0.9
100 100 100 100

4.3 6.1 2.2 3.7
9.2 11.2 11.6 12.4

86.5 82.6 86.2 83.9

100 100 100 100

11.2 11.6 33.3a 32.3a

88.8 88.4 66.7a 67.7a

100 100 100 100

14.3 31.5 9.4 26.6

72.3 64.8 76.1 66.8

13.4 3.7 15.5 6.5
100 100 100 100

48.0 67.2 45.7 61.8

36.7 21.4 34.8 24.9

3.9 0.4 8.7 0.9

11.3 11.0 10.8 12.4

100 100 100 100

34.5 22.9 30.4 33.6

73.6 82.4 68.8 75.6
1.7 2.3 1.4 3.7

4.7 3.0 10.9 1.8

1.7 1.8 2.2 0.9

4.1 3.5 5.8 7.4

2.0 0.8 0.7 0.9
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Table 1. (continued)

(per cent)

Characteristics Community surveys Exit interview survey

Males Females Males Females

Region
North
North-East
Centre
South
Total

Overall
Numbers

22.9 21.4 23.2 26.3

35.3 38.9 29.7 22.6

27.4 25.6 36.2 32.7

14.3 14.2 10.9 18.4

100 100 100 100

35.1 64.9 39 61

889 1,644 138 217

a Direct information on urban-rural residence unfortunately was not gathered for the
exit interview sample. Therefore, anyone living less than 5 km from the hospital was defined as
urban, and those living 5 km or more from the hospital as rural. Also, it should be noted that
the sample does not include Bangkok.

b Totals do not add up to 100 because some elderly people had more than one source
of income.

As can be seen in table 2, people in their 60s are less likely to have old
people’s cards than those in higher age groups. One reason for this seems to
be delays in providing people with cards after they reach 60. As shown in
table 3, a person’s likelihood of holding a card increased quite sharply with
each year they have attained over age 60. Unfortunately, the survey question
on people’s age did not require the elderly person to give an answer in
completed years. Most elderly people in Thailand calculate their age by
subtracting the year of their birth from the current year, which overstates
age in completed years by one year if they have not had a birthday during
the current calendar year. This means that the results in table 3 exaggerate
the delay in issuing cards. However, since there were only 2-3 months
remaining in the calendar year at the time when we conducted our survey,
only one sixth to one fourth of the people are likely to have overstated their
ages in the way discussed above, and the results shown in table 3 only
slightly overstate the real situation.

People living in urban areas and people with more education were less
likely than other groups to hold a card. More detail on these two factors is
shown in table 4. Both factors were evidently important: well-educated
people in urban areas were less likely to have cards than well-educated
people in rural areas, while urban people who were well-educated were less
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Table 2. Percentage of elderly covered by the old people’s
card and other health insurance schemes

in Thailand (excluding Bangkok)

Have old       Do not have old people’s card       Total           Number
people’s carda

Covered by
other schemeb

Not covered by
other scheme

Sex
Male
Female

Age
60-69

70-79

80+

Residence
Urban
Rural

Schooling
None
Some primary
Higher, other

Region
North
North-East
Centre
South

Overall

79 12 9 100 889

81 10 9 100 1.644

77 13 10 100 1,275

85 8 7 100 897

81 7 12 100 361

64 22 14 100 290

82 9 9 100 2.243

81 7 12 100 645

82 10 8 100 1,709

67 23 11 100 179

89 7 4 100 555

86 8 7 100 953

73 11 16 100 665

66 21 13 100 360

80.2 9.4 10.4 100 2,533

Source: Community interviews.
a Note that some of these people are also covered by other schemes.
b   For instance, the person has a health insurance card, is a retired official, or has a

child who is a retired official.

likely to have cards than urban people who were poorly educated. To some
extent, the reduced coverage in urban areas suggests that the municipal
authorities are less able or willing to obtain high coverage rates than their
rural counterparts. However, as shown in table 2, the proportions of urban
people and educated people covered by any scheme was not much lower
than the other groups. This suggests that there may have been less demand
for old people’s cards among urban people and educated people, since they
were already covered by other schemes.

Table 5 shows more detail on the people who did not have old
people’s cards, but were covered by other schemes. The “health insurance
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Table 3. Elderly people possessing old people’s
cards by single year of age, Thailand

Age Percentage with cards                 Number in sample

60     52   122

61     65   105
62     76   119
63     73   139
64     86   116

Source: Community interviews.

cards” are for a voluntary scheme promoted by the Ministry of Public
Health, in which households bought cards for 500 baht (US$l = about 38
baht) a year covering visits to public facilities for five of their members.
Retired government officials and parents of officials were entitled to free
care at government hospitals under the Civil Service Medical Benefit
Scheme. As apparent in the table, a large majority of the elderly people who
were not covered by the old people’s card, but who were covered by other
schemes, had children who were officials.

Payments

During 1999, the Ministry of Public Health began to discourage elderly
people from holding old people’s cards if they were already covered by
another scheme. At the time of our survey, however, it was not uncommon
for an elderly person to be covered by more than one scheme. In cases
where this occurred, the elderly person and the hospital had to decide
which scheme they would use to pay for treatment. Hospitals generally
prefer elderly people to use the Civil Service Medical Benefit Scheme,
which reimburses the costs of treatment on a fee-for-service basis. The
other schemes such as the health care cards and health insurance cards

Table 4. Percentage of elderly people holding old people’s
cards, by residence and education, Thailand

Education

Residence

Urban

Rural

Number

None                  Some primary                   Higher                     Overall

73 64 50 64

81 84 72 82

645 1,709 179 2,533
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Table 5. Percentage of elderly people who have no old people’s
cards, but are covered by other schemes, Thailand

 Have health card        Retired Official       Child is an Official           Number

Sex

Male
Female

Residence

Urban

Rural
Overall

19 25 60 111

22 5 76 161

10 22 76 68

24 11 68 204

21 13 70 272

Source: Community interviews.

Note:    Respondents could answer more than once, so rows do not add up to 100.

operate on a capitation basis: hospitals’ budgets are adjusted according to
the number of cases they treated during the previous year, rather than by
the cost of each treatment. Almost all hospital directors with whom we
spoke claimed that capitation payments under the health care card scheme
were not sufficient to cover costs.

During fieldwork, members of the research team observed that some
elderly people were reluctant to use the Civil Service Medical Benefits
Scheme for out-patient visits because they or their children were usually
required to pay “up front”, and there was a delay before reimbursement.
In-patients who are treated under this Scheme usually receive optional
extras such as private rooms. It is not known whether out-patients receive
comparable advantages.

Among elderly out-patients who had old people’s cards, 87 per cent
reported using them to pay for treatment (table 6). Of the remaining 13 per
cent, 9 per cent used other schemes, and 6 per cent reported that they
themselves or their children paid for treatment. Gilson and others
(199850-l) also found cases of people covered by health care cards making
payments when visiting health facilities. There are a number of possible
reasons why people with cards might have reported paying. Some of them
may have sought treatment outside the area where they were registered.
Some may have been paying for special services not covered by the old
people’s card, such as supplementary foods or the fitting of dentures. Some
may have been paying fees for obtaining cards. And finally, some may have
been forced to make payments for services which were supposed to be
provided free.
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Table 6. Source of payment for treatment of elderly people in Thailand

Made payment                           Used scheme               Total Number

(per cent)

themselves

Elderly    Child or         Old         Child is      Health      Othera

person/    relative       person’s    Official        card
spouse       paid             card
raid

Hospital
District
Provincial

Sex
Male
Female

Age
60-69
70+

Residence
Urbanb

Ruralb

Schooling
None
Some primary
Higher, other

Health scheme
Old people’s cardc

No card, has otherd

No card, no othere

Overall

7 4 66 13 8 2 100 233
5 3 56 16 17 3 100 122

7 7 62 7 14 4 100 138
7 2 62 18 9 2 100 217

7 4 60 12 16 2 100 194
6 3 65 I7 6 4 100 161

8 3 57 20 9 4 100 116
6 4 65 11 12 2 100 239

3 3 76 14 3 1 100 72
6 4 60 13 15 2 100 246

19 3 49 19 3 8 100 37

4 2 87 6 2 1 100 251
9 3 0 42 44 1 100 86

33 33 0 0 0 33 100 18
7 4 62 14 11 3 100 355

Source:    Exit interview.
a Village health volunteer, retired offtcial,  veteran schemes, or granted exemption by

hospital.
b Respondents are defined as “urban” if they live within 5 km of the hospital, and

“rural” if further away than this.
c Has old people’s card.
d  Does not have old people’s card, but is covered by other scheme.
e Does not have old people’s card and is not covered by any other scheme.

Among out-patients who did not have old people’s cards but who were
covered by other schemes, 12 per cent reported that they or their children
paid (table 6). This figure does not include people who expected to have
their costs reimbursed later under the Civil Service Medical Benefits
Scheme. Their reasons for paying presumably paralleled those for the
people with old people’s cards.
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Table 7. Percentage of elderly out-patients by the number of
kilometres travelled to reach the hospital, Thailand

Distance (km)                 0-4            5-9          10-49          50+         Total         Number

Hospital

Provincal
District

Source:    Exit interviews.

24 15 55 7 100 122
37 25 37 1 100 233

Of the 18 people in the sample who reported that they were not
covered by any scheme, two thirds reported paying for their treatment, and
one third reported not paying (table 6). Those who did not pay appear to
have been excused payment under the provisions of the health care card
scheme explained above. Because of this scheme, the two thirds who did
pay may not necessarily have paid the whole cost of their treatments.

We also asked respondents about the size of the fees. Among those
who paid fees themselves, 19 per cent reported paying l-100 baht; 56 per
cent reported paying 101-500 baht, and 25 per cent reported paying more
than 500 baht.

Travel to health facility

Table 7 shows that provincial hospitals attracted a larger proportion of
elderly patients from distant areas than did district hospitals. As mentioned
above, the over-representation of people living within five km of a hospital
indicates that there was an urban bias in the uptake of services.

According to calculations not shown here, the most common method
of traveling to the hospital, used by about half of all patients, was public
transport. The average cost of the return trip was 28 baht.

Table 8 indicates that, although many elderly people go to the hospital
with their children, many others go on their own, including those living 10 or
more km away. This is particularly true of men - though the gender
difference is partly explicable by the men’s lower average age (table 2). Is
the high proportion of elderly people traveling unassisted evidence of
children’s neglect or inability to cope? To answer this question it would be
necessary to know how many elderly people find it difficult or impossible to
travel to a hospital without their children. Evidence that Thai children are
neglecting other aspects of old-age support is much weaker than many
academics, policy makers and journalists suppose. For instance, virtually
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Table 8. Percentage of elderly, by persons accompanying
them to the hospital, Thailand

Distance to hospital (km)             No one            Child           Spouse           Other             Total        Number

Males
0-4
5-9
10+
Overall

Females
0-4
5-9
10+
Overall

63 28 4 4 100 46
26 41 19 15 100 27
31 45 11 14 100 65
41 38 10 11 100 138

31 47 3 19 100 70
22 33 18 27 100 49
24 47 6 22 100 98
26 44 8 22 100 217

Source:   Exit interviews.

everyone that we interviewed in the community survey who reported having
difficulty preparing food stated that a child, spouse, or relative assisted
them (Kamnuansilpa and others, 1999: table 33). More generally, Knodel
and Chayovan (1997) and their colleagues have collected substantial
evidence showing that the vast majority of elderly people in Thailand
continue to live with their children and receive assistance from them.

Care at facility

Data on time spent by out-patients at the hospital are shown in table 9.
Queues were long and consultations brief, so almost all the time shown is
waiting time. Average times in the hospital were longer for provincial
hospitals than for district ones. From the data available, it is not possible to
tell how much of this extra time was due to longer waits and how much was
due to longer consultations, procedures and tests.

Table 9. Hours spent at hospital by elderly out-patients in Thailand

Hours

(per cent)

<1 l-2 2-3 3-4 4+ Total Mean Number
time

(hours)

Hospital
District
Provincial

0 46 27 12 15 100 2.1 233
0 21 31 30 18 100 2.6 122

Source:   Exit interview.
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Table 10. Percentage of hospitals which provide
the following services in Thailand

Service Provincial District
hospitals               hospitals

A sign identifying the rooms providing service

A queue for processing cards

Special seating for elderly people outside examination room

Number of hospitals

Source: Observation.

100 100

91 93

15 9

24 48

Measures of the way hospitals and doctors manage elderly out-patients
are shown in tables 10 and 11. Visits to Thai hospitals at peak hours make it
clear that few statf  have time for detailed consultations or advice. It is
common for one doctor to see 100 or more patients in one day. The
observers should therefore be assumed to have used low thresholds when
deciding whether any particular service was provided. Provision of “health
education” under the circumstances described above may have consisted of
little more than the display of posters or a few words of advice from a
nurse. The observers reported that some doctors barely spoke during
consultations, and conducted very cursory examinations before prescribing
medicines.

According to results not shown in the tables, 97 per cent of
respondents received drugs during their visit. By comparison, in the United
States about 75 per cent of visits to a physician involve the provision of
drugs (Soumerai and others, 1990831). High rates of drug prescription can
be expected at private hospitals in Thailand, since drug charges are often
their main source of income. However, these incentives do not apply at
public hospitals, so the very high rates there are more difficult to explain.

It is possible that almost all elderly people who come to public
hospitals have conditions warranting medication. Alternatively, doctors may
be responding to the idea, shared by almost all ordinary Thais, that every
visit to the doctor should result in the receipt of medicine. A careful study
of drug prescriptions carried out at Chulalongkorn Hospital Medical
School in 1988 found that a mere 4 per cent of drugs prescribed for
elderly patients were “unnecessary” and a further 10 per cent were
“questionable” (Chompootaweep and others, 1991:421-422). However, pre-
scription practices and the type of patients at an elite institution such as
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Table 11. Percentage of elderly out-patients
receiving the following services in Thailand

Provincial             District
hospitals             hospitals

Entering hospital

Advice on how to use the service
Staff member guides patient to the ewmination room

Card room
Advice on how to use the service

Outside the examination room
Preliminary examinationa

Advice on how to use the service

Health education
In the examination room

Asks the elderly person about health problem
Gives the elderly person physical examination

Gives the elderly person an opportunity to describe symptoms
Asks the elderly person about living conditions
Informs the elderly person what condition he or she is suffering from

Informs the elderly person how to treat condition
Informs the elderly person how to take medicine
Gives advice about improving health
Provides the elderly person with an opportunity to ask questions

Tells the elderly person what to do next to receive treatment

Number of elderly persons

76 75
23 11

64 60

95 98

73 62
22 10

91 87
77 78
77 73
35 26

84 69
82 71

56 43
48 39
54 45

60 70
122 233

Source: Observation.
a Measures indicators such as temperature, blood pressure, pulse, weight and height.

Chulalongkorn Hospital are probably not representative of the situation in
the rest of Thailand.

Outreach

The Ministry of Public Health has a “home health care” policy stating
that every hospital should have an outreach team, including a physician, a
nurse, a social worker and a physiotherapist, which visits people at home
(Boonchaluksi and Worasiriamon, undated:334). Staff from subdistrict
health centres are also supposed to visit people at home. Our results on
home visits are shown in table 12. Fewer than one in three elderly persons
had ever been visited by a health worker in their home. If the Ministry of
Public Health is aiming for complete coverage of all elderly people, it is
clearly falling well short.
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Table 12. Percentage of elderly people covered
by outreach programmes in Thailand

Have ever been visited at home by a health worker

Have an o l d  people’s association in  the community

Number

Urban Rural Overall

28 32 31

37 25 26

290 2,243 2,533

Source: Community interviews.

The Ministry also has a policy that health workers should act as
advisers to communities setting up old people’s associations (Boonchaluksi
and Worasiriamon, undated:332). As table 12 shows, old people’s
associations were slightly more common in urban areas than in rural  areas.
Urban associations tended to be sponsored by hospitals. Casual observation
during data collection for this study suggested that many of the associations
were run by retired government officials and functioned mainly as social
clubs for the officials and their friends. Giving public assistance to
associations of this kind strengthens the urban bias previously noted. One
hospital administrator made further criticisms of the policy, arguing that
primary care is not the function of hospitals, and that elderly people should
avoid unnecessary contact with hospitals owing to the danger of infection.

As table 13 shows, only a small minority of elderly people used
disability aids. It seems likely that some elderly people who do not currently
use such aids might benefit from them. This is an area where stronger
outreach programmes might help.

Policy recommendations

Our study has identified a number of weak points in the public
provision of health services to elderly people in Thailand. Although
coverage of the old people’s card and other schemes at the time of the
survey was quite high, at around 90 per cent for membership in at least one
scheme, it still fell short of the government’s stated aim of universal
coverage. Queues at public hospitals were typically very long, and doctors
rarely had time for detailed examinations or for health promotion. Existing
outreach programmes were weak.

One small way to increase coverage of currently free health care
schemes for the aged would be to increase publicity about the schemes.
During fieldwork, members of the research team often came across
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Table 13. Percentage of respondents who use the
following equipment, by age, Thailand

60-69 70-79 80+ Overall

Equipment

Spectacles                                     32.4                28.1                19.9                29.1
False teeth                                    15.1                14.7                18.0                15.6
Walking stick                                  3.2 8.1 25.2 8.1
Crutches                                        0.7 0.4 1.1 0.7
Hearing aid                                    0.4 0.7 0.8 0.6
Walking frame                                0.5 0.7 0.8 0.6
Wheelchair                                     0.5 0.2 0.0 0.4
False limb (prosthesis)                       0.2 0.4 0.0 0.2
Other                                           2.4 1.9 1.7 2.1

Number                                       1,274 907 362 2,533

Note: Respondents were presented with a list of options and could answer more
than once. The questions were asked of all 2,533 people in the community sample.

households with a very limited understanding of the various schemes. Little
information has been disseminated through television and radio, and card
holders rarely receive pamphlets or clear instructions informing them how
the schemes work.

A more radical measure would be to do away with the old people’s
cards entirely. Instead, any Thai whose identity card showed that they were
aged 60 years or older, and who was not covered by another programme
such as the health insurance scheme or the Civil Service Medical Benefits
Scheme, would be entitled to free care at the public hospital closest to his
or her home. The expenses, delays and gaps in coverage associated with the
issuance of old people’s cards could then be avoided. Dispensing the old
people’s cards would entail some reorganization. For instance, it would no
longer be possible to base hospitals’ budgets on the number of cards that
they had issued. None of these difficulties seem insurmountable, however.

Reducing queues at public hospitals, increasing contact time with
doctors, and strengthening outreach services is not going to be easy. Some
of these problems can probably be alleviated through institutional reform.
The Ministry of Public Health has, for instance, been seeking to increase
accountability and reduce “red tape” by devolving greater decision-making
power to hospitals (Chunharas and others, 1996). However, substantial
improvements in measures such as the length of doctors’ consultations will
inevitably require more money.
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If the Thai Government wants to improve quality of care and to
honour its commitment to provide free care to all elderly people, then it will
need to obtain more money from general taxation or from charges to
younger patients. The amounts required will increase dramatically over the
coming years, since the population of Thais aged 60 or older is projected to
rise from 5.3 million in the year 2000 to 7.2 million in the year 2010 (United
Nations, 1999:785). Financial pressure may make the policy of universal free
health care for the elderly increasingly difficult to maintain.

References

Boonchaluksi, W. and Y. Worasiriamon (undated). “Old people in Thailand” in K.
Sunthornthada (ed.) Thai Populalion Policy and the Crossroads (in Thai) (Bangkok
Institute for Population and Social Research).

Chompootaweep, S, S. Thamaree and P. Nandavan (1995). “Drug prescribing for the elderly
medical outpatient at Chulalongkorn Hospital Medical School” Chulalongkorn  Medical
Journal 39(6): 413-24.

Chunharas, Somsak,  Choochai Supawonge, Supakorn Buasai and Udom Thumakosit (1995).
Decentralization and Health Systems: A Review of the Experience of Thailand (Bangkok,  
Health Systems Research Institute).

Gilson, Lucy, Stephen Russell, Oratai Rauyajin, Thavatchai Boonchote, Vanawipha
Pasandhanathorn, Pacharin Chaisenee, Anuwat Supachutikul and Nuan-anan Tangtigate
(1998). Exempting the Poor: A Review and Evaluation of the Low Income Card Scheme in
Thailand (Bangkok, Health Systems Research Institute, Ministry of Public Health).

Kamnuansilpa, P., S. Wongtanawasu, J. Bryant and A. Prohmmo (1999). Health Policy
Evaluation for the Elderly Persons (in Thai) (Khon Kaen, Health Systems Research
Institute and Khon Kaen University).

Knodel, J. and N. Chayovan (1997). “Family support and living arrangements of Thai elderly”
Asia-Pacific Population Journal 12(4):51-68.

Knodel, J. and N. Debavalya (1997). “Living arrangements and support among the elderly in
South-East Asia: an introduction” Asia-Pacific Population Journal 12(4):5-16.

Soumerai, S. B., D. Ross-Dengan, S. Gortmaker and J. Avorn (1990). “Withdrawing payment
for non-scientific drug therapy: intended and unexpected effects of a large scale natural
experiment” Journal of the  American Medical  Association 263(6):831-9. 

Tangcharoensathien, Viroj (1995). “Health care financing in Thailand” in S. Chunaras (ed.)
Heath System in Transition (Bangkok, Health Systems Research Institute).

United Nations (1999). World Population Prospects: The 1998 Revision Volume 1 (New York,
Department of Economic and Social Affairs).

Wongsith, M. and S. Siriboon (1999). “Household structure and care for the elderly in
Thailand” in The Family and Older Persons in China. Indonesia and Thailand, Asian
Population Studies Series No. 152 (New York, ESCAP).

18 Asia-Pacific Population Journal, Vol. 15, No. 1



Improvement in Female
Survival: A Quiet

Revolution in Bangladesh

More needs to be done to maintain the trend
of improvement in female survival  and to eleminate

excess fern ale child mortality

By Ashish Kumar Datta and Radheshyam Bairagi*

Biologically a female is more capable of surviving than a male
(Madigan, 1957). This fact is also reflected in the Model Life Tables (Coale
and Demeney, 1983), which are based on a compilation of historical
European data and from a few, quite limited data sets available in the early
1960s for other regions of the world. Currently, in most of the developed
countries the expectation of life at birth for a female is longer than for a
male by five or six years. However, the picture was different until recently in
several South Asian countries including Bangladesh (DSS, 1992),  where
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expectation of life for males was higher than for females. The scenario
started to change recently in this country (DSS, 1995). However, the
expectation of life is an age-standardized summary measure of mortality and
does not give a clear picture of the change in mortality in different age
groups. Mortality may be affected differently at different ages by various
events such as birth, which affects a female only, and different life-styles
such as occupation. In this article, an attempt has been made to examine the
time trends of mortality and make a relative comparison of the mortality
change between males and females in different age groups in a rural area in
Bangladesh.

Data and methods

Data for this study came from the Matlab Demographic Surveillance
System (DSS) of the International Centre for Diarrhoeal Disease Research,
Bangladesh (ICDDR,B), in which vital events have been collected since
1966 by community health workers (CHWs) during bi-weekly home visits
among a population of 200,000. Each CHW is supervised by a health
assistant, and the joint activities of CHWs and health assistants are checked
at several higher levels both in the office and in the field. As a result,
Matlab DSS data are considered to be the largest and most accurate
longitudinal demographic pool of data in the developing world.

In 1977, the Matlab DSS area was divided into two almost equal
halves, one known as the MCH-FP (maternal and child health/family
planning) area, and the other known as the comparison area. In the MCH-
FP area, different components of a comprehensive MCH-FP programme
were introduced step by step, while the comparison area remained under
the usual programme of the government. Initially, both areas were virtually
identical socio-economically and demographically (LeGrand and Phillips,
1996; Razzaque, Datta and Bairagi, 1996). But now the demographic
situation in the two areas is very different. In 1995, the total fertility rate
(TFR) in the comparison area was 3.7 children per woman and in the
MCH-FP area it was 3. The infant morality rate (IMR) in the MCH-FP
area was 50.4 deaths per thousand live births and in the comparison area, it
was 78.0. The MCH-FP area is usually considered to be 5-10 years ahead
demographically of the comparison area and the rest of Bangladesh.
Currently, Matlab district is socio-economically slightly better than average
for Bangladesh as a whole (Bairagi, Sutradhar and Alam, 1996), but the
MCH-FP area and the comparison area are almost the same except for
children’s education, which is higher in the MCH-FP area (Razzaque, Datta
and Bairagi, 1996).

20                                             Asia-Pacific Population Journal, Vol. 15, No. 1



To calculate infant mortality, a cohort approach was not followed
strictly. Rather, for a calendar year, it was defined as the ratio of the
number of deaths of children less than one year of age at the time of death
in the year to the number of births in that year. If infant mortality is stable,
that is, there is no sudden change in infant mortality, this ratio will be very
close to the probability of death of a cohort of new-born infants before
completing the first year of life.

ICDDR,B routinely publishes age-specific death rates by area in its
Matlab DSS report. The life table probability of death and the life
expectancy at different ages for a year were obtained from these age-
specific death rates in that year (Shryock, Siegel and Associates, 1976). Ex-
act age was available for those who were born in the study area since 1966.
Data on the age of others were also of high quality, because they were scru-
tinized, checked and updated over time in the DSS. However, the age data
of people over 65 years of age, who were born long before the intro-
duction of the DSS in 1966, were thought to be not very reliable. So this
group was excluded in this study to avoid any misleading conclusions. A
three-yearly moving average was used to avoid the short-term irregularities
in the trend in mortality to some extent. Rates and ratios of the West Model
Life Tables (Coale and Demeney, 1983) at different levels of mortality were
used to make comparisons and to estimate excess female mortality. Excess
female mortality due to some sort of discrimination was calculated as
follows:

{ [(Fo/Mo) - (Fe/Me)]  / (Fo/Mo)} x                                         100 . . . . . . . . . . . . . . . . . (l),

where Fo and Mo  are observed, and Fe and Me are expected (life table)
female and male mortality respectively.

Results

The MCH-FP project was started in October 1977, and cleaned and
tabulated data were available at the time of this study up to 1995. Some
results on population size, fertility and mortality (crude death rate [CDR])
are given in table 1 for 1978 and 1995 to provide a picture of the changes in
these variables during the study period. Both fertility and mortality declined
substantially. Crude birth rate (CBR) declined by 22 per cent in the
comparison area (from 37.8 to 27.8 per thousand) and by 21 per cent in the
MCH-FP area (from 32.1 to 25.2 per thousand) between 1978 and 1995.
The population growth rate in the comparison area was 22 per cent and in
the MCH-FP area 20 per cent during this 17-year period (1978-1995). But
the natural growth (CBR-CDR) rate (per cent) declined from 2.4 to 1.9 in
the comparison area and from 2.0 to 1.8 in the MCH-FP area. Using
exponential change (Shryock and others, 1976:214-215) it can be shown

Asia-Pacific Population Journal, March 2000 2 1



Table 1. Population, fertility, mortality and
growth in Matlab, by area, 1978 and 1995

Variables                                             MCH-FP area                                           Comparison area

1978                1995             Percentage        1978                1995           Percentage
change                                                          change

Population                        88,925        106,477               20          84,518        102,917             22
Crude birth rate (CBR)            32.1              25.2           -21                37.8              27.8         -26

(per thousand)
Crude death rate (CDR)           12.5                7.3           -42                13.8               8.4         -39

(per thousand)
Total fertility rate (TFR)           4.5                3.0           -33                  5.5               3.6         -35

(per woman)

Infant mortality rate              114.5              41.1           -55              125.8             78.6         -38
(IMR) (per thousand)

Natural growth rate                   2.0                1.8           -10                  2.4               1.9         -21
= (CBR-CDR) per
100 population

that, with these natural increases, population growth was expected to be at
least 35 per cent over the 17-year  period. This lower population growth rate
was due to migration. In Matlab, out-migration has been always greater than
in-migration.

Although before the Matlab MCH-FP project began in October 1977,
the fertility and mortality rates in the two areas were almost the same (Le-
Grand and Phillips, 1996) fertility measured by CBR and TFR became
lower in the MCH-FP area in 1978 (table 1). However, the reduction in
fertility for the period 1978-1995 in the comparison area was not less than
that in the MCH-FP area. But the reduction in mortality was more in the
MCH-FP area. CDR in the comparison area was 13.8 per thousand in 1978
and 8.4 in 1995, a reduction of 39 per cent. This reduction was 42 per cent
in the MCH-FP area (from 12.5 to 7.3 per thousand). The reduction in IMR
in the comparison area was 38 per cent (from 125.8 to 78.6 per thousand),
and in the MCH-FP area, it was 55 per cent (from 114.5 to 51.1 per
thousand).

The life expectancy of males and females in the comparison area for
the period 1970-1995 is given in figure 1A. Life expectancy started
increasing slowly from the very beginning of the study period in the 1970s.
This increase accelerated from 1984. Since then, the yearly gain for males
was, on average, one year and for females it was almost two years. The
expectation of life at birth (e0 0 ) for females was lower than that of males
until 1989, when female life expectancy exceeded that of males.

Life expectancy in the MCH-FP area for the period 1978-1995 is
shown in figure 1B. Here, female expectation of life exceeded that of males
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Figures 1A and 1B. Expectation of life at birth in Matlab, 1970-1995 
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Figures 2A and 2B. Infant mortality rate in Matlab, 1970-1995
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Figure 2C. Sex ratio of infant mortality in Matlab, 1970-1995

Excess female mortality = 12%

1970 1976 1982 1988 1994

-     MCH-FP area                       -     Comparison area

West Model Life Table

in 1985. If figures 1A and 1B are compared, it may be concluded that the
gain was more in the MCH-FP area, and that it was highest for females in
the MCH-FP area.

The three-year moving average of the infant mortality rate (IMR) in
the comparison area for the period 1970-1995 is shown in figure 2A. Infant
mortality in the early 1970s was about 130 deaths per thousand live births. It
started declining for both males and females since then, with a rise in the
period 1974/75 owing to a famine that occurred in that year. Infant mortality
came down to 78 per thousand in 1995. The rate of decline was faster for
female infants. Although IMR was higher for females until 1982, it sub-
sequently became lower.

In the MCH-FP area, IMR was 115 per thousand in 1978, declining to
50 in 1995. The decline for female infants was greater in comparison with
male infants (figure 2B). Of the two areas, the decline was greater in the
MCH-FP area.

The male-to-female ratio of the infant mortality rate in the two areas is
shown in figure 2C. The ratio started increasing in the MCH-FP area in
1979, and in the comparison area in 1986. An increase in the ratio means
relatively greater improvement in survival for female children.

By 1992, the ratio in the two areas was almost the same, about 110.
This ratio in the Model Life Tables at this level of infant mortality is 125.
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Figures 3A and 3B. Child mortality (4q1) in Matlab  1970-1995 
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Figure 3C. Sex ratio of child mortality (1q4) in Matlab, 1970-1995

Excess female mortality= 27% --
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------  West Model Life Table

Excess female infant mortality in the  mid-1990s calculated by using
equation (1) was 12 per cent.

The probability of children dying before completing five years of life
who were alive at the beginning of the second year of life (4q1) in the
comparison area for the period from 1970 to 1995 is shown in figure 3A.
The probability of death declined during the entire period with a rise in
1974/75 owing to the famine at that time and in 1984 owing to an epidemic
of Shigella dysentery in the area. The decline in probability of death was
faster for female than male children.

Figure 3B presents this probability of death for the MCH-FP area.
There was also a rise in 1984 owing to the Shigella epidemic, and the
decline was faster for female children. The rate of decline was much faster
in the MCH-FP area.

The male-to-female ratio of this rate in the two areas and this
ratio calculated from the Model Life Table are shown in figure 3C.
The male-to-female mortality ratio in this age group started improving in
the MCH-FP area in 1981 and in the comparison area in 1989, with a lag of
eight years. Since 1992, this ratio was very close to 80 in both areas.
However, with this level of mortality, the ratio should be about 110 (Coale
and Demeney, 1983). Here, excess female child mortality was estimated,
using equation (1) to be about 27 per cent.

Adolescent mortality (10q5) also declined in the comparison area since
the beginning of the 1970s with a rise in 1974 owing to the aforementioned
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Figures 4A and 4B. Child mortality among those
5-14 years old (

10
q

5
) in Matlab, 1970-1995 
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Figure 4C. Sex ratio of 5-14-year-old child
mortality (10q5) in Matlah, 1970-1995
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famine and in 1984 owing to the Shigella epidemic (figure 4A). The decline
was greater for female children. The scenario in the MCH-FP area was
similar, with a sharper decline in the mortality of female children (figure
4B).

The male-to-female mortality ratio showed an improvement since 1983
in the MCH-FP area, and since 1987 in the comparison area (figure 4C).
There was a sudden drop in the ratio in the comparison area, and a rise in
the MCH-FP area in the early 1990s. We checked the causes of death for
this period, but could not identify any reason for these abrupt changes.
These changes are most likely due to sampling fluctuations.

Usually, the period from 15 to 49 years is considered as the reproduc-
tive period for females. The probability of death between 15 and 49 years of
age for those who were alive at age 15 in the comparison area is shown in
figure 5A. It is interesting to note that female mortality was lower than male
mortality during most of the period (1970-1995). In the MCH-FP area,
female mortality in this age group was lower than male mortality all through
this period (figure 5B).

The rate of mortality decline in males and females in each area was
almost the same. The mortality ratio did not show any time trend in either
of the areas (figure 5C) and was slightly lower than the expected value in
the model life table.

A higher level of mortality of males over females in the reproductive
age group of 15-49 years was unexpected, because in this age group females
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Figures 5A and 5B. 15-49-year-old mortality (35q15) in Matlab, 1970-1995
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Figure 5C. Sex ratio of 15-49-year-old
mortality (35q15) in Matlab, 1970-1995
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were additionally prone to death by maternal mortality. In Bangladesh, the
maternal mortality rate is more than 4 per thousand live births (BBS,
1997a). We tried to examine the role of maternal mortality in sex differen-
tials by subdividing the 15-49 age group into 15-34 and 35-49 age groups.
Fertility until age 34 is very high in this country, and it declines very rapidly
after that. About one third of female deaths in the 15-34 age group resulted
from maternal deaths, and fell below 10 per cent for females in the 35-49
age group (DSS, 1996).

In this study, female mortality was higher than male mortality for the
age group 15-34 in both areas in all the years considered (figures 6A and
6B), but it was just the opposite for the age group 35-49 (figures 7A and
7B). Mortality declined with time in both age groups in both areas but,
unlike other age groups, there was no clear upward trend in the mortality
ratios of these two groups (figures 6C and 7C).

Moreover, there were diverging trends in the mortality of males and
females aged 15-35 between the two areas during the period 1982-1990. We
checked the causes of death of this age group during this period, but could
not identity any reason for these divergent trends. It may be noted that the
Shigella epidemic did not have any major impact on adult mortality in any
of these years. The number of male deaths in this age group is very low.
This diverging trend is most probably due to sampling fluctuations.

The probability of death in the age group 50-64 for males was higher
than for females all through the 25-year period in both areas (figures 8A
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Figures 6A and 6B. 15-35-year-old mortality (20q15) in Matlab, 1970-1995
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Figure 6C. Sex ratio of 15-35-year-old
mortality 20q15) in Matlab, 1970-1995 
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and 8B). Mortality also declined, and the decline was greater among
females in each area. The mortality ratio started improving in the MCH-FP
area in 1981 and in the comparison area in 1985.

This ratio was somewhat higher than the ratio in the Model Life Table
since 1985 in the MCH-FP area, and since 1988 in the comparison area with
the exception of 1991 (figure 8C).

This means that, during this period, female survival in comparison with
that of males in the Matlab area was not inferior to the situation in the
countries whose data were used for constructing the Model Life Tables.

Discussion and conclusion

A limitation of the study should be underscored. Here West Model
Life Tables have been used to examine sex differentials in Bangladesh.
However, we have no evidence that the Bangladesh sexdifferential will
follow West or any other model life tables. So the choice of the West Model
is somewhat arbitrary. We checked the results using other mode1 life tables
as the standard, but the conclusion remained the same. Of course, the levels
of discrimination would be different if we used other model life tables,
particularly South Model Life Tables.

The main objective of this study was to examine the levels and trends
in the sex ratio of mortality in different age groups over time. The most
appropriate model life table for these purposes should be one that is free
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Figures 7A and 7B. 35-49-year-old mortality (15q35) in Matlab, 1970-1995

Figure 7A. Comparison area

15q35

0.16 -

0.14 -

0.12 -

0.1 -

0.08 -

0.06 -

0.04 -

0.02 -

1970 1976 1982 1988 I994

Year

Figure 7B. MCH-FP area

15q35
0.16

0.14 -

0.12 -

0.1 -

0.08 -

0.06 -

0.04 -
i

kb

Year

+   Males - Females

Asia-Pacific Population Journal, Vol.15, No. 1

Chittima Kanchanabanca




Figure 7C. Sex ratio of 35-49-year-old
mortality (15q35)  in Matlab, 1970-1995
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from any sex discrimination. Unfortunately, “it is impossible to be sure that
gender specific discrimination is entirely absent in any population” (Hill and
Upchurch, 1995). The West Model is the most prevalent in the world and is
considered as the most regular (Garenne, 1994)  and its use here is
expected to give reasonably good results.

The mortality situation improved in both areas in every age group
during the study period 1970-1995. However, the improvement was much
greater for females in infancy and in the years 1-4 and 5-14 in comparison
with other age groups. While improvement was seen in both areas, it began
earlier and was greater in the MCH-FP area. This suggests that the
comprehensive MCH-FP programme not only brought about a decline in
mortality, but also helped in reducing excess female mortality in the
population. The last point for the l-4-year-old age group was investigated
extensively in another study (Alam and Bairagi, 1997).

The gains in life expectancy over the study period were greater in
females than in males. Before 1985, life expectancy was higher for males
than for females. Female life expectancy first crossed male life expectancy in
the MCH-FP area in 1985 and then in the comparison area in 1992. Now it
is longer by two years for females in each area. Careful observation reveals
that this gain in female life expectancy is mainly due to a relatively greater
gain in female survival in infancy, childhood, the adolescent period and old
age, but not due to the improvement in the reproductive age group, as
usually believed. However, the 12 per cent excess of deaths in infancy and
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Figures 8A and 8B. 50-74-year-old mortality (15q50) in Matlab, 1970-1995

Figure 8A. Comparison area

15q50

0.5 -
0.45

;;

0.15 -

0.1 -

0.05 .

0 - + + + + + | + + + + + | + + + + + | + + + + + | + +

I970 1976 1982 1988 1994

Year

Figure 8B. MCH-FP area

0.3 -

0.25 -

0.2 -1 ei2
0.15 -

I970 1976 1982 I988 1994

Year

+ Males -  Females

36 Asia-Pacific Population Journal, Vol. 16, No. 1



Figure 8C. Sex ratio of  50-64-year-old
mortality (15q50) in Matlab, 1970-1995
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27 per cent excess of deaths in the l-4-year-old age group of girls in 1995
were due to discrimination against them.

In this article, we did not investigate the reasons for the improvement
in the male-to-female mortality ratios in different age groups during the
study period, or try to find the answers to the questions: why was the
improvement not uniform across the age groups, and why did it began
earlier in the MCH-FP area? While further research is needed to provide
answers to all such questions, we may deduce some answers from the
circumstantial evidence as follows.

In the Model Life Tables (West and others), the male-to-female
mortality ratio is found to increase with a decrease in mortality; that is, a
gain in survival with an improvement in mortality is relatively higher for
females. Perhaps it is caused by biological as well as social reasons (such as
a change in the difference in occupational pattern between males and
females). So, the improvement in the male-to-female mortality ratio over
time that was found in this study is in the expected direction. However, the
important point is that the rate of improvement (slope) in the mortality ratio
in almost all age groups in the study population, particularly the 5-14 age
group, was more than that in the Model Life Tables.

While a male-to-female mortality ratio of less than 100 is an indicator
of the presence of discrimination against females in an area, a higher rate of
improvement than the rate in the Model Life Table suggests that dis-
crimination against females is decreasing in a country. We tried to check
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this point through informal discussions with Matlab people and ICDDR,B
staff members working in the Matlab community. They felt that there was
some change in recent attitudes towards females, particularly girls.
Employment opportunities for females in some important non-governmental
organizations (NGOs) such as BRAC (Bangladesh Rural Advancement
Committee) and the Grameen Bank, as well as free education and
scholarships for girls up to the tenth grade are believed to have helped to
change attitudes considerably and favourably. It was found in a recent
national survey that, among school students (up to tenth grade), 53 per cent
are girls and 47 per cent are boys. In Bangladesh, the total number of boys
is more than the total number of girls (BBS, 1997b). Thus, the higher
proportion of girls attending school is attributed mostly to the scholarship
programme for them.

Improvements in health activities, including immunization by the
government and NGOs, have reduced the existing male-female difference in
mortality because these programmes immunized infants and children of
both sexes with equal emphasis. Of course, the guardians of children do not
yet always give equal importance to male and female children in making
them available for immunization. As a result, the immunization coverage of
female children was lower than that of male children in the country (Mitra
and others, 1994:106-109). The introduction of a comprehensive MCH-FP
programme involving a vigourous immunization programme covering all
male and female infants and children, brought about the change in the
male-to-female child mortality ratio in that area earlier than in the
comparison area.

The maternal mortality rate in Bangladesh is one of the highest in the
world. As a result of such high maternal mortality, female mortality was still
higher than male mortality for the age group 15-34. The poor situation of
females in this age group did not improve much during the study period.
However, as a result of lower fertility in the MCH-FP area, the maternal
mortality rate was lower and the female-to-male mortality rate was higher in
the MCH-FP area than in the comparison area.

With the reduced burden of pregnancy after age 35, the male-to-
female mortality ratio was found to be more than 100, i.e. female mortality
became lower than male mortality. In this age group, a woman usually has
some children including sons. This improves her status in the family
and she becomes more empowered than she had been at an earlier age,
which helps in increasing her chances of survival.

While maternal mortality is usually thought to be the main reason for
the higher mortality rate in females than in males in the age group 15-34, a
higher mortality rate for males in the age group 35-49 is likely to be a
reflection of biological as well as higher occupational hazards for males.
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Strong (1992) showed that, for females aged 15-49, the death rate due to
injuries and communicable diseases, including maternal causes, was roughly
the same as for males in Matlab. It is women’s lower rates of death from
non-communicable causes that kept their overall rates below men’s. The
male-to-female mortality rate of those in the 50-64 age group improved in
both areas; female deaths owing to injuries and noncommunicable disease
did not decline in the area (Strong, 1992; Ahmed and others, 1997). It is,
therefore, the relatively larger decline in communicable diseases among
females that improved the male-to-female mortality ratio of the 50-64 age
group in the area. This improvement occurred first in the MCH-FP area
and later in the comparison area. Most likely, the Matlab MCH-FP project
and the government’s MCH-FP programme in the comparison area played a
role in this change. A female, whether she is in the reproductive age group
or not, was more often in contact with a visiting family welfare assistant or a
community health worker and was more likely to receive health messages
for herself and for children in the family than a male. These messages made
her health conscious and benefited her directly or indirectly more than her
male counterparts.

In spite of relatively greater improvements in female mortality
recently, male-to-female mortality is far below expectation for infants and
children in the 1-4 age group, which clearly indicates the presence of
discrimination against female children. Planners and policy makers need to
find ways and means for promoting a more egalitarian attitude towards
females, in addition to improving health care interventions to maintain the
trend of improvement in female survival and to eliminate excess female
child mortality. Another vulnerable group is composed of women aged 15-
35 years, the period during which a woman in Bangladesh is at the peak of
her fertility. While a reduction in fertility in this age group will help women
to improve their survival to some extent, a reduction in maternal mortality
rates and ratios is essential to improve their survival status.
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Family Planning and
Fertility in Bangladesh

In addition to further strengthening the family planning
and reproductive health programme,  the government should attach

greater ptiority to enhancement of women‘s status, especially
through increased female educational and employment activities

By Barkat-e-Khuda, Nikhil Chandra Roy
and Dewan Md. Mizanur Rahman*

Bangladesh has achieved a considerable increase in contraceptive use
over the past decade, resulting in an appreciable decline in fertility. The
programme efforts have been largely facilitated by major changes over the
past two decades, both positive and negative. Positive changes include
female education, female empowerment, female mobility and access to the
media. Negative changes include increasing landlessness, and rising
unemployment and underemployment. Also, other changes have taken place
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Nikhil Chandra Roy, Demographer; and Dewan  Md. Mizanur Rahman, Senior Research
Officer, Operations Research Project, HPED, all with the ICDDR,B: Centre for Health and
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such as change in the family size norm and a decline in infant and child
mortality (Caldwell and others, 1999). In addition, fertility decline is also
due to other proximate determinants besides contraceptive use.

Bangladesh is the ninth most populous country in the world, with an
estimated population of around 126 million people; except for some small
island states, Bangladesh has the highest population density in the world
(ESCAP, 1999).

Resource scarcity and subsistence-level economic conditions charac-
terize the economy. Bangladesh is predominately dependent on land, with
agriculture as its primary industry. Agriculture contributes about 32 per cent
to GDP, with industry accounting for about 12 per cent (Government of
Bangladesh, 1997a). Increasing population pressure on the land is
continually decreasing the land-man ratio. The per hectare yield is among
the lowest in the world (Khuda and others, 1991a).

Bangladesh is comparatively disadvantaged in terms of such key
economic indicators as per capita income, i.e. US$ 240 (World Bank, 1997).
The proportion living below the poverty line is quite high (78 per cent of the
total population and 86 per cent of the rural population) (UNDP, 1994).
Extremely low savings and investments characterize the Bangladesh
economy.

The literacy rate of the population aged five years and older is 45 per
cent: 48 per cent for males and 40 per cent for females (Khuda and others,
1991b). Although literacy continues to remain quite low in Bangladesh, it
has shown some improvement over the years. Between 1973 and 1996,
primary school enrohnent increased by 1.8 times for boys (rising from
5,060,000 to 9,113,000) and for girls by over 2.9 times (from 2,698,000 to
7,950,000). During the same period, secondary school enrolment increased
by about 2.5 times for boys (from 1,343,000 to 3,277,000) and by over five
times for girls (from 498,000 to 2,511,000). The school attendance rates of
the population aged 5-24 years have increased between 1974 and 1991, with
a considerable narrowing of gaps by gender (Khuda and others, 1991b).

There has been an increase in the number of females in the workforce,
nationally as well as in rural areas. The garment industries employ over 1
million female workers, the majority of whom are unmarried. There is
evidence of poverty-driven female employment, resulting from poor
household economic conditions, high rates of female headship either de jure
or de facto as a result of temporary male out-migration (Satilios-Rothschild
and Mahmood, 1989) and higher incidence of female headship among the
poor and landless households (BIDS, 1990; Rahman and Hossain, 1991).
Rahman (1986) found that between 8 and 24 per cent of households send
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women out in search of wage employment, and the proportion is much
higher among poorer households: 50-77 per cent. The same study also found
that there has been a rise in female employment since the mid-1970s and
argued that the pressures of poverty may have been critical in sending
women out in search of work.

Radio ownership has increased from less than 10 per cent in the early
1970s to around 32 per cent in 1997 (Mitra and others, 1997). Also, the
number of daily newspapers increased from less than 100 in the early 1970s
to 218, with gross circulation reaching about 2.2 million in 1996, although
this is still low for a population of 126 million. In addition, access to
television, although limited, has increased considerably even in the rural
areas; moreover, there is some access to cable networks. The percentage of
households with an electricity connection increased from 68 per cent in 1991
to 77 per cent in 1994 in urban areas and it doubled from 7 per cent to 14
per cent respectively in rural areas (Khuda and others, 1991b).

Life expectancy in Bangladesh continues to be quite low at 59 years.
Although infant and childhood mortality have declined (the child mortality
rate declined from 133 per thousand in 1994 to 116 per thousand in 1997,
and the infant mortality rate declined from 87 per thousand in 1994 to 84
per thousand in 1997) (Mitra and others, 1997) they continue to be high
owing to the relatively weak maternal and child health services, less than
optimum birth spacing, and widespread malnutrition among children.
According to the 1996/97 Bangladesh Demographic and Health Survey
(BDHS), over half of the children aged 0-59 months show signs of chronic
malnutrition or stunting and about one fifth are acutely malnourished
(Mitra and others, 1997).

Objective, data and methodology

This article looks at the trends in contraceptive use and fertility levels
in Bangladesh from 1975 to 1997. Also, it examines the major factors
affecting contraceptive use and fertility.

National level data have been used for the 1975-1997 period. For the
multivariate analysis of the determinants of contraceptive use and fertility
decline, data from the 1993/94 and 1996/97 BDHS have been used.

The 1993/94 and 1996/97 BDHS employed a nationally representative,
two-stage cluster sample design. In the 1993/94 and 1996197 BDHS, a total
of 9,640 and 9,127 eligible women (ever-married and aged 10-49 years)
respectively were interviewed. In this study, we have considered only
currently married women of reproductive age: 8,842 and 8,306, respectively,
from the 1993/94 and 1996/97 BDHS. Among these women, 7,510 and 6,995
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respectively lived in rural areas, and 1,332 and 1,311 respectively lived in
urban areas.

Two dependent variables are used: (a) current use of any
contraception, and (b) children born during the three years prior to the
BDHS surveys. Two categories are used for each of the two dependent
variables: for the contraceptive use variable - current use of any family
planning method and non-use of any method, and for the fertility change
variable - no children born and one or more children born during the
reference period (three years preceding the survey year, i.e. for the 1993/94
BDHS, the period is 1991-1993 and for the 1996/97 BDHS, it is 1994-1996).
Logistic regression was used for each dichotomous dependent variable.

The independent variables included were the woman’s age, number of
children born before the reference period, desire for additional children,
ever use of family planning (the dependant variable being fertility change),
access to mass media, interspousal communication, mother’s education,
religion, employment status, possession of land, electricity connection, place
of residence and geographic division.

Findings

The successive governments in Bangladesh have attached top priority
to containing the rate of population growth and have strengthened and
intensified family planning programme efforts (Khuda, 1984; Khuda and
others, 1991b; 1992; 1993; 1994; 1997; 2000). Those efforts have resulted in
almost universal awareness of at least one family planning method as well as
increasingly positive attitudes towards contraception. Between 1975 and
1996/97, ever-use of any method of family planning increased five-fold,
rising from 13.6 per cent to 69.2 per cent (Mitra and others 1997; Khuda
and others, 1992). During the same period, the contraceptive prevalence
rate (CPR) increased by over six times, rising from 7.7 per cent to 49.2 per
cent (figure 1). The relative share of modern methods increased; however,
the relative share of long-acting clinical methods declined. There are
regional variations in contraceptive use, with Rajshahi and Khulna divisions
having the highest prevalence and Chittagong and Sylhet divisions the lowest
prevalence.

The sharp increase in contraceptive prevalence has led to an
appreciable decline in fertility, with the total fertility rate (TFR) dropping
by half, from 6.3 in the period 1971-1975 to about 3.3 in the period 1994-
1996 (figure 2). Except for the 15-19 year age group, fertility declined
substantially in all other age groups, especially among women aged 35 years
and older (Mitra and others, 1997).
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Figure 1. Trends in current use of family planning methods among
currently married women aged 15-49 years in Bangladesh
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Source: Bangladesh Demographic and Health Surveys in 1993/94 and 1996/97.

Figure 2. Trends in total fertility rates in Bangladesh, 1971-1996

1971-75 1984-88 1986-88 1989-91 1991-93 1994-96

Source: Bangladesh Demographic and Health Surveys in 1993/94 and 1996/97.
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Tables 1 and 2 show the proportion of women currently using any
contraceptive and women who did not give any birth during the reference
period, by different background demographic and socio-economic
characteristics, in the two surveys. The results are in the expected direction
for most of the variables.

Tables 3 and 4 show the logistic regression estimates of odds ratios for
the effects of selected background demographic and socio-economic
characteristics of married women of reproductive age on current use of
family planning methods and on fertility behaviour during the reference
period respectively. Odds ratios are shown in place of regression co-
efficients for the easy interpretation of results. A statistically significant
odds ratio below 1.00 means a negative effect of an independent variable,
while a statistically significant odds ratio above 1.00 means a positive effect.
The results are in the expected direction for most variables.

The probability of contraceptive use rises significantly with age up to
39 years, and then declines. Also, the probability of contraceptive use rises
with the number of children born before the reference period and declines
with five or more children. The probability of contraceptive use is
significantly higher among women who want no more children and those
who want children after two years than those who want children within two
years. Women having access to mass media have a statistically higher
probability of contraceptive use than those without access. The probability
of contraceptive use is significantly higher (over three times) among women
reporting spousal communication than those reporting none. The
probability of contraceptive use rises significantly with education. Clearly,
those with schooling beyond the primary level have a higher probability of
contraceptive use than those without. Indeed, the powerful effect of
education on reproductive behaviour is undisputed. Data from the World
Fertility Surveys and the Demographic and Health Surveys in Bangladesh
and worldwide confirm the strong positive effect of education on
reproductive behaviour (Schultz, 1994; World Bank, 1994). Similar evidence
is also available from other studies (Cochrane, 1979; Caldwell, 1980;
Jejeebhoy, 1992). Contraceptive use is higher among working women than
among housewives. Working women are one third to one half more likely to
be currently using contraceptives than housewives. The probability of
contraceptive use is higher among non-Muslims than Muslims; among
women belonging to households having electricity than those without; and
among women living in urban areas compared with women living in rural
areas. There appears to be little or no effect of landholding status on
contraceptive use. The probability of contraceptive use is significantly higher
in Rajshahi and Khulna divisions than in the other divisions of the country.
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Table 1. Proportion of women currently using any contraceptive methods,
by different characteristics, Bangladesh: 1993-1994 and 1996-1997

Variables

Mother’s agea

< 25 
5-29
30-39
40-49

Bangladesh Demographic and
Health Survey (BDHS)

1993/94 BDHS               1996/97 BDHS
Proportion     Number      Proportion    Number
of women      of women

)            38.8
52.7
62.8
45.9

Children born before reference period

1-2
3-4
5+

Desire for more children
Within 2 years
Later than  2 years
“Up to God”
Want no more

Access to mass media
Has access
No access

Inter-spousal communication on family planing
No communication
Has communication

Mother’s education
No education
Primary
Above primary

Religion
Muslim
Non-Muslim

Employment status
Housewife
Other than housewife

Possession of land
No land
Has land

Electricity connection
No electricity
Has electricity

Area
Urban
Rural

Birth during the reference period

Had birth
Division

Barisal
Chittagong
Dhaka
Khulna
Rajshahi
Sylhet

Total

26.7
45.8
60.8
51.8

20.4
40.9
13.5
55.8

51.3
42.4

27.7
54.8

42.5
47.2
58.4

45.2
55.2

44.6
56.9

45.7
47.0

44.5
54.0

54.4
45.0

7,074
(1,768)

(1,332)
(7,510)

No birth                                                                          51.4
39.8

(5,042)
(3,800)

48.3
30.2
44.9             (2,531)
55.6
55.3
-     -

(931)
(1,832)

(1,166)
(2,382)

(8,842)

30.9
51.7
61.1
52.9

23.9
47.2
12.3
57.9

55.2
44.3

36.5
64.6

45.6
52.2
57.4

48.6
58.5

46.3
56.0

49.2
50.1

47.6
56.2

60.6
47.7

55.4
41.2

50.4
39.0
50.8
62.7
59.5
21.3

for the 1996/97 BDHS, communication occurred during the three month prior to the survey.
a  For the 1993/94 BDHs, communication occurred during the year prior to the survey,
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Table 2. Proportion of women wbo bad no birth during the reference
period, by different characteristics, Bangladesh: 1993/94 and 1996/97

Variables  Bangladesh Demographic and
Health Survey (BDHS)

1993/94 BDHS                   1996/97 BDHS 
Proportion Number Proportion Number

Mother’s age
< 25
25-29
30-39
40-49

Children born before reference period
0

41.0
48.8
68.2
87.4

44.1
1-2                                                                                    46.0
3-4                                                                                64.7
5+                                                                                 74.4

Desire for more children
Within 2 years                                                               30.9
Later than 2 years                                                         68.9
“Up to God”                                                                 53.9
Want no more                                                               38.8

Access to mass media
Has access                                                                    54.2 
No access                                                                      60.4

Inter-spousal communication on family planning
No communication                                                       67.5
Has communication                                                      52.4

Mother’s education
No education                                                                 56.7
Primary                                                                         56.6
Above primary                                                              58.8

Religion
Muslim                                                                         56.5
Non-Muslim                                                                 60.4

Employment status
Housewife                                                                     56.0
Other than housewife                                                    63.1

Possession of land
No land                                                                         54.9
Has land                                                                        58.6

Electricity connection
No electricity                                                                55.8
Has electricity                                                               61.9

Area
Urban                                                                            63.0
Rural                                                                             56.0

Ever use of family planning methods
Not used                                                                        53.9
Used                                                                              58.5

Division
Barisal                                                                          57.7
Chittagong                                                                    48.4

Khulna                                                                          63.2
Rajshahi                                                                        60.7
Sylhet  -          -

Total

(5,651)

(4,831)
(4,011)

(8,842)

40.8
51.4
73.2
94.0

45.1
50.0
69.8
78.5

29.2
67.4
57.4
34.4

57.1
63.6

67.0
52.9

58.6
60.9
64.3

59.3
68.3

58.2
64.3

57.8
62.3

58.6
65.1

66.8
59.1

55.0
62.4

61.6
52.6
60.7
68.3
63.3
52.6
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Table 3. Logistic regression estimates of the odds ratios (exp[β]) of
characteristics of married women of reproductive age who are

currently using contraception in Bangladesh: 1993/94 and 1996/97

Characteristics

Age of women (in years)a

< 25 (RC)
25-29
30-39
40-49

Children born before reference period
0 (RC)

3-4
5+

Desire for more children
Within 2 years (RC)
Later than 2 years
“Up to God”
Want no more

Mass media
No access (RC)
Has access

Inter-spousal communication on family pinning
No communication (RC)
Has communication

Education
No education (RC)
Primary
Above primary

Religion
Muslim (RC)
Non-Muslim

Employment status
Housewife (RC)
Other than housewife

Land
No land (RC)

Bangladesh Demographic and
Health Surveys (BDHS)

1993/94                             1996/97

1.00
1.30d

1.56d

0.99

1.00
1.13
1.81d

1.10

1.00 1.00
1.86d 1.98d

3.00d 2.55d

2.78d 2.27d

1.00 1.00
2.61d 3.05d

0.80 0.66
3.15d 3.17d

1.00 1.00
1.20d 1.24d

1.00 1.00
3.42d 3.39d

1.00 1.00
1.16c 1.35d

1.99d 1.55d

1.00 1.00
1.41d 1.50d

1.00 1.00
1.45d 1.32d

1.00 1.00
0.95 0.97

Electricity connection in household
No electricity (RC)
Has electricity

Area
Rural (RC)
Urban

Division
Others (RC)
Rajshahi/Khulna

-2Log- likelihood
Number
df
Intercept:

1.00 1.00
1.12 1.15b

1.00 1.00
1.07 1.44d

1.00 1.00
1.96d 2.13d

10,228d 9,460d

8,840 8,212
19 19
-3.44d -3.16d

a   RC = Reference category;   b   p < .05;   c   p < .01;   d   p < .001
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Table 4. Logistic regression estimates of the odds ratios (exp[β])
of characteristics of married women of reproductive age on the
proportion who have not had any birth during the reference

period, Bangladesh, 1993-1994 and 1996-1997

Characteristics

Age of women (in years)
< 25 (RC)a

25-29
30-39
40-49

Children born before reference period
0 (RC)

3-4
5+

Desire for more children
Within 2 years (RC)
Later than 2 years
“Up to God”
Want no more

Mass media
No access (RC)
Has access

Ever use

Bangladesh Demographic and
Health Surveys (BDHS)

1993/94                    1996/91

1.49d

4.23d

32.17d

1.00 1.00
1.01 1.00
1.72d 1.60d

1.51d 1.24

0.19d 0.20d
1.00 1.00

0.35d 0.31d 
0.23d 0.24d

1.00 1.00
1.37d 1.41d

Not used (RC)
Used

Education
No education (RC)
Primary
Above primary

Religion
Muslim (RC)
Non-Muslim

Employment status
Housewife (RC)
Other than housewife

Land
No land (RC)

Electricity connection in household
No electricity (RC)
Has electricity

Area
Rural (RC)

Division
Others (RC)
Rajshahi/Khulna

-2Log- likelihood
Number
df

1.00 1.00
l.24d 1.33d

1.00 1.00
1.12b 1.29d

1.34d 1.61d

1.00 1.00
1.09 1.26c

1.00 1.00
1.32d 1.13b

1.00 1.00
1.07 1.07

1.00 1.00
1.02 1.07

1.00 1.00
1.28c 1.20b

1.00 1.00
1.57d 1.64d

10,264d 8,892d

8,840 8,212
19 19

Intercept:
a  RC = Reference category; b  p < .05; c  p < .01; d  P < .001

-0.02 -0.22b

50                           Asia-Pacific Population Journal, Vol. 15, No. 1

Chittima Kanchanabanca
1-2

Chittima Kanchanabanca
Has land

Chittima Kanchanabanca
Urban



The probability of not having given birth during the reference period
rises significantly with age and the number of children born before the
reference period. It declines among women with live or more children,
those wanting no more children, and those who want children after two
years. There is a statistically higher probability of not having given birth
during the reference period among women having access to mass media
(37-41 per cent), among ever-users than never-users of family planning
methods (24-33 per cent), among educated than non-educated women, i.e.
those with schooling beyond the primary level have a 34-61 per cent higher
probability of not having given birth during the three years prior to the
surveys than those without schooling. It is also higher among working
women than among housewives (13-32 per cent), among women living in
urban than rural areas, and among women living in Rajshahi and Khulna
divisions. Similarly, in terms of what has been observed with regard to
contraceptive use, there is little or no effect of landholding status. Data (not
presented here) show that findings for rural and urban Bangladesh are
similar to those for the country as a whole.

Discussion

Bangladesh is one of the best and most recent examples of a country
with a strong family planning programme effort, which has brought about a
significant fertility decline. The programme efforts have been largely
facilitated by major socio-economic changes. These include positive changes
such as female education, female empowerment, female mobility and access
to the media as well as negative changes such as increasing landlessness,
and rising unemployment and underemployment. Also, other changes took
place such as changes in the family size norm as well as declines in infant
and child mortality.

The results of the analysis indicate that six factors largely account for
the reproductive change in Bangladesh. These include interspousal commu-
nication on family planning, desire for children, women’s education,
women’s employment status, access to mass media, and programme efforts.

Most local and foreign observers agree that during the past two
decades women’s status, in terms of education, employment, mobility and
decision-making power, has undergone major changes. Also, there is
evidence that such changes have contributed to increased contraceptive use
and consequent fertility decline (Khuda and others, 1990; Khuda and
Barkat, 1992). Ideational changes resulting from increased access to the
media have fostered modern outlooks and attitudes, thereby lowering high-
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fertility norms, even among the poor. Furthermore, landlessness and
impoverishment have altered the economic value of children, especially
sons.

Owing to the young age structure of the population, the future growth
potential of the population is quite high. In the short run, even under the
optimistic assumption of achieving replacement level fertility by the year
2005, there will be a net increase of 8.8 million people by June 2002, the end
of the Fifth Plan period, over the 1997 population of 123.9 million. Indeed,
in the long run, i.e. by the year 2020, there will be a net increase of over 42.7
million people. Such an increase in population size will have several adverse
implications for the country’s socio-economic development (Government of
Bangladesh, 1997b).

There are clear policy and programmatic implications. Any further
acceleration in contraceptive prevalence and fertility decline will require
major efforts directed at improving women’s status, increasing access to the
media, and improving programme efforts in the low-performing divisions.
The Government of Bangladesh should aim not only at consolidating the
level of success it has already achieved in the family planning sector but also
at further strengthening the programme by making family planning a part of
the broader reproductive health service package. The programme should
concentrate on other essential elements of reproductive health such as safe
delivery and the prevention and management of reproductive tract
infections and sexually transmitted diseases including HIV/AIDS, while
working towards making the overall programme more cost-effective. Indeed,
this is the new policy under the national programme - the Health and
Population Sector Programme as well as the National Integrated Population
and Health Programme (USAID,  1997; Government of Bangladesh, 1998).
The Operations Research Project of ICDDR,B is currently engaged in a
number of research activities aimed at operationalizing the delivery of the
broader reproductive health service package in rural and urban areas of
Bangladesh.

Nevertheless, while vigorously pursuing family planning programme
efforts as part of the broader reproductive health package, the government
should also attach greater priority to development in the social sector,
including enhancement of women’s status, especially through increased
female educational and employment opportunities, and improved access to
the media. Such investments, in addition to their direct benefits, would
further accelerate the process of fertility decline in the country.
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Demographers’ Notebook

Fertility Transition in
Sri Lanka: Programme and

Non-programme Factors

By A.T.P.L. Abeykoon*

During the past four decades, Sri Lanka has experienced significant
changes in the level and pattern of fertility. The total fertility rate has
declined from about 5 children per woman in the early 1960s to near the
replacement level of 2.1 by the end of the 1990s despite the fact that the
number of women in the reproductive age group more than doubled during
this period.

The changes in the total fertility rate and the crude birth rate are given
in table 1. It is evident that both rates have shown a steady decline and,
within the short period of nearly four decades, the rates have been cut in
half

The age specific fertility rates show that there have been continuous
declines in fertility in all age groups between 1962 and 2000 (table 2). While
in the 1960s and 1970s a greater decline in fertility took place in the age
group over 30 years, resulting in a decline in high parity births, in the
subsequent decades, much of the fertility decline has occurred among
women below 30 years of age as a result of the deliberate desire of younger
women to limit the number of children to around two. In the peak fertility
age group 20-24 and 25-29 years, which together account for about 56 per
cent of annual births, fertility rates have dropped by 42.2 per cent and 31.0
per cent respectively in the period between 1980 and 2000.

* Director, Population Division, Ministry of Health and Indigenous Medicine, 231 De
Saram Place, Colombo 10, Sri Lanka. E-mail: dirpop@slt.lk
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Table 1. Crude birth rate and total fertility rate, Sri Lanka, 1962-2000

Period                                            Crude birth rate (per 1,000)               Total fertility rate (per woman)

1962-1964 34.3
1970-1972 29.7
1980-1982 27.8
1985-1987 22.9
1988-1993 20.6
1995-2000b 17.5

5.0
4.1
3.4
2.6a

2.3a

2.1

Sources: Department of Census and Statistics, Registrar General’s Department.
a      Excludes the Northern and Eastern provinces.

b      Estimated.

Undoubtedly, there have been in operation in Sri Lanka a host of
programme and non-programme factors which have facilitated the
development of the social environment in which reduced fertility has
emerged as an important demographic trend.

Programme factors

The programme factors can be examined under the following areas:
policy environment and strategies, institutional development, managerial
processes and contraceptive services.

Policy environment and strategies

In 1965, the government made a policy decision to include family
planning as part of the maternal and child health programme of the
Ministry of Health.

Table 2. Age-specific fertility rates, Sri Lanka, 1962-2000

Age group                       1962-1964        1970-1972        1980-1982      1985-1987a      1988-1993a      1995-2000b

15-19 52 40 38 35 35 30
20-24 229 179 173 137 109 102
25-29 280 227 197 150 134 135
30-34 239 200 149 113 104 92
35-39 156 131 89 66 54 45
40-44 46 41 26 21 14 12
45-45 07 06 04 03 02 4
Total fertility rate 5.0 4.1 3.4 2.6 2.3 2.1

Sources: ESCAP (1988). Levels and Trends of Fertility in Sri Lanka: A District-Level
Analysis, 1986; and Demographic and Health Surveys, 1987 and 1993.

a     Excluding the Northern and Eastern provinces.
b      Estimated.

56  Asia-Pacific Population Journal, Vol. 15, No. 1



In 1966, the Minister of Health appointed an advisory committee to
give advice on the establishment and execution of the national family
planning programme. The main recommendations of the committee were
accepted. The government then took action to renew an agreement with the
government of Sweden to provide the necessary financial support for the
programmes.

In 1971, the five-year economic development plan of the government
emphasized the importance of reducing the rate of population growth
through fertility limitation and gave very high priority to the diffusion of
family planning facilities among the mass of the adult population.

In 1973, a project agreement was signed by the government with the
United Nations Population Fund (UNFPA) to provide assistance in a wide
array of projects with a view to broaden the base of the national population
programme.

In 1977, the government made a policy statement to strengthen clinical
family planning services and to provide financial inducements to those who
would accept sterilization voluntarily as a method of family planning. The
medical teams that performed sterilizations were also given financial
incentives. In addition, those medical officers who performed a higher
number of sterilizations than their quota were awarded certificates in
recognition of their service, and were sent on overseas study tours to further
observe family planning activities in countries of the region. With these
inducements, an increasing number of couples resorted to sterilization as a
method of family planning. By 1987, almost half (48 per cent) of the total
contraceptive prevalence rate was due to sterilization. Towards the latter
part of the 1980s, the government gave equal emphasis to modern spacing
methods of contraception; injectable contraceptives, Norplant and a more
cost-effective IUD, namely the TCu 380A, were introduced in the
programme (Abeykoon, 1996).

In 1991, the government issued a policy statement on population,
emphasizing the need to achieve replacement level fertility at least by the
year 2000. In 1998, the government formulated the National Population and
Reproductive Health Policy in recognition of the broadly based concept of
reproductive health adopted at the International Conference on Population
and Development (ICPD) in Cairo. The policy document contains the
following eight goals: (a) maintain current declining trends in fertility so as
to achieve a stable population size at least by the middle of the twenty-first
century, (b) ensure safe motherhood and reduce the levels of morbidity and
mortality related to the reproductive system, (c) achieve gender equality, (d)
promote responsible adolescent and youth behaviour, (e) provide adequate
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health care and welfare services for the elderly, (f) promote the economic
benefits of migration and urbanization while controlling their adverse social
and health effects, (g) increase public awareness of population and
reproductive health issues, and (h) improve population planning and the
collection of quality population and reproductive health statistics at the
national and sub-national levels.

Institutional development

In 1968, the Family Health Bureau was established in the Ministry of
Health with responsibility for the implementation of the national maternal,
child health and family planning programme. The Bureau also undertakes
in-service training in family health for various categories of health workers.
In addition, it also provides the necessary technical support to programme
managers at the sub-national level and provides supplies, equipment,
contraceptives and other material needed for the implementation of
maternal and child health and family planning activities.

In 1974, a steering committee was established to coordinate and
monitor the UNFPA-funded projects that began to be implemented by the
Ministry of Health and other line Ministries. The Secretary of the Ministry
of Plan Implementation functioned as the chairperson of this committee.

In 1977, population policy formulation and implementation was vested
with the Ministry of Plan Implementation, which functioned under the
President of the country. The Population Division was created under this
Ministry in 1979 to coordinate and monitor the national population
programme. In addition, it is vested with the responsibility to review
population policies and formulate new policies. It also provided the
necessary technical support to other agencies engaged in population
activities and coordinated donor-funded projects. The Division is also
responsible for the coordination of IEC (information, education and
communication) and research activities and the dissemination of population
data and information.

With the national population programme gradually reaching the stage
of maturity, and the demand for family planning services rising, in 1989, the
subject of population policy formulation and implementation was assigned
to the Ministry of Health. Therefore, the Population Division and the
Population Information Centre were transferred to the Ministry of Health
with the same functions and responsibilities. Thus, population policy
planning, IEC strategy implementation and family planning service delivery
were brought under the purview of one ministry.
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The Population Division also coordinates donor-aided projects in
other government agencies and provides technical support to them. Thus,
the Population Division performs a dual function of population policy
planning and technical support as well as coordination and monitoring of
operational activities.

Managerial processes

In the early 1990s, the government established central policy and
monitoring authorities to achieve the objectives of the national population
policy. The National Co-ordinating Council on Population (NCCP) chaired
by the Secretary, Ministry of Health, coordinates and monitors the national
population programme. The Population Division functions as the secretariat
to the NCCP.

The National Health Council, chaired by the Prime Minister, is the
highest decision-making body on health and health-related subjects. Popula-
tion and family planning issues are discussed and policy decisions taken at
these council meetings.

The management of the service delivery programme at the sub-
national district level is the responsibility of the Medical Officer, Maternal
and Child Health. The district is further sub-divided into divisional health
areas. A divisional health area services a population ranging from 75,000 to
100,000 persons. At the grassroots level, the Public Health Midwife services
a population of between 3,000 and 5,000 women. At the district level,
population activities are coordinated by the Director of Planning, who
functions directly under the administrative head of the district.

A unique feature of the managerial process of Sri Lanka’s population
programme is that both health professionals and population planners have
worked in close collaboration to face challenges and find solutions to the
emerging population issues that confronted Sri Lanka during the latter half
of the past century.

Contraceptive services

Since the inception of family planning activities as part of the maternal
and child health programme, the “cafeteria” approach of providing a variety
of services has been followed. Since the mid-1980s, injectable contraceptives
and Norplant have been added to the programme. These services are
provided through a network of family planning clinics throughout the
country. In addition, pills and condoms are distributed by midwives during
their home visits.
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The training of health personnel in the delivery of family planning
services commenced in 1965 when a policy decision was taken to include
family planning in the maternal and child health programme of the Health
Ministry. The traditional midwives were replaced by institutionally trained
midwives. Currently, all midwives are institutionally trained. One of the
important programme factors contributing to the rise in contraceptive
prevalence has been the training and the commitment of midwives working
in the field. The contraceptive prevalence rate has increased from 34.4 per
cent in 1975 to 66.1 per cent in 1993. The availability and accessibility of
contraceptive services is widespread and cuts across all social strata. This is
evident from the fact that the geographic range in contraceptive prevalence
was 8.4 per cent in 1993. The variation between those with no schooling and
those in the highest educated categories was only 5.8 per cent.

Non-programme factors

Participation of NGOs

Non-governmental organizations (NGOs) have made an important
contribution to fertility decline in Sri Lanka. Pioneering work in the field of
family planning was done by the Family Planning Association of Sri Lanka,
which was founded in 1953, long before the commencement of the
government programme. The work of the Association was recognized by the
government. The Association developed a wide range of activities from
providing information and education to clients, organizing training for
medical and public health personnel, and providing services through clinics
in government facilities. After the commencement of the national family
planning programme, the association has played a supporting role and has
focused its activities on the social marketing of contraceptives and
on information, education and training activities. In addition to the
Family Planning Association, three other NGOs emerged in the 1970s to
supplement the government programme in IEC and service delivery
activities. In 1993, about 40 per cent of the demand for supply methods and
17 per cent of the demand for clinical methods of contraception were met
by NGOs. In view of the importance of this role, the government has been
supporting NGOs through financial grants, equipment and supplies. In
addition, NGOs are represented in the National Coordinating Council on
Population, and they have also been represented in the formulation of
national population and reproductive health policies.

Socio-economic development

The introduction of free education in Sri Lanka in 1944 from grade 1
to the university level was a landmark achievement in social development
for a small developing country. This has resulted in the rise in literacy and
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educational level of the population. The literacy rate increased from 70.1
per cent for males and 43.8 per cent for females in 1946 to 94.9 per cent and
89.4 per cent respectively in 1996/97. By 1981, the proportion of the
population 10 years and over with no schooling was only 7.3 per cent
(Abeykoon, 2000).

The rising educational level of the population has significantly
contributed to the reduction in fertility in Sri Lanka. Survey data show a
clear inverse relationship between the educational level of women and
fertility. In 1993, the mean number of children ever born to currently
married women with no schooling was 3.4 children, whereas the mean
number for those with an education beyond the secondary level was 2.0.
Thus, the rising educational level of females has increased their awareness
of the social and economic costs and benefits of excessive childbearing.

While the initial impetus for fertility decline has come about through
rising aspirations of females resulting from the expansion of educational
opportunities and attainment, in the more recent decades, upward social
mobility of females brought about by the wider availability of economic
opportunities in the modern economic sectors has further contributed to the
decline in fertility. For instance, between 1946 and 1990, the labour force
participation rates of females in the peak ages of fertility 20-24 and 25-29
years has increased from 23.8 and 26.3 per cent respectively to 64.0 and 58.3
per cent.

Rise in age at marriage

Another important factor contributing to fertility decline in Sri Lanka
has been the rise in the age at marriage of females. The singulate mean age
at marriage for females has increased from 20.9 years in 1953 to 25.5 years
in 1993. In 1971, the singulate age at marriage of females who have had 12
or more years of schooling was 28.0 years. Thus, the rising educational
attainment of females has no doubt contributed to the rise in age at
marriage. Analysis of data on the contribution of nuptiality and marital
fertility to the decline of the total fertility rate during 1953 and 1981 show
that between 1963 and 1971, 53.3 per cent of the decline in the total fertility
rate was due to nuptiality and the corresponding percentage for the period
1971 to 1981 was 21.4 per cent.

Induced abortion

Since induced abortion is illegal in Sri Lanka except to save the life of
the mother, reliable data are not available. The Demographic and Health
Survey conducted in 1993, however, indicated that the rate was 23 per cent.
Anecdotal evidence suggests that induced abortions are on the increase with
the availability of services. The 1993 Survey also showed an inconsistency
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between the total fertility rate of 2.3 and a contraceptive prevalence rate of
66.1 per cent. However, preliminary findings of a recent study indicate that
a significant proportion of abortion seekers had been using a method of
contraception; however, the influence of induced abortions on fertility
decline in Sri Lanka cannot be totally discounted.

Breastfeeding

The duration of breastfeeding is one of the important proximate
determinants of fertility (Bongaarts, 1982). In Sri Lanka, the mean duration
of breastfeeding has not shown a decline with the increasing educational
level of females in the reproductive ages. The mean duration has increased
slightly from 21 months in 1975 to 23 months in 1993. The fertility-inhibiting
effect of breastfeeding and postpartum abstinence measured as an index of
postpartum infecundability has increased from 0.608 to 0.610 between 1975
and 1993.

Decline in infant mortality

The decline in infant mortality from 82 per thousand live births in 1950
to about 17 in 1996 has been another strong motivating factor in the
reduction of fertility. Since the early 196Os, it has become evident to married
couples that the survival chances of their new-born infants are much higher
than they would have been two decades previously and that they are able to
attain their desired family size through contraceptive use.

Conclusion

From the foregoing discussion, it is evident that a host of programme
and non-programme factors have contributed to fertility decline in Sri
Lanka during the past four decades. What has been unique in the Sri
Lankan experience is that enlighteded social development policies and
programmes have been accompanied by the commitment and dedication of
health personnel and population planners who made the right choices at the
right time to bring about the desired changes in fertility.
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