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Sub stance Use and Pre mar i tal Sex among Ad o les cents 5

in In do ne sia, Ne pal, the Phil ip pines and Thai land

This pa per ex amines sub stance use (smoking or drinking) and pre marital
sex among ad olescents (aged 15 to 19) in In donesia, Ne pal, the Philippines and 
Thai land. The prev a lence among ad o les cents and the fac tors as so ci ated with the
ini ti a tion of these be hav iours dur ing ad o les cence are ana lysed. Large
pro por tions of male ad o les cents have ex pe ri ences of us ing sub stances, rang ing
from 30 per cent in Ne pal to 78 per cent in In donesia. The pro portions are
much lower among fe male ad olescents, rang ing from 7 per cent in In donesia to 
40 per cent in Thailand. The pro portions of male ad olescents who have
experienced pre marital sex range from 7 per cent in In donesia to 28 per cent in 
Thailand. In all four countries, less than 5 per cent of fe male ad olescents re port
ever hav ing ex pe ri enced pre mar i tal sex. Over all, the ini ti a tion of sub stance use
dur ing ad o les cence is pos i tively as so ci ated with socio-eco nomic de vel op ment
factors such as ur ban ex posure and high level of mother’s ed ucation. Sub stance
use is also pos i tively as so ci ated with in di ca tors of tran si tion to adult hood such
as leaving school and leaving the pa rental home. A close relationship among
fam ily mem bers tends to pro tect ad o les cents from ini ti at ing sub stance use or
pre mar i tal sex. Re li giously ac tive ad o les cents in the Phil ip pines and Thai land
have a low prob ability of initiating sub stance use or pre marital sex. Having
initiated substance use increases the probability of initiating premarital sex in
the Philippines and Thailand during adolescence.

Unintended Pregnancies in the Is lamic Republic of Iran: 27

Levels and Correlates

Using the first Iranian Demographic and Health Survey (IDHS), this
paper examines the level of unintended pregnancies in 2000. The analysis of
data from women who were pregnant at the time of the survey shows that
about 35 per cent of current pregnancies were unintended. This is a high rate
of unintended pregnancies and is counter balancing the strong effort of the
family planning programme of the Islamic Republic of Iran, which provides
free knowledge and contraceptive supplies to families through a large network

Ab stracts
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of rural health houses and urban health centres. About 40 per cent of
unintended pregnancies happened among women who reported using
contraception prior to their current pregnancy. The rate of unintended
pregnancies was higher in rural areas and increased significantly with parity,
age and illiteracy. The results from this study indicate that the family planning
programme of the Islamic Republic of Iran has reached a stage where it needs
to consider increasing the quality of delivery of contraceptives and knowledge
in order to further the exceptional success that it has enjoyed since
revitalization in 1989. 

Maternal Health-Care Ser vice Use among Ru ral-Urban 39

Mi grants in Mumbai, In dia

This pa per ex am ines the uti li za tion of ma ter nal health-care ser vices
among ru ral-urban migrant and non-migrant women in Maharashtra, In dia.
Data were collected via in-depth in terviews with women in a rural vil lage and
an ur ban slum pocket of Mumbai. Ru ral-urban migrant women had similar pat -
terns of pre natal care utilization to ur ban non-migrant women, yet their
choices of place of de livery closely re semble those of ru ral non-migrant
women. The high utilization of pre natal care ser vices among ru ral-urban mi-
grant and ur ban non-migrant women is at tributed to the greater availability of
maternal health-care ser vices in urban areas. The sim ilarity in the choices of
place of de livery be tween ru ral-urban migrant women and ru ral non-migrant
women is at tributed to the prevailing norm of home births, which migrants
con tinue af ter mi gra tion to ur ban ar eas. The main bar ri ers to ser vice uti li za tion
were the lack of services in rural ar eas, dis tances to ser vices, the perception
that maternal health-care ser vices were for curative purposes, cost and tra di-
tional attitudes to wards childbirth. Ru ral-urban migrant women face the added
burden of be ing new to a city, and un less they have ad equate so cial networks,
they are un likely to use maternal health-care ser vices, highlighting the need to
focus these very ser vices to wards recent migrants in Mumbai.

Ageing in Ne pal 61

The pa per ex am ines the de mo graphic and socio-eco nomic sit u a tion of the
older pop ulation of Ne pal using data from the 2001 Population and Hous ing
Census. Some important find ings emerge from the analysis, all of which have
policy implications: (a) the older pop ulation in Nepal is grow ing faster than the 
to tal pop u la tion as fer til ity and mor tal ity de cline, (b) the older pop u la tion is
likely to be more disadvantaged compared with the gen eral pop ulation in terms
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of ed u ca tional at tain ment and lit er acy, eco nomic in de pend ence and phys i cal
fitness and (c) among older per sons, women compare un favourably with men
on var i ous socio-eco nomic di men sions such as ed u ca tion, eco nomic status and
health. These find ings clearly point to the need to for mulate gen der-sensitive
comprehensive pol icies and programmes in or der to ad dress the specific needs
of the grow ing older population and ensure that they have productive and
healthy lives.



Substance Use and
Pre mar i tal Sex among

Ad o les cents in In do ne sia, Ne pal,
the Philippines and Thailand

Pro tec tive child hood fam ily char ac ter is tics such as grow ing up
with two par ents, not hav ing frequent quarrels in the fam ily and

having close relationships with parents tend to lower the probability of
early ini ti a tion of sub stance use and pre mar i tal sex.

By Minja K. Choe, Sri Harijati Hatmadji, Chai Podhisita,
Corazon M. Raymundo and Shyam Thapa�

Early initiation of smoking and drinking are well known to have both

immediate and long-term adverse health and social consequences (CDC, 1994;
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Gruber and others, 1996; WHO, 1997). Premarital sex during adolescence is often

unprotected against unwanted pregnancies and sexually transmitted infections, and

as a consequence, often results in adverse social, economic, and health

consequences (UNICEF, UNAIDS and WHO, 2002; WHO, 2001). For these

reasons, substance use and premarital sex during adolescence are regarded as

risk-taking behaviour. Limited studies on substance use and premarital sex also

indicate that the prevalence of these risk-taking behaviours among adolescents is

increasing in Asian countries (Corraro and others, 2000; Tan, 1994; Issarabhakdi,

2000). In order to formulate and implement effective adolescent health policies and

programmes it is essential that the prevalence of adolescent risk-taking behaviousr

and the factors associated with them are identified.

Most of the studies on substance use and premarital sex among Asian

adolescents are based on special groups of youth or small samples of youth in

limited geographic locations (Issarabhakdi, 2000; Sittirai and others, 1992; Tan,

1994; VanLandingham and others 1993; WHO, 2001). Only a handful of studies

have reported on these behaviours at national levels (Choe and Raymundo, 2001;

Raymundo, Xenos and Domingo, 1999; Podhisita and others, 2001; Podhisita,

Xenos and Varangrat, 2001) and none in a comparative perspective.

Using data from large-scale youth surveys in Indonesia, Nepal, the
Philippines and Thailand, this paper examines levels of substance use (drinking or
smoking) and premarital sex among adolescents, and factors associated with the
initiation of these behaviours during adolescence. Previous studies (mostly in the
United States of America) have found that a range of community, family and
individual characteristics affect substance use and premarital sex among
adolescents (Blum and Rinehart, 1997; Goodson and others, 1997; Jessor, 1998;
Jessor, Turban and Costa, 1998; Kirby, 2001; Neumark-Sztainer and others, 1996;
Resnick and others, 1997; Udry and others, 1986), as summarized below.

Adolescent risk-taking behaviour is more common in communities that
have more permissive norms than in other communities. At the family level,
adolescents who spent their childhood in two-parent families and who have close
relationships with their parents are more likely than others to avoid risk-taking
behaviour. A high level of parents’ education is often found to be associated with
low likelihood of risk-taking behaviour. It is likely that parents with high levels of
education are better able to provide appropriate guidance for their children’s
behaviour than other parents, resulting in lower level of risk-taking among their
children. In developing countries, however, a higher level of parents’ education,
through better economic conditions, may be associated with easy access to
substances and opportunities for premarital sex, and therefore, higher prevalence
of substance use and premarital sex during adolescence among their children.



At the individual level, physical maturity is found to be associated with a

desire to engage in risk-taking behaviour. In addition, aspirations for a higher level

of education, high level of self-esteem and strong religious belief are found to be

associated with low level of risk-taking. In general, risk-taking behaviour during

adolescent years, such as substance use and premarital sex, are found to have

similar risk and protective factors. Furthermore, the initiation of premarital sex

during adolescence is found to be much more common among those who have

initiated substance use.

Data

Data used for the analysis in this paper consist of four large-scale youth

surveys. For Indonesia, data from the Baseline Survey of Young Adult

Reproductive Welfare conducted in 1998 are used. The survey collected

information from 3,978 female and 4,106 male young people aged 15-24 in Java

and Sumatra. Metropolitan areas were excluded from the survey. For Nepal, the

Nepal Adolescents and Young Adults Survey conducted in 2000 is used. The

sample consists of 4,175 female and 3,802 male young people aged 14-22. The

mountain ecological region that is sparsely populated was excluded from the

survey (Thapa, Dhital and Neupane, 2002). For the Philippines, data from the

second Young Adult Fertility and Sexuality Survey conducted in 1994 are used,

consisting of a national probability sample of 5,266 male and 5,612 female youth

aged 15-24 (Raymundo, Xenos and Domingo, 1999). For Thailand, data from the

Family and Youth Survey of 1994, consisting of a national probability sample of

1,087 male and 1,092 female youth aged 15-24 (Podhisita and Pattaravanich,

1995) are used.

Table 1 shows selected economic, social and cultural characteristics of

adolescents aged 15-19 in the four countries. Economic conditions are quite

different in those four countries, the per-capita GDP (purchasing power parity) in

2002 ranging from US$1,360 in Nepal to US$6,230 in Thailand. The four

countries are similar in that they have a dominant religion, which is followed by

more than 85 per cent of the population. But the dominant religion is different in

each country.

In Indonesia and the Philippines, the father’s attitude regarding adolescent

smoking, as perceived by youth, is quite permissible for boys but very restrictive for

girls. Thai youth report a permissive attitude as regards women’s smoking and

drinking, the permissive attitude being more common among young women than

among young men. In most cases, a large majority of young people in the four

countries consider that it is important for women to remain virgin until marriage but
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among the Thai female youth, slightly less than half think so. It is interesting to note

that the proportion of young people who consider women’s virginity important

decreases with the level of economic development.

Table 1.  Selected economic, social and cultural indicators of adolescents

aged 15-19 included in Indonesia, Nepal, the Philippines and Thailand

Indonesia Nepal Philippines Thailand

Per-capita GDP in 2002

(purchasing power parity)
US$2,830 $1,360 $4,070 $6,230

Major religion

Percentage of followers

Islam

98

Hindu

86

Catholic

88

Buddhism

92

Attitude on substance use (percentage)

Father allowed smoking before age 15

      Male youth 17

      Female youth 1

Father would approve smoking

      Male youth 13

      Female youth 1

Drinking/smoking for women is acceptable

      Male youth 32

      Female youth 41

Attitude on virginity and premarital sex (percentage)

A woman should remain a virgin until marriage

      Male youth (agree) 71 86 56 61

      Female youth (agree) 81 92 69 44

Year of survey 1998 2000 1994 1994

Number of youth aged 15 to 19

     Male 2,670 2,441 3,083 1,782

     Female 2,293 2,669 3,251 2,140

Notes: Per-capita GDP is from World Bank, 2003, pp.15-16.

Others are tabulated from the Baseline Survey of Young Adult Reproductive Welfare of Indonesia

(1998), Nepal Adolescents and Young Adults Survey (2000), the Philippines Young Adult Fertility and

Sexuality Survey (1994), and the Family and Youth Survey of Thailand (1994).

8 Asia-Pacific Population Journal, Vol. 19, No. 1



For substance use, the authors analyzed smoking and drinking

(consumption of alcoholic drinks) behaviour. The four surveys used similar sets of

questions on smoking and drinking behaviour. Current smoking status, past

smoking experience and age at first smoking experience were obtained from

responses to “Have you ever smoked?”  “Are you currently smoking?” and “At

what age did you begin to smoke?” In the survey conducted in Nepal, the question

was on smoking cigarettes or bidis (Bidis are tobacco folded in dry leaves, smaller

in size than cigarettes, produced and consumed primarily in South and South-East

Asia). A similar set of questions was asked about the consumption of alcoholic

drinks.

For the analysis of premarital sex, an indicator of whether the respondent

ever had any premarital sex and the age at first premarital sex are constructed using

information on whether the respondent ever had sexual intercourse, the age at first

sexual intercourse, and the date of first marriage. Single respondents who ever had

sexual intercourse are considered as having had premarital sex. Married

respondents who had their first sexual intercourse before the date of first marriage

are considered to have had premarital sex. Whenever information is available,

cohabiting couples are regarded as married couples in the analysis. The date of

marriage in this analysis is defined as the date of first living together with spouse or 

partner of cohabitation.1

 Methods

The experience of smoking and drinking are combined to create a variable

indicating whether the youth had ever used a substance. Adolescents are defined as

15 years to 19 years of age. The factors associated with the probability of initiating

substance use and premarital sex during adolescent years (early initiation) are

estimated using the discrete-time event history analysis approach (Allison, 1984).

The unit of analysis is a person-year for each year during adolescence (15-19) that

a youth had lived. Using this approach, it is possible to examine factors such as

indicators of transition to adulthood as the status at the beginning of each age

(time-varying covariate). Logistic regression models are used where the dependent

variable is whether an adolescent initiated substance use (smoking or drinking) or

premarital sex during the year, provided that the adolescent is exposed to the risk of 

initiation at the beginning of the year.

The selection of potential factors associated with the probability of

initiating substance use or premarital sex during adolescence is based on findings

from earlier studies discussed above and availability of their indicators in the

survey data used. The list of factors examined is summarized in table 2. More

Asia-Pacific Population Journal, March 2004 9



detailed information on the factors and their descriptive statistics are shown in the

annexes (tables A1 to A4). 

Table 2.  List of factors examined for the probability of initiating substance

use (smoking or drinking) and initiating premarital sex at ages 15 to 19

Covariates Indonesia Nepal Philippines Thailand

Community characteristics

   Province or district X X

   Type of current residence (urban-rural) X X X X

   Type of birth place (urban-rural) X X X

Parents’ education

   Father’s education X X X X

   Mother’s education X X X X

Childhood family

   Raised by two parents X X X X

   Frequent quarrel in the family X

   Parents had stable marriage X

Relationship with parents

   Close to father X X

   Close to mother X X

Transition to adulthood
a

   Age X X X X

   Have been out of school X X X X

   Have worked for pay X X

   Have lived away from parents X X X

   Have been marriedb X X X X

Other individual characteristics

   Religiously active X X

   Plans to go to college X X

Notes: In the models for premarital sex, whether the youth had initiated substance use before the
beginning of the age segment is also included.

a
  As of the beginning of the age segment.

b
  This factor is included only in the models for initiation of substance use. For initiation of premarital

sex, the analysis is limited to age segments before first marriage.

10 Asia-Pacific Population Journal, Vol. 19, No. 1



Recognizing large geographic variations in social norms in Indonesia and

Nepal, dummy variables indicating provinces in Indonesia, and dummy variables

indicating the ecological region and the development level of rural areas of Nepal

are created and included in the analysis. Current residence and place of birth are

used as indicators of urban exposure. The Philippines is the most urbanized

country and Nepal is the least urbanized country.

Father’s and mother’s education is classified as high or low. Considering

the differences in the education systems in the four countries, different cut-off

points are used for different countries. The educational level is defined as high if

more than primary for Indonesia, Nepal, and the Philippines, and more than four

years for Thailand. 2  Father’s level of education is highest for the Filipino youth

and lowest for the Indonesian youth. Mother’s level of education is highest for the

Filipino youth and lowest for the Nepalese youth.

A number of characteristics of childhood family are examined. One

common factor across the countries is whether the youth grew up with two parents

or not. Indonesian and Philippine data have additional information indicating the

quality of relationships among members of the childhood family: whether there

were frequent quarrels in the family (Indonesia) or whether parents had a stable

marriage (Philippines). Indonesian and Thai data have information on the

relationship between the youth and their parents. The Indonesian survey asked

respondents whether they had frequent conversations with their father and mother

while growing up (up to age 15) and the Thai survey asked respondents whether

they thought their father and mother understood them well (current status). All

these available characteristics of the childhood family are examined.

Three indicators of transition to adulthood are available for all four

countries: age, whether the respondent has ever been out of school, and whether the

respondent ever has been married. In addition, whether the respondent has ever

worked for income is available for Nepal and Thailand, and whether the

respondent has ever lived away from parents is available for Nepal, the Philippines

and Thailand. All of these indicators are expected to have a positive effect on the

probability of early initiation of substance use and premarital sex. These factors are

coded to indicate the status at the beginning of each exposed person-year period.

The youth surveys of the Philippines and Thailand provide information

on additional potential factors that are likely to be associated with the initiation of

substance use and premarital sex during adolescence: religious activity, and

whether the respondent plans to go to college. Previous studies suggest that young

people who are religiously active (participate in religious activity once a week or

more often) and those who plan to go to college (a proxy for high self-esteem) are

Asia-Pacific Population Journal, March 2004 11



less likely to begin to use substances or have premarital sex as adolescents. In the

Philippines, a number of non-Catholic religions have been introduced in recent

years. Filipinos with non-Catholic religion tend to be strongly religious and are

expected to have a lower probability of beginning to use substances and to have

premarital sex as adolescents.

For the analysis of the initiation of premarital sex, an additional factor,
namely whether the youth had begun to smoke or drink before the beginning of
each person-year period, is examined.

Results

Prevalence of substance use and premarital sex

The prevalence of substance use, measured by the proportions of
adolescents who ever used, is high in these countries (figure 1). Among adolescent
boys, the proportion is highest in Indonesia (78 per cent) and lowest in Nepal (30
per cent). The proportions are much lower among the adolescent girls, ranging
from 7 per cent in Indonesia to 40 per cent in Thailand. Thus, one of the common
patterns in substance use across countries is the large gender difference. The large
gender difference is consistent with the differences in father’s attitude regarding
smoking behaviour of their sons and daughters (table 1), and seems to reflect the
social norms in these countries (Choe and others, 2001; Corraro and others, 2000).
It is interesting to note that the prevalence of substance use increases as one moves
from economically less developed countries to economically more developed
countries (from Nepal to Indonesia, Philippines, and Thailand), but Indonesia
stands out as an exception. Among boys, Indonesia shows the highest prevalence
level, and among girls it shows the lowest prevalence.

Among adolescent boys, the prevalence of premarital sex is quite high in
Thailand (40 per cent), substantial in the Philippines and Nepal (31 per cent and 15
per cent respectively), and low in Indonesia (7 per cent). Among adolescent girls,
premarital sex is rare in Indonesia and Nepal (1 per cent or less) but not negligible
in the Philippines and Thailand (4 per cent). Note that, similar to the pattern of
substance use, the prevalence increases as one moves from economically less
developed countries to economically more developed countries, except that the
Nepalese adolescent boys have a higher prevalence of premarital sex than
Indonesian adolescent boys. This pattern is consistent with the pattern of how the
importance of virginity decreases with the level of economic development as
shown earlier (table 1). Very low levels of prevalence of premarital sex among
girls in Indonesia and Nepal are, at least in part, likely owing to the high prevalence
of early marriage. Adolescent girls who marry early are not exposed to premarital

12 Asia-Pacific Population Journal, Vol. 19, No. 1



sex during the later years of adolescence when premarital sex is more likely to take
place. Large differences in the prevalence of premarital sex among boys in the four
countries, however, are beyond the levels attributable to the differences in age at
first marriage.

Figure 1.   Per cent who ever smoked or drank and who
ever had premarital sex among adolescents aged 15-19 by gender

The pattern of large gender difference in the prevalence of premarital sex

raises some questions. Who are the partners of adolescent boys in their premarital

sexual relationships in those countries? To what extent are those gender

differences due to data collection and reporting biases? One likely explanation for

the gender difference in reported prevalence of premarital sex is that a large

proportion of partners of sexually active adolescent boys are commercial sex

workers. But the reported proportions of male youth who had their sexual initiation

with commercial sex workers in the surveys, 18 per cent in Thailand and 2 per cent

in the Philippines, account for only a small proportion of the differences. There are

some additional likely explanations for the observed gender differences. One

possible explanation is that reporting of premarital sex is biased owing to

prevailing “double standard” regarding sexual behaviour: being tolerant towards

young men’s premarital sexual experiences and being restrictive towards young

women’s premarital sexual experiences (Prasartkul and others, 1987; Thapa and

others, 2001; Tan, 1994). It is possible that girls in the surveys underreported their

premarital sexual activities and boys exaggerated their premarital sexual activities.
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Another possibility is that, sexual activities are “concentrated” among some

adolescent girls. In other words, it is possible that only a small proportion of

adolescent girls are sexually active, but these girls tend to have multiple partners.

Assessment of biases in reporting of sexual experiences and other reasons for

gender differences in reported sexual activities needs further research, probably

involving in-depth and qualitative data collection approaches.

Factors associated with initiation of substance use

Results of multivariate analysis on the factors associated with the

probability of initiating substance use during adolescent years are summarized in

table 3. The complete list of estimated odds ratios is shown in the annexes, tables

A1 to A4, together with the descriptive statistics of the variables. In this section, the

similarities and differences of the factors associated with the probability of

initiating substance use are discussed. The discussion on the factors associated

with the initiation of premarital sex follows in the next section.

Both community characteristics, locality (province in Indonesia and

ecological region in Nepal) and urban exposure have statistically significant

effects on the early initiation of substance use, suggesting that the norms on

substance use vary within a country. In general, youths who live in communities

that are less conservative (provinces other than Central Java in Indonesia and the

Hill area in Nepal) and youths who have urban exposure are more likely to initiate

substance use during adolescence.

The effect of father’s education on early initiation of substance use varies

from country to country. Among Nepalese male and female youth, a higher level of 

father’s education is associated with lower probability of beginning substance use

as adolescents, but among Filipino female youth, the association is in the opposite

direction. A high level of mother’s education, however, has a more consistent

effect on the early initiation of substance use across countries: it increases the

probability of initiation of substance use during adolescence.

Some characteristics of the childhood family have statistically significant

effects on the probability of initiating substance use during adolescent years.

Growing up with both parents has a statistically significant effect among Thai male

youth, lowering the probability of early initiation of substance use. Growing up in a 

family with frequent quarrels increases the probability among Indonesian youth.

Having a close relationship with the father decreases the probability of early

initiation of substance use among Indonesian male youth, but having a close

relationship with the mother does not have a statistically significant effect among

any group of youth.
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Table 3.   Factors associated with the probability of initiating substance use
(smoking or drinking) at ages 15 to 19

Covariates
Indonesia Nepal Philippines Thailand

M F M F M F M F

Community characteristics

   Developed province/district + + + n.a. n.a. n.a. n.a.

   Urban residence + + +

   Urban birth place n.a. n.a. + + +

Parents’ education

   Father’s education - - +

   Mother’s education + + + +

Childhood family

   Grew up with two parents -

   Frequent quarrels + + n.a. n.a. n.a. n.a. n.a. n.a.

   Parents had stable marriage n.a. n.a. n.a. n.a. n.a. n.a.

Relationship with parents

   Close to father - n.a. n.a. n.a. n.a.

   Close to mother n.a. n.a. n.a. n.a.

Transition to adulthood
a

   Age - - - - -

   Have been out of school + + + + +

   Have worked for pay n.a. n.a. + n.a. n.a.

   Have lived away fr.  parents n.a. n.a. + + + +

   Have been married -

Other individual characteristics

   Religiously active n.a. n.a. n.a. n.a. - - -

   Plan to go to college n.a. n.a. n.a. n.a. +

Notes:   The effects are estimated by discrete-time event history analysis approach, using one year of age
segment during ages 15 to 19, for each youth, as unit of analysis, and using logistic regression models.
a  As of the beginning of the age segment.

+  indicates that the factor is associated with high risk of initiating substance use at ages 15-19, at  5 per
cent significance level.

-  indicates that the factor is associated with low risk of initiating substance use at ages 15-19, at 5 per
cent significance level.

n.a.  indicates that the effect of the factor is not estimated because data are not available.

M = Male, F = Female.
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Among indicators of transition to adulthood, the effect of age is

significant and negative in Indonesia, Nepal and Thailand. Closer examination of

data shows that the probability of initiation of substance use is highest at age 15 in

these countries. In the Philippines, the peak is at about age 18. Two indicators of

transition to adulthood, leaving school and leaving the parental home have

consistently strong positive effects on the probability of initiating substance use.

In the Philippines and Thailand, two countries for which data are

available, being religiously active is found to lower the probability of initiation of

substance use during adolescence. Planning to go to college is associated with a

high probability of initiating substance use during adolescence among Filipino

females. It is likely that the Filipino female adolescents with an aspiration for

higher education are also more likely to behave against the gender-biased social

norm regarding substance use. 

Factors associated with initiation of premarital sex

Results of multivariate analyses on the factors associated with the

probability of initiating premarital sex during adolescent years are summarized in

table 4. The complete list of estimated odds ratios is shown in the annexes, tables

A1 to A4. Overall, only a few factors are found to have statistically significant

effects on the initiation of premarital sex during adolescence. This is probably due

to the low level of prevalence of premarital sex during adolescent years.

Community characteristics have some effect on probability of the

initiation of premarital sex during adolescence. Male youth in Nepal who live in

the Hill region are less likely to initiate premarital sex during adolescent years than

those who live in the Terai region (the ecological belt bordering India in the south).

Among Thai female youth, those living in Bangkok are more likely to initiate

premarital sex during adolescent years. Parents’ education has no effect on the

probability of early initiation of premarital sex.

Characteristics of the childhood family and relationship with parents, on

the other hand, have some effect on the probability of early initiation of premarital

sex. Thai youth who grew up with both parents, both males and females, have a low

probability of initiating premarital sex during adolescence. Among Filipino male

youth, having parents whose marriage is not stable increases the probability. A

close relationship with parents has some effects on the early initiation of premarital

sex. Among Thai male youth, having a close relationship with the father decreases

the probability of initiation of premarital sex during adolescent years.
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Table 4.  Factors associated with the probability of
initiating premarital sex at ages 15 to 19

Covariates

Nepal Philippines Thailand

Male Male Female Male Female

Community characteristics

   Developed province/district - n.a. n.a. n.a. n.a.

   Residence (urban-rural) +

   Birth place (urban-rural)

Parents’ education

   Father’s education

   Mother’s education

Childhood family

   Grew up with two parents - -

   Frequent quarrels n.a. n.a. n.a. n.a. n.a.

   Parents had stable marriage n.a. - n.a. n.a.

Relationship with parents

   Close to father n.a. n.a. n.a. -

   Close to mother n.a. n.a. n.a.

Transition to adulthood
a

   Age

   Have been out of school

   Have worked for pay n.a. n.a.

   Have lived away from parents +

Other individual characteristics

   Religiously active n.a. - -

   Plan to go to college n.a. - -

Have initiated smoking or drinking + + + +

Notes: The effects are estimated by discrete-time event history analysis approach, using one year of age
segment during ages 15 through 19, for each youth, as unit of analysis, and using logistic regression
models.
a  As of the beginning of the age segment.

+   indicates that the factor is associated with high risk of initiating substance use at ages 15-19, at 5 per
cent significance level.

-    indicates that the factor is associated with low risk of initiating substance use at ages 15-19, at 5 per
cent significance level.

n.a. indicates that the effect of the factor is not estimated because data are not available.
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The effects of indicators of transition to adulthood on the probability of

early initiation of premarital sex are not strong. Only one factor, having the

experience of living away from parents, has a statistically significant (positive)

effect on the probability among only one group of youth (Thai males).

In both the Philippines and Thailand, being religiously active is found to

lower the probability of initiating premarital sex during adolescence, but only

among female youth. Planning to go to college is associated with a lower

probability of initiating premarital sex during adolescence among Filipino male

youth and Thai female youth.

Having initiated substance use has a consistent and strong effect on the

initiation of premarital sex during adolescent years, except among Nepalese males.

The effects of community, family and individual factors on the initiation

of substance use are somewhat different from their effects on the initiation of

premarital sex in these Asian countries. Community characteristics have stronger

effects on the early initiation of substance use than on the early initiation of

premarital sex. Indicators of transition to adulthood have stronger effects on the

early initiation of substance use than on the early initiation of premarital sex. On

the other hand, the quality of relationships among family members has stronger

effects on the early initiation of premarital sex than on the early initiation of

substance use. 

Discussion

Some similar patterns in the prevalence of substance use and premarital

sex are found across the four Asian countries. The prevalence of substance use is

much higher than the prevalence of premarital sex for both male and female

adolescents in these countries. Both the prevalence of substance use and premarital

sex is higher among male adolescents than among female adolescents. The gender

difference is much larger for premarital sex than for substance use. These gender

differences seem to reflect norms on substance use and premarital sex in these

countries. The geographic variations on the prevalence of substance use and

premarital sex seem to reflect the variations in norms within each country.

In general, the effects of community, family and individual characteristics 

on the initiation of substance use and premarital sex among adolescents in the four

Asian countries examined are similar across countries and quite similar to the

patterns observed in other countries. Easy access and a tolerant attitude

characterized by urban exposure and locality factor in Indonesia and Nepal

increases the probability. Protective childhood family characteristics such as
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growing up with two parents, not having frequent quarrels in the family, and

having close relationships with parents tend to lower the probability of early

initiation of substance use and premarital sex. The initiation of substance use is also

positively associated with most of the indicators of transition to adulthood such as

leaving school and leaving the parental home.

The effects of a few factors are found to vary from country to country. A

high level of father’s education is found to be associated with a low probability of

early initiation of substance use among Nepalese youth but with a high probability

among Filipino female youth. Initiation of substance use begins much earlier

among Nepalese, Indonesian and Thai youth, at about 15, and somewhat later

among the Filipino youth, at about 18. Having initiated substance use has a large

effect on the probability of initiating premarital sex during adolescent years in the

Philippines and Thailand, for both boys and girls, but not among Nepalese boys.

The effects of these factors on substance use and premarital sex are

somewhat different. Indicators of transition to adulthood tend to have stronger

effects on the early initiation of substance use than on the early initiation of

premarital sex. On the other hand, indicators of close relationship among family

members have stronger effects on premarital sex than on substance use. It seems

that large proportions of Asian youth view smoking and drinking as acceptable

behaviours among adults and they begin to initiate these behaviours sometime

during their transition to adulthood, even when they are aware of adverse health

consequences (Choe and Raymundo, 2001). Premarital sex during adolescence,

however, seems to be viewed more as a risk-taking behaviour and the young people

who have a protective environment are less likely to initiate it during adolescence.

Overall, the probability of initiation of substance use during adolescence

is positively associated with social and economic development factors such as

urban exposure, a high level of mother’s education and aspiration of a high level of

education (among Filipino female youth). This finding indicates that the

prevalence of substance use and premarital sex among adolescents in these Asian

countries is likely to rise with social and economic development unless effective

programmes to prevent such a trend are implemented.

A few suggestions regarding adolescent health programmes and policies

can be derived from the results of the analysis. Adolescents as well as communities

as a whole need to be better informed about the serious negative health

consequences of smoking and drinking, enough to change their attitudes and

behaviour. At the same time, more research is needed in order to find out what

specific knowledge about risks associated with smoking, drinking and premarital

sex would affect their behaviour. School education programmes concerning
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substance use and premarital sex should begin at an early age, before a significant

proportion of adolescents begin to leave school. Community-based health

education programmes, targeting community leaders and parents, need to be

developed to counter the high level of tolerance towards adolescent smoking and

drinking in some communities. For this, the potential roles of mass media and

community-based organizations need to be explored. Reproductive health

programmes need to be designed to increase the use of condoms among sexually

active adolescents for the prevention of unwanted pregnancies and sexually

transmitted infections. The educational component of the reproductive health

programmes should target those adolescents who are likely to become sexually

active: those who have already begun to use substances and those who are likely to

begin to use substances during adolescence.

Endnotes

1.  See survey instrument available in http://pisun2.ewc.hawaii.edu/ayarr/ for details.

2.  Different classifications of parents’ education has been tried and the results are similar.
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Annexes

Table A1.  Descriptive statistics and estimated odds ratios of initiating

substance use at ages 15 to 19 among Indonesian youth, 1998

Covariates

Odds ratios

Mean values Substance use

 Male Female      Male   Female

Community characteristics

   Province (ref: Central Java)

        East Java   0.16   0.17      1.45       1 .04

        West Java   0.40   0.39      1.42       2 .41

         Lampung   0.21   0.21      1.97        0.66

   Urban residence   0.28   0.31      1.15       0.78

Parents’ education

   Father’s education > primary   0.21   0.24      1.04       1.07

   Mother’s education > primary   0.12   0.15      0.99       0.83

Childhood family

   Family had frequent quarrels   0.29   0.24

   Grew up with two parents   0.85   0.84      1.02       2.16

Relationship with parents

   Frequent conversation with father   0.73  0.73      0.77       0.76

   Frequent conversation with mother   0.86  0.94      1.07        0.62

Transition to adulthood

   Age 16.8 16.8      0.82       0.95

   Have been out of school   0.41   0.62      1.50       0.54

   Have been married   0.02   0.20      1.01       1 .16

Number of persons (person-years) 2,670 2,293     8,775  12,419

Note:    None of the odds ratios  is significant at 5 per cent or better level.

*   indicates p<0.05.
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Table A2.  Estimated odds ratios of initiating substance use and premarital
sex at ages 15 to 19 among Nepalese youth, 2000

Covariates Mean values

Odds ratios

Substance use
Premarital

sex

Male Female Male Female Male

Community characteristics

   Ecological region (ref: Terai)

        Hill 0.49 0.52 1.44* 4.34* 0.72*

   District (ref: Rural, less developed)

        Rural, more developed 0.61 0.59 1.13* 1.16 0.60*

        Urban 0.06 0.05 1.04 1.42 0.67

   Place of birth (ref. Rural)

        Urban area or town 0.13 0.14 1.46* 1.16 0.78

Parents’ education

   Father’s education > primary 0.27 0.31 0.82* 0.54* 0.78

   Mother’s education > primary 0.07 0.06 1.93* 1.80* 1.08

Childhood family

   Grew up with two parents 0.88 0.86 0.95 1.00 0.79

Transition to adulthood

   Age 16.8 16.7 0.61* 0.32* 0.98

   Have been out of school 0.32 0.74 2.34* 2.32* 1.18

   Have worked for pay 0.21 0.09 1.03 2.02* 1.04

   Have lived away from parents 0.04 0.30 1.24 1.26 1.55

   Have been married 0.14 0.31 1.23 0.65 n.a.

Substance use

Have initiated smoking or drinking 0.18 n.a. n.a. n.a. 1.04

Number of persons (person-years) 2,411 2,609 6,990 8,882 7,771

Notes: The odds ratios are estimated by discrete-time event history analysis approach,using one year
of age segment during ages 15 to 19, for each youth, as unit of analysis, and using logistic regression

models.

*   indicates p<0.05.

n.a.  indicates that data are not available.
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Table A3.  Estimated odds ratios of initiating substance use and premarital
sex at ages 15 to 19 among Filipino youth, 1994

Covariates

Odds ratios

   Mean values Substance use        Premarital sex

Male Female Male Female      Male Female

Community characteristics

   Current residence

       Metro Manila 0.09 0.11 0.94 1.50* 1.12 0.92

       Other cities 0.44 0.46 1.01 1.13* 1.28 1.36

   Place of birth

       City 0.21 0.20 1.22* 1.17* 1.12 2.10

       Poblacion (rural town) 0.22 0.21 1.19* 1.04 0.96 1.36

Parents’ education

   Father’s education > secondary 0.46 0.46 0.94 1.14* 0.89 0.76

   Mother’s education > secondary 0.45 0.45 1.14* 1.06 1.35 1.75

Childhood family

   Parents had stable marriage 0.83 0.84 0.95 0.93 0.66* 0.55

   Grew up with two parents 0.88 0.83 0.98 1.01 1.14 1.38

Transition to adulthood

   Age 16.9 16.8 1.03 1.01 1.00 1.01

   Have been out of school 0.40 0.35 1.31* 1.04 0.98 2.05

   Have lived away from parents 0.29 0.41 1.37* 1.43* 1.15 0.85

   Have been married 0.04 0.08 0.70 0.75 n.a. n.a.

Other individual characteristics

   Non-catholic religion 0.12 0.13 0.85* 0.67* 0.92 0.82

   Religiously active 0.22 0.27 0.83* 0.85* 0.80 0.27*

   Fluent in English 0.30 0.45 0.93 1.01 1.19 0.91

   Plan to have college education 0.52 0.59 1.02 1.37* 0.54* 0.95

Substance use

  Have initiated smoking or
drinking

0.34 0.10 n.a. n.a. 1.71* 3.31*

Number of persons (person-years) 3,083 3,251 12,782 18,560    19,203 19,827

Notes: The odds ratios are estimated by discrete-time event history analysis approach, using one year
of age segment during ages 15 to 19, for each youth, as unit of analysis, and using logistic regression

models.

*   indicates p<0.05.

n.a.   indicates that data are not available.
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Table A4.  Estimated odds ratios of initiating substance use and 
premarital sex at ages 15 to 19 among Thai youth, 1994

Covariates

Odd ratios

Mean values Substance use Premarital sex

Male Female   Male Female Male Female

Community characteristics

   Current residence (ref. Rural)

        Bangkok  0.11  0.11   1.22  1.53*    0.80 2.38*

        Other urban area  0.10  0.08   1.30 1.30    1.52 3.17*

   Place of birth is urban  0.27  0.29   0.97   0.80 0.77 1.06

Parents’ education

   Father’s education > four years  0.30  0.29   1.00  0.88    1.03 1.42

   Mother’s education > four years  0.19  0.18   1.63* 1.30    1.32 1.12

Childhood family

   Lived with two parents until age 10  0.85  0.83   0.72*  1.64    0.65* 0.33*

Relationship with parents

   Father understands youth well  0.78  0.78   1.03   0.98    0.71* 0.61

   Mother understands youth well  0.87  0.90   1.00   1.16    0.95 1.98

Transition to adulthood

   Age  16.8  16.8   0.86*  0.87*    1.02 1.07

   Have been out of school  0.53  0.58   0.98  1.88*    0.64 0.79

   Have worked for pay  0.56  0.56   1.01   0.91    0.80 0.78

   Have lived away from home  0.51  0.53   1.59*  2.07*    1.43* 0.60

   Have been married  0.04  0.19 n.a.  0.35*  n.a. n.a.

Other individual characteristics

   Religiously active  0.48  0.37   0.91  0.75*    1.00 0.36

   Plan to have college education  0.38  0.35   0.79  1.15    1.07 0.11

Substance use

   Have initiated smoking or drinking  0.32  0.13 n.a. n.a.    1.97* 4.80*

Number of persons (person-years) 1,782 2,140  1,993 3,656   2,842 3,992

Notes:       The odds ratios are estimated by discrete-time event history analysis approach, using each year 
of exposure time, for ages 15 to 19, for each youth as unit of analysis, and using logistic regression

models.

*  indicates p<0.05.

n.a.  indicates that data are not available.



Un in tended Pregnancies
in the Is lamic Republic of Iran:

Levels and Correlates

Despite the success of the fam ily planning programme im plemented
since 1989 in the Is lamic Re public of Iran, the anal ysis of data  from

a large na tionally representative sam ple of women showed that
a sig nif i cant pro por tion of preg nan cies were un in tended.

By Mohammad Jalal Abbasi-Shavazi,
Meimenat Hosseini-Chavoshi, Akbar Aghajanian,

Bahram Delavar and Amir Mehryar*

The first family planning programme in the Islamic Republic of Iran

started in 1966 and continued until the 1979 Islamic Revolution. The programme
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only slightly affected fertility. During the period 1966-1976, the population of the

Islamic Republic of Iran experienced a modest fertility decline, but this was

restricted to urban areas (Mirzaie, 1998; Aghajanian and Mehryar, 1999). Shortly

after the Revolution, the family planning programme was suspended, although the

provision of family planning services continued. In addition, the new Government

adopted a pronatalist approach encouraging earlier marriage in the society. The

eight-year war with Iraq also created a pronatalist atmosphere in the Islamic

Republic of Iran. A rationing system was introduced for food and basic

necessities, and this was helpful to large families. Two years after the revelation of

the high population growth rate by the 1986 Census, the government population

policy was reversed and a new antinatalist programme was officially inaugurated

in December 1989. The details of this fundamental policy reversal and its success

in such a short period of time have been elaborated elsewhere (Aghajanian, 1995;

Mehryar and others, 2001; Abbasi-Shavazi, 2000a, 2002a; Abbasi-Shavazi and

others, 2002; Kaveh-Firouz, 2002). 

The revived family planning programme of the Islamic Republic of Iran

has been exceptionally successful by international standards.  The contraceptive

prevalence rate has risen to around 74 per cent according to the Iran Demographic

and Health Survey conducted in 2000 (Ministry of Health and Medical Education,

2002).  A wide ranges of modern methods, including male and female

sterilization, has been made available in both urban and rural areas.  The wide gap

between urban and rural areas has also been narrowed considerably. Despite this

high level of contraceptive use, there have been indications of unintended

pregnancies, suggesting the existence of unmet contraceptive needs among

couples in the Islamic Republic of Iran. Given the evidence of unmet needs, a

study focusing on this issue would contribute to the quality of service delivery in

this fast moving programme and also contribute to diminishing the social and

psychological consequences of unwanted birth (Childbirth by Choice Trust,

1999a, 1999b; Malekafzali, 1996; Montgomery and Lloyd, 1997; Lloyd and

Montgomery, 1996). The present study uses a large dataset from the 2000 Iran

Demographic and Health Survey (IDHS) to explore the levels and correlates of

unwanted pregnancies. Unfortunately, the 2000 IDHS did not include sufficient

questions in order to measure unmet need. Thus the focus of the present study

concerns only unintended pregnancy.

Previous studies

Despite the significant increase in the level of contraceptive use across

developing countries, not all couples are able to control their fertility. It is reported



that about one in four births in the developing world (excluding China) were

unwanted in the 1990s (Bongaarts, 1994 and 1997).  Some studies have focussed

on the social and economic variables influencing the occurrence of unintended

pregnancies (Bohrani, 1998; Mensch, Arends-Kuenning, Jain and Garate, 1997;

Weinberger, 1987; Okonofua and others, 1999). These studies have noted the

importance of formal education in reducing the level of unintended pregnancies. In 

addition to education, occupation, knowledge of a contraceptive method, knowing

the fertile period and current use of a contraceptive have been found to be

significant predictors of unwanted pregnancy.

The previous studies related to unintended pregnancy in the Islamic

Republic of Iran have limitations owing to their sampling and lack of a clear

definition of “unintended pregnancy”. Almost all of these studies refer to

unwanted pregnancy and do not differentiate between “unwanted”, “unplanned”

and “mistimed” pregnancies. For example, one study estimated a rate of 37 per cent 

of unwanted pregnancies (Malekafzali, 1996).  Other local and regional studies

have shown that around 30 to 35 per cent of pregnancies were unwanted (Haghgoo

and Beigi, 1996; Kamal, 1997; Dezfouli Manesh and Rezaie, 1998; Bohrani,

1998). Bohrani’s study (1998) showed that achieved family size, wife and

husband’s age, duration of marriage, number of pregnancies and number of living

children were higher among those who experienced unwanted pregnancies than

those whose pregnancies were wanted.  He also observed that the level of

unwanted pregnancy was higher among those with lower levels of education.

Using data from the KAP survey undertaken in 1989 by the Ministry of Health,

Paydarfar and Malekafzali (1998) studied unwanted pregnancies among a sample

of approximately one per 1,000 women aged 15-49 years. They found that 40 per

cent of married women in reproductive age reported that their last or current

pregnancies were unwanted. It should be noted that these studies used a variety of

definitions for unwanted pregnancies, which resulted in different levels of

unwanted pregnancies. The present study defines the event of unwanted pregnancy

by referring to the pregnancies that are unwanted or mistimed at any given time. To 

mark the specificity of this definition, authors use “unintended pregnancy”

throughout this manuscript.

Data and method

The data for this paper are drawn from the first IDHS conducted

throughout the country between October and November 2000.  The Ministry of

Health and Medical Education (MOHME) conducted the IDHS in collaboration

with the Statistical Centre of Iran (SCI). The interviewers were selected among
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health officers (behvarz) who had been working in health houses (khanah-e

Behdasht) for several years and thus, were familiar with the field and had accurate

knowledge of the households and respondents (particularly in rural areas). The

interviewers were trained by experts from both the MOHME and the SCI at

different workshops held in each province. Field supervisors from the two

organizations were present in the field at the time of data collection to supervise the 

interviewer teams and to check the accuracy of the data.  The preliminary results of

the IDHS also confirmed the high quality of data collection and the accuracy of the

results (MOHME, 2002). 

The IDHS is based on a representative sample of households throughout

the country. The sample included women in 113,913 households in 28 provinces

(plus the city of Tehran). The household response rate was 97.9 per cent. Within a

total of 111,090 households, the interviewers contacted 91,653 ever-married

women aged 10 to 49 and were able to complete the interview with 90,740 women.

The response rate for ever-married women was 98.9 per cent. Of these women,

87,221 were married at the time of the survey.

The IDHS asked ever-married women aged 10 to 49 about the timing of

all births, family size preference and contraceptive use. In addition, currently

married women were asked if they were currently using contraceptives. The

women who reported not using a contraceptive were asked into the reason for not

using one. Among these women, a total of 5,427 women in the national sample

referred to current pregnancy as the reason for “not currently using

contraceptives”. These women are the subjects of the present study.

If a woman was pregnant, she was asked whether her current pregnancy

was: a) unwanted; b) wanted; c) mistimed or d) whether she was indifferent about

its occurrence.  The same question was also asked to the wife as regards her

husband’s views. In this study, the authors use the definition provided by Jain

(1999) who defined unintended pregnancies as the sum of both unwanted and

mistimed pregnancies.  Hence, the two categories of unwanted (a) and mistimed (c)

pregnancies are combined and regarded as unintended pregnancy, while the two

other categories (b) and (d) are combined and regarded as intended pregnancy.

This dichotomous variable is used in the analysis of the levels and correlates of

unintended pregnancies. The women’s age, parity, education and working status

were used as the independent variables in multivariate analysis of the determinants

of unintended pregnancies. Logistic regression analysis was used to estimate the

net effects of each of the conceptually important variables on the likelihood of a

pregnancy being unintended.
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Results

Rate of unintended pregnancy

When asked about current pregnancy status, 6.5 per cent of women

reported that they were pregnant at the time of the survey. The rural women had a

slightly higher rate of pregnancy than urban women (6.6 versus 6.2).  Table 1

shows the intentions of women about their current pregnancy.  Combining

through the two categories labelled as unwanted and mistimed, about 35 per cent

of women reported that their current pregnancies were unintended.  As far as the

place of residence is concerned, the level of unintended pregnancy was slightly

higher among rural women as compared to urban women, (35.7 per cent versus

34.0 per cent).

Table 1.  Percentage distribution of currently pregnant women by
their intention of the current pregnancy, IDHS 2000

Correlates of unintended pregnancy

Table 2 reports the rate of unintended pregnancy by demographic and

socio-economic characteristics of women. The older women reported a much

higher level of unintended pregnancy. Similarly, women with higher birth order

reported a higher rate of unintended pregnancies.

Historically there have been indications of son preference in the Iranian

culture and society (Paydarfar and Malekafzali, 1998). Hence, the desire to have

sons had been considered as a factor causing more births (Lucas and Meyer, 1994).

In this study the authors are focusing on preference for either a boy or a girl child as 

a correlate of unintended birth. The argument put forward is that at any given time,
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Intention
Region

Rural Urban Total

Wanted 63.8 65.4 64.5

Mistimed 18.9 18.9 18.9

Unwanted 16.8 15.1 16.0

No difference 0.5 0.6 0.6

Total 100.0 100.0 100.0

N 2,949 2,478 5,427

Rate of Unintended Pregnancy* 35.7 34.0 34.9

*  Unintended pregnancies defined as the sum of both unwanted and mistimed pregnancies (Jain, 1999).



women who do not have their desired combination of sons and daughters would

have a higher level of unintended pregnancies. The bivariate analysis supports this

argument. Women with a particular gender preference for the current pregnancy

have a significantly higher rate of unintended pregnancies.

Table 2.  Rate of unintended pregnancy by sociodemographic variables,
IDHS 2000

*  Sex preference can be either preference for a boy or a girl.

Among the three socio-economic variables considered, economic activity

of women did not show any differentiation with respect to unintended pregnancy.

However, education showed a consistently inverse relationship in this regard. For

example, 48 per cent of illiterate women reported unintend pregnancy as compared

with 18.8 per cent of women with college education.  As mentioned earlier, rural
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Variable
Percentage of pregnant women whose

pregnancy was unintended

Age

15-24
25-34
35-49

25.1
 39.8
64.1

Order of Pregnancy

First
Second
Third
Forth and Higher

13.5

28.4

39.5

58.1

Sex Preference for the Current *

Yes
No

37.2

33.2

Economic Activity

Working
Non-Working

34.2
34.9

Education

Illiterate
Some Primary
Middle School
Some Secondary
High School Diploma
Some College

47.4

35.7
32.9
29.7
23.3
19.1

Place of Residence

Urban
Rural

34.0
35.7



women had a slightly higher level of unintended pregnancies according to the

bivariate analysis.

Multivariate analysis

Logistic regression analysis was used to examine the odds ratios of

reporting “unintended pregnancy” among women who were pregnant at the time of 

the survey, on the set of demographic and social variables which seemed

conceptually important as correlates of unintended pregnancy.  The results of this

analysis are shown in table 3. 

Table 3.   Logistic regression analysis predicting probability
of experiencing unintended pregnancy, IDHS 2000
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Variables      B   SE Odds ratios

Age

15-24 -1.428 0.119 0.240**

25-34 -8.030 0.115 0.448**

35-49 Comparison group

Sex preference

Preference for a boy or girl 0.027 0.064 1.027

No Preference Comparison group

Economic Activity

Employed -0.031 0.088 1.027

Not employed Comparison group

Education

Illiterate Comparison group

Some Primary -0.277 0.082 0.758**

Some Middle School -0.333 0.101 0.716**

Some Secondary -0.431 0.158 0.650*

High school Diploma and more -0.979 0.111 0.376**

Place of Residence

Urban 0.144 0.069 1.155*

Rural Comparison group

Constant 0.728

-2 (log-likelihood) 5,983.973

Model chi-square 350.149**

* Significant at the 1 per cent level.

**  Significant at the 0.1 per cent  level.



The multivariate analysis supported some of the findings of the bivariate

analysis and indicated a different pattern of effect for a few other variables. Since

age and birth order were highly correlated, the birth order was not included in the

multivariate analysis. The effect of age remained the same in the logistic

regression. Compared to older women, younger women reported a much lower rate

of unintended pregnancies. In contrast to the findings in the bivariate analysis,

women who showed sex preferences for the current pregnancy did not show a

significantly different rate of unintended pregnancy.

With respect to the three socio-economic background variables,

economic activity did not show any impact on the probability of reporting

unintended pregnancy. By contrast, the impact of education remained strong when

other variables were controlled. Illiterate women were used as the comparison

group in the regression analysis. Hence, compared to illiterate women, better

educated women were less likely to report unintended pregnancy.

The unexpected result from the logistic regression relates to rural-urban

residence as a determinant of unintended pregnancy. In the bivariate analysis, rural

women had a higher rate of unintended pregnancy. Yet, when demographic

variables and education were controlled, rural women had lower odds of

experiencing unintended pregnancy as compared with urban women.

Contraceptive use and unintended pregnancies

In the IDHS interview, women who reported currently being pregnant

were asked if they used any family planning method prior to getting pregnant. If

they reported using some type of method, they were asked about which method

they used. The tabulation of results from these two questions is reported in table 4.

One important finding from this tabulation was that about one third of women

reporting unintended pregnancy did not use any family planning prior to the

unintended pregnancy. This provided a strong indication of unmet need for family

planning among women in the Islamic Republic of Iran. The second finding was

that among urban women who reported using family planning prior to unintended

pregnancy, about 38 per cent used withdrawal. For the same category of women in

rural areas, the pill was the most frequently used method. From these results, it

became clear that in urban areas dependency on withdrawal as a method of

contraception resulted in a high percentage of unintended pregnancies. In addition,

in rural areas, many women reported using the pill yet becoming pregnant. The

latter finding suggests the low quality of use of the pill among rural women.
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Table 4.  Distribution of women with current unintended pregnancy
by FP status prior to the pregnancy, IDHS 2000

Summary

Despite the success of the family planning programme implemented since

1989 in the Islamic Republic of Iran, the analysis of data  from a large nationally

representative sample of women showed that a significant proportion of

pregnancies were unintended. More than half of these unintended pregnancies

were reported as unwanted while the rest were mistimed. Hence both the issue of

unmet need for women who do not want any more children and quality of service

for women using contraception for spacing seems to be very important at this stage

of the family planning programme in the Islamic Republic of Iran. In urban areas,

using withdrawal contributes to the majority of mistimed pregnancies. In rural

areas, the quality of pill use is the source of many unwanted pregnancies. Given

these findings, it is obvious that the impact of the Iranian family planning

programme would be much more significant if strategies to reduce the rate of

unintented pregnancies were designed.

Policy recommendations

The following strategies would help reduce the rate of unintended

pregnancies. The Ministry of Health of the Islamic Republic of Iran (2002) has

estimated that the level of unmet need in the Islamic Republic of Iran was around

7.5 per cent (10.4 per cent in rural and 5.8 per cent in urban areas).  The level of

unmet need varies by province and region, ranging from 4.0 per cent in Semnan
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Urban Rural Total

FP Prior to this pregnancy

Yes

No

%

72.3

27.7

%

63.0

37.0

%

67.2

32.8

Number 791 968 1,759

Type of FP if used prior to this pregnancy

Pill

Condom

Withdrawal

Other methods

%

36.6

13.3

38.5

11.6

%

58.1

8.0

21.9

12.0

%

47.7

10.6

29.9

11.8

Number 571 611 1,182



province to around 25.0 per cent in Sistan and Baluchistan.  Fertility rates also vary

by province (Abbasi-Shavazi, 2000b, 2002b). Therefore, family planning

programmes should aim to reduce the unmet need with particular attention to

regional differences within the country.  Adoption of regionally sensitive

programmes would reduce the level of fertility as well as unintended pregnancies

in the future.  Besides, studies (Mehryar, Mostafavi and Agha, 2001; MOHME,

2002) have shown that family planing is the responsibility of women, and male

participation is very low.  According to IDHS, women and men had different views

on unwanted pregnancies and women were more likely than their husbands to

regard their current pregnancies as unintended (data not shown).  Thus, the

programme should emphasize the importance of male involvement in family

planning, particularly in areas with entrenched patriarchal culture. Marriage

counselling as well as family planning programmes should educate women about

emergency contraceptives. Abbasi-Shavazi, Hosseini-Chavoshi and Delavar

(forthcoming) showed that 78 per cent of those who considered their current

pregnancies as unintended indicated that they were using contraceptives at the time

of their current pregnancies.  They estimated that failure rates of traditional

methods (2.6 per cent) and condom use (2.1 per cent) were higher in urban areas,

while those for traditional methods (4.0 per cent) and the pill (2.5 per cent) were

higher for rural areas.  This raises the question of quality of care of services as well

as information provided to couples for family planning use. The improvement of

quality of services is likely to decrease the level of unintended pregnancies in the

future.  As older women and those who had higher parity were more likely to

experience unintended pregnancies, the programmes should especially target these

women.  Particular attention to increasing the quality of delivery of contraceptives

and knowledge would add to the exceptional success that the family planning

programme of the Islamic Republic of Iran has enjoyed since revitalization in

1989.

Endnote

1.  This paper is part of a larger project on Iran Fertility Transition Survey (IFTS) supported by the

Wellcome Trust (Ref: GR061067) and undertaken by the first author and Peter McDonald.  An earlier

version of the paper was presented at the 24th General Population Conference of the IUSSP, 18-26

August 2001, San Salvador. Useful comments from Terence Hull and Yohannes Kinfu on an earlier

draft of the paper are gratefully acknowledged.
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Ma ter nal Health-Care Ser vice Use
among Ru ral-Ur ban Mi grants

in Mumbai, In dia

The provision of prenatal care and the pro motion of in stitutional
child birth have the po ten tial to re duce ma ter nal and neo na tal mor bid ity 

and mor tality, both through the identification of problems dur ing
pregnancy and by pro viding women with information about 

the ben e fits of de liv er ing in a med i cal in sti tu tion.

By Rob Stephenson and Zoë Matthews*

 Previous studies of migrants’ health-seeking behaviour have

demonstrated that migrants under-utilize health services in their new environment

owing to problems of access, urban assimilation and the continuation of traditional
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rural practices (Tam, 1994; Zulkifli and others, 1994; Bender and others, 1993;

Davidson, 1983; Uyanga 1983). Migrants, however, have been shown to increase

their utilization of services relative to those remaining in rural areas (Tam, 1994).

This study examines the maternal health-seeking behaviour of rural-urban

migrants in a slum pocket of Mumbai. The objective of this study is to identify and

compare the nature, prevalence and typology of maternal and child health service

utilization by rural-urban migrant and non-migrant populations in Maharashtra,

India. At the same time, the research aims to identify key social, cultural and

economic influences on service utilization and suggest possible ways to increase

the use of maternal health-care services among recent migrants to Mumbai.

Rural-urban migration in India 

India’s migration system has traditionally been dominated by short

-distance rural-to-rural moves at the intra-district level (Mehta, 1990). Recently,

however, the level of rural-to-urban migration has been increasing. Between 1970

and 1990, the percentage of rural migrants with an urban destination doubled from

21 per cent to 40 per cent (Patil, 1993). Relative to other contemporary developing

nations, the level of urbanization in India is low, with only 25 per cent of the total

population living in urban areas (IIPSa, 1994). As a result, over 200 million people

now live in India’s cities, 30 per cent of whom are living below the poverty line

(Selvaraj and Rao, 1993). The increase in rural-urban migration in India is leading

to a greater number of people exposed to new environments and, potentially, to

new influences on health. An understanding of the health-seeking behaviour of

rural-urban migrants has the potential to influence the provision of maternal health

services through an appreciation of the differential health needs of rural-urban

migrants relative to non-migrant groups.

Migrants’ use of health services

The association between rural-urban migration and health seeking

behaviour has received little research attention, with most previous studies

focusing on the biological or physiological consequences of migration to an urban

area (Pollock, 1987; Bogin, 1981; Padilla, 1980; Brody, 1973). The few studies

that have contrasted health outcomes between migrant and non-migrant groups

have shown that the health status of rural-urban migrants often improves relative to

those in their rural origin. The health outcomes of rural-urban migrants, however,

remain below those of urban non-migrants (Tam, 1994; Zulkifli and others, 1994;

Bender and others, 1993; Brockerhoff, 1995). Tam (1994) examines the association

between rural-urban migration and maternal and child health in Bolivia and Peru,



and shows that migrants increase their use of maternal health services in

comparison with their rural origin, but never replicate the utilization patterns of

urban natives. Similar results have been shown in Malaysia (Zulkifli and others,

1994), Senegal (Fassin and Jeannee, 1989) and Bolivia (Bender and others, 1993),

with the level of use of modern health services by rural-urban migrants consistently

between the levels observed in the urban and rural non-migrant groups.

Two hypotheses have been suggested to explain the differential health

behaviours and outcomes between rural-urban migrant and non-migrant groups.

Firstly, migrant selectivity in which the process of rural-urban migration is

selective of those with characteristics that predispose them to particular health

behaviours (for example, higher levels of education). The increased likelihood for

rural-urban migrants to utilize modern health facilities is determined by

characteristics that also make them the most likely to migrate out from rural areas

(Brockerhoff and Eu, 1993). Uyanga (1983) suggests that this creates a migrant

personality, in which rural-urban migrants are more receptive to the use of modern

health facilities. Coupled with the increased availability of health services in urban

areas, this produces health differentials between rural-urban migrant and rural

non-migrant groups.

The differential health outcomes and behaviours between rural-urban

migrants and urban non-migrants are suggested to be the product of migrant

difficulties in assimilating into their new urban environment (Goldscheider, 1989;

Richman and others, 1987). Migrant assimilation refers to the extent to which a

migrant assimilates economically, socially and culturally into the host society

(Goldscheider, 1989; Berry, 1992). A migrant’s successful assimilation depends

not only on the behaviour and social mobility of the migrant but also the receptivity

of the urban society (Brockerhoff, 1995). The concentration of migrants in low

income and informal employment sectors often creates a distinct underclass,

preventing migrants from fully blending into the urban society. Abu-Loghod

(1966) notes the importance of social institutions in aiding the assimilation of

migrants into the host population. Such social institutions include community

groups, health services and family members already living in the host area, which

can provide information to allow the migrant to adapt themselves to new urban

environment. The inherent cohesiveness of migrant populations and the continued

pattern of rural social institutions in urban areas may result in a lack of social

interaction between migrant and urban populations. The failure of migrants to

assimilate into their new urban environment can lead to the continuation of

traditional rural medical practices among migrant groups and the under-utilization

of modern health services (Davidson, 1983; Uyanga, 1983), as well as creating

Asia-Pacific Population Journal, March 2004 41



higher levels of psychological stress among rural-urban migrants (Padilla, 1980;

Brody, 1973).

Prenatal care and place of delivery services

In a bid to improve the provision of maternal health services, the Ministry

of Health and Family Welfare of India introduced the 1993 Family Survival and

Safe Motherhood Programme. Under this programme regional institutes of

maternal and child health services have been established in states where infant

mortality rates were high. The programme aims to provide a minimum of three

antenatal check-ups to all pregnant women and universal coverage of tetanus

toxoid immunization and iron/folic acid supplements. The check-ups were

designed to provide women with advice on dietary intakes and rest requirements

and to encourage women with high-risk pregnancies to give birth in institutional

facilities (World Bank, 1996). Data from the Maharashtra National Family Health

Survey 1992/1993 (IIPSb, 1994) show that 83 per cent of births in Maharashtra

received some form of prenatal care, although 60 per cent of women are not

attaining the basic recommended four prenatal care visits (Park and Park, 1989).

Most births occur at home, with only 44 per cent of women delivering their last

child in a medical institution. Although the Government of India has taken steps to

improve the provision of maternal health services, in Maharashtra greater advances

have been made in encouraging the use of prenatal care, although this is

characterized by too few visits timed late into the pregnancy, and there still exists a

majority of women relying on home births.

The role of prenatal care in determining positive pregnancy outcomes

remains an area of debate. There are many studies that have demonstrated an

association between the receiving of prenatal care and positive pregnancy

outcomes (Anandlakshmy and others, 1993; Swenson and others, 1996;

Goldenberg and others, 1992). Equally, there are a number of studies that have

shown that there is little in the current provision of prenatal care in developing

countries that can reduce the risk of maternal or neonatal morbidity and mortality

(McDonagh, 1996; Rooney, 1992; Maine, 1991; Sundari, 1992). There are

numerous potential confounding factors that predispose women who seek prenatal

care to be different from those who do not seek care (Villar and Bergsjo, 1997), and 

this may explain the associations found between prenatal care and positive

pregnancy outcomes. There is an agreement that prenatal care has the potential to

influence health through the identification of high-risk pregnancies, provision of

counselling on nutrition and healthy pregnancy/delivery behaviour, and nutrition

supplementation for poorly nourished women (McDonagh, 1996; Sundari, 1992;
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Villar and Bergsjo, 1997; Mothercare Matters, 1998; Nylander and Adekunle,

1990). Even studies that have found no association between prenatal care and

positive pregnancy outcomes have found that prenatal care programmes have been

successful in providing tetanus toxoid immunizations, iron/folic acid supplements

and malaria prophylactics in developing countries (McDonagh, 1996; Villar and

Bergsjo, 1997; Acharya, 1995). 

In contrast, the place of delivery has consistently been found to be

associated with reduced maternal and neonatal morbidity and mortality (Giri,

1995; Tsu, 1994; Thaddeus and Maine, 1994). Childbirth in a medical institution

assisted by trained medical staff has been shown to be associated with lower rates

of maternal and neonatal mortality and morbidity than home births (Howlader and

others, 1999; Luther, 1998; Jejeebhoy and Rao, 1995). Given the demonstrated

health benefits of institutional deliveries and the potential for prenatal care to

highlight high-risk pregnancies it is necessary to understand the motivating factors

behind the decision to seek care during pregnancy and for delivery. This paper

aims to provide knowledge on the barriers and facilitators to receiving care during

pregnancy, focussing on the behaviour of rural-urban migrant women in a slum

pocket of Mumbai. An understanding of the barriers faced by rural-urban migrant

women in seeking care during pregnancy and labour has the potential to inform

health-care providers of ways to reach migrant groups in urban areas.

Framework

Teller (1973) proposed a behavioural model for understanding the

relationship between migration and health seeking behaviour. The framework is

composed of four sets of factors describing the behavioural process of seeking

health-care: predisposing, enabling, need and utilization. Predisposing factors

include the individual, household and community characteristics of the migrant

that influence the decision to seek care. Migrant characteristics are included as

predisposing factors (for example, place of origin and time in the city) as these

influence the assimilation process, which in turn influences the ability to seek

health-care. Enabling factors include the socio-economic characteristics of the

individual and household and the health system in operation in the host

environment. These factors provide the ability to seek care once the decision to

seek care has been established in the predisposing factors. Teller (1973) notes that

the effect of migration status on the ability to seek care is mediated by

socio-economic status, with the higher socio-economic groups the most likely to

seek care. Migration status is also expected to have an independent effect, the most

recent migrants to the city being the least likely to seek care within each
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socio-economic group. For example, the length of time in the city (predisposing

factor) should create a greater awareness and propensity to seek care, yet it is the

socio-economic status and characteristics of the health system (enabling factors)

that lead to the migrant’s ability to seek care. The final sets of factors are need,

which describes the health status of the migrant, the perception of which influences

the decision to seek care, and utilization, which describes the type of health-care

sought. This behavioural model provided a guideline for the development of the

interview schedules used in this study and is also used as a framework for the

discussion of the results.

Study setting

Two study settings were identified: an urban area in which to identify

both urban non-migrants and rural-urban migrants, and a rural area in which to

identify rural non-migrants. The names of the study settings are not reported to

preserve anonymity.

Rural setting: Village A, Khanavide district, Maharasthra

Village A has a population of approximately 300 and lies 200 k.m. north

of Mumbai. The village is based around an agricultural economy, which provides

the main source of employment. The village contains a charity funded health and

welfare centre, which provides health services for people from the village and the

surrounding Khanavide district. The mission is only able to provide service one

day per week (Sunday). The health center also operates balwadis (pre-primary

schools). The nearest government hospital is over one hour drive from this village.

Urban setting: Urban area B, Vashi, Mumbai

Urban area B is a slum pocket situated in the Vashi area of Mumbai. Vashi

is known locally as New Bombay, and is an area of new industrial and commercial

development that has become a focus of in-migration from surrounding rural areas.

Urban area B is the largest and most populous slum in Vashi and was chosen due to

the high concentration of recent rural-urban migrants in this area. Health and

pre-school education in the slum are provided by a charitable organization, which

provides balwadis and advice on health and family planning. Health services are

also available from a government hospital and a number of private health

practitioners, all approximately 15 minutes by motor vehicle from urban area B.
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Methodology

Data were collected by local research assistants by means of in-depth
semi-structured interviews with migrant and non-migrant women. The case study
method allowed the exploration of factors influencing the uptake of maternal
health-care services and the assessment of how individual, household and
community characteristics interact to influence the decision to seek care (Bhadwaj,
1989; Yin, 1994; Patton, 1990). The collection of retrospective data allowed the
identification of any characteristics suggestive of selectivity of the migrant
population. The interviews collected full birth histories and details of the prenatal
and delivery care received for the last pregnancy of each respondent to limit recall
bias in the reporting of health-seeking behaviour.

A migrant was defined as a woman who had moved from a rural area
within Maharashtra to Mumbai in the five years prior to the interview. The study is
restricted to intra-state rural-urban migrants owing to the differences in the rural
origins of inter-state rural-urban migrants. Mumbai attracts rural migrants from
many states and, given the large socio-economic differentials between states,
migrants to Mumbai come from a range of socio-economic backgrounds. Thus, the
inclusion of migrants from states other than Maharashtra would result in a lack of
comparison between the rural-urban migrant and rural non-migrant groups.

Thirty in-depth interviews were conducted, stratified according to
migration status: rural-urban migrants (n=10), urban non-migrants (n=10) and
rural non-migrants (n=10). The target population was non-pregnant women with
two children under the age of 10, one of whom should be aged less than 5. The
omission of currently pregnant women allowed a comparison of pregnancy
experiences to be made without the complications of surveying women at different
stages of pregnancy.

Respondents were identified using a snowball methodology, as there
were no sampling frames available in either of the study settings from which to
select respondents. Community leaders were consulted in each study setting and
asked to identify women who met the criteria for interview. After identifying a
small number of respondents, the snowball process was used to identify other
potential respondents. Women who had completed the interviews were asked to
identify others with similar characteristics, until the target number of interviews
was completed.

A content analysis of the interviews was performed and a coding scheme
evolved, which highlighted the major themes emerging from the data (Patton,
1990). A cross-case analysis was undertaken on the data and following are the
main themes from the data.
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Study limitations

The snowball method of sampling is non-random and may involve

some form of bias, as the recruitment of women is dependent on their

identification by others with similar characteristics. The sample size used in

this research is also small, as is usual with qualitative research, and reflects the

experiences of only 30 women. Hence, the results presented here refer to a

small selected group of women in one village and one slum pocket of

Maharashtra and it is not suggested that the results can be generalized to all

women in Maharashtra, or indeed all rural-urban migrant women. The results

are interpreted as a case study of health-care seeking behaviour among migrant

women in a specific geographic location, and are intended as an illustration of

migrant health-seeking behaviour among a particular group of women.

However, it is hoped that the results may inform further research into the use of 

maternal health-care services among migrant women.

Results

Patterns of service use 

Table 1 shows the patterns of prenatal use and the places used for

childbirth among the three groups of women. Only two of the ten rural

non-migrant women reported receiving prenatal care during their last pregnancy.

Of these two women, one had made only one prenatal care visit during the eighth

month of pregnancy, while the second woman had made two visits and was unsure

of the timing of her first prenatal care visit. Both women had sought care from the

health centre in village A. All ten rural non-migrant women delivered their last

child at home.

Urban non-migrant women had almost universal uptake of prenatal care

services, with eight out of ten women receiving prenatal care during their last

pregnancy (table 1). These eight women also reported receiving two doses of

tetanus toxoid injections and iron folic acid tablets. Six women received prenatal

care during the first two trimesters of pregnancy, while two women sought care

during the final trimester. Those receiving care in the first two trimesters of

pregnancy made a total of three or four prenatal care visits during their pregnancy,

while those receiving care in the final trimester made only two or three visits. Five

women reported seeking care from government sources, and three from private

practitioners. Urban non-migrant women reported three places used for childbirth:

government hospitals, private hospitals and in their own home.
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Table 1.   Prenatal care use and place of delivery among

migrant and non-migrant women

Location Received
prenatal care

Timing of
prenatal care

Number
of visits

Source of
prenatal care

Place of
delivery

Rural non-migrants

Village A No ---- ---- ---- Home

Village A No ---- ---- ---- Home

Village A No ---- ---- ---- Home

Village A No ---- ---- ---- Home

Village A No ---- ---- ---- Home

Village A No ---- ---- ---- Home

Village A No ---- ---- ---- Home

Village A No ---- ---- ---- Home

Village A Yes 8th month 1
Charity operated

health centre
Home

Village A Yes Unsure 2
Charity operated

health centre
Home

Urban non-migrants

Urban area B Yes 1st trimester 3 Government Government

Urban area B Yes 1st trimester 3 Private Private

Urban area B Yes 1st trimester 3 Government Private

Urban area B Yes 1st trimester 3 Government Private

Urban area B Yes 1st trimester 4 Private Home

Urban area B Yes 1st trimester 4 Private Government

Urban area B Yes 3rd trimester 2 Government Government

Urban area B Yes 3rd trimester 2 Government Home

Urban area B No --- --- --- Home

Urban area B No --- --- --- Home

Rural Urban-migrants

Urban area B Yes 1st trimester 3 Private Private

Urban area B Yes 1st trimester 3 Private Government

Urban area B Yes 2nd trimester 4 Private Home

Urban area B Yes 2nd trimester 4 Private Home

Urban area B Yes 3rd trimester 1 Government Home

Urban area B Yes 3rd trimester 1 Government Home

Urban area B Yes 3rd trimester 1 Government Home

Urban area B Yes 3rd trimester 2 Government Home

Urban area B No --- --- --- Home

Urban area B No --- --- --- Home
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Rural-urban migrant women reported similar patterns of prenatal care

utilization to urban non-migrant women (table 1). Eight of the ten rural-urban

migrant women reported using prenatal care services during their last pregnancy.

All women who reported receiving prenatal care also reported receiving two doses

of tetanus toxoid injections and iron folic acid tablets. Four women reported

receiving prenatal care late in their pregnancy (third trimester), while four women

stated that they had sought care in the first or second trimester.  Those receiving

care in the first two trimesters of pregnancy made a total of three or four prenatal

care visits during their pregnancy. By contrast, those receiving care in the final

trimester made only two or three such visits. Four women reported receiving care

from government clinics and four from private practitioners. Eight of the

rural-urban migrant women reported delivering their last child at home.

Migration between differing service regimes

A major difference between the two study settings was the availability of

maternal health services. The availability of services has obvious implications for

their use. Even if a population perceives the use of health services to be beneficial,

they will only be utilized if they are readily accessible (Sundari, 1992; Greenwood,

1987; Young, 1981). Hence, one reason for the higher utilization of prenatal care

and child delivery services among the urban non-migrant and rural-urban migrant

groups is the greater availability of services in urban area B than in village A.

Rural-urban migrant women were asked to detail the differences they had

observed in service availability between their rural origins and urban area B. All

migrants stated that there were more services available in urban area B than had

been available in their rural communities, with the presence of hospitals the main

difference highlighted. Migrants also reported that a wider range of prenatal

services was available in urban area B and that the greater availability of services

was a factor in their decision to seek care during pregnancy.

“After coming here I feel there are more medical services. In the village 
there is no doctor at all, here we visit the doctor whenever we feel ill
(rural-urban migrant)”.

Rural-urban migrant women consistently reported that their rural origins

were characterized by a lack of maternal health-care services, which provided the

greatest barrier to seeking care during pregnancy. By migrating to urban area B,

these women are exposed to a greater availability of maternal health-care services

and, as a result, display high levels of prenatal care utilization.
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Urban assimilation and social networks

Although women are migrating to an urban area where there is a greater

availability of maternal health services, their use of these services depends upon

their knowledge of and access to the services. In turn, their knowledge of and

access to services depends upon the extent to which they successfully assimilate

into their new urban environment. The eight rural-urban migrant women who

reported receiving prenatal care stated that relatives living in Mumbai had been the

main source of information on health services. In contrast, the two rural-urban

migrant women who did not use prenatal care reported that they had not known

how to access services, and that they did not know of anyone who could provide

them with information on those services.

“I should have taken better care of my health. I did not know where to go

when I arrived here, I knew nobody who could help me (rural-urban

migrant)”.

Among the eight rural-urban migrant women who had used prenatal care,

two reported that they had not used services for earlier pregnancies, as they did not

know that such services were available. They suggested that their lack of

knowledge regarding both the availability and health-care benefits of prenatal care

had been the main reasons for their non-use of the services. They sought care for

their last pregnancies, by which time they had been living in Mumbai for over five

years, indicating that more information regarding health services is gained with

duration of residence in the city.

“I did not know then that such things existed, nobody told me. After living

here for some time I found out about the services (rural-urban migrant)”.

 The presence of social networks, in the form of family members, allowed

rural-urban migrants to access prenatal care services. Conversely, the absence of

social networks encouraged the use of medical institutions for childbirth. Only two

rural-urban migrant women reported delivering their last child in a health

institution. Each of these respondents stated that these places of delivery had not

been their first choice and that they would have preferred to deliver their child at

home. The absence of close family members to assist with the birth resulted in the

use of formal health facilities.

“I went to the government hospital, as I did not have any family to help

me with the delivery, my husband decided that I should go to the

hospital (rural-urban migrant)”.
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Transference of traditional rural practices surrounding pregnancy

Migrants new to an urban area often maintain traditional medical

practices as a means of maintaining solidarity among migrants and guarding

against the alienation and isolation that often accompanies the assimilation process

(Davidson, 1983; Doughty, 1970). As a result, migrant groups often under-utilize

formal health facilities, and instead maintain traditional rural health practices in

their new urban environment. Rural-urban migrant women were asked to detail any 

traditional practices surrounding pregnancy that were performed in their rural

origin, and whether they felt it was important to maintain these practices in their

new urban environment. All rural-urban migrants stated that the practices

performed in their rural communities would not be performed in urban area B, with

respondents reporting that these practices were only important in rural areas. The

greater availability of health services in urban area B and the exposure of migrant

women to social networks and a new health service regime seems to lessen the

importance of traditional rural practices.

“It is important to carry them on in the village; they are tradition, like the

sacrificing of hens to get a boy child. But they are no longer important here;

we have hospitals (rural-urban migrant)”.

Perception of health benefits of utilizing health services

Among women who reported not receiving prenatal care in their last

pregnancy, the most commonly cited reason was that such care would not be

beneficial to the health of themselves or their unborn child. Women from all three

groups who did not receive prenatal care reported that as pregnancy is a natural

state there was no need to seek care. Among these women, prenatal care was

perceived as a curative rather than preventative measure. The perception that

formal health services are used for curative purposes also emerged as a reason

behind the decision for women to deliver their child in their own home.

“There was no problem with my pregnancy, so there was no need to go to

the hospital. It all happened here at home (rural-urban migrant)”.

“The delivery of all my children took place at home; a hospital is only used

when there is a problem, otherwise if everything is ok, why go to a hospital?

(urban non-migrant)”.
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“Only in case of emergency would I go to a hospital, since it was all normal

I preferred to deliver my children at home (rural non-migrant)”.

In contrast, women from the urban non-migrant and rural-urban migrant

groups who had received prenatal care during their last pregnancy reported that the

potential health benefits of prenatal care had been a motivating factor in their

decision to seek care.

“For the child to be delivered healthy you need to get good care (urban

non-migrant)”.

“The monthly check-ups are very important as they tell you things about

your baby’s health (rural-urban migrant)”.

Reliance on traditional childbirth practices

Rural non-migrant women were characterized by a reliance on home

deliveries, although some women in the rural-urban migrant and urban

non-migrant group also reported giving birth at home. In each of these groups, the

perception of the quality of care offered by home deliveries and the perception

that these deliveries were the local norm provided the main motivation for home

childbirth. In each of the three groups, home deliveries were conducted by either a

dai (traditional midwife, untrained in modern medicine) or a female family

member.

“It is better to deliver at home as everyone is nearby and the dai takes

proper care (rural non-migrant)”.

“The birth was conducted at home, my mother helped, because she is my

mother and she is experienced (rural-urban migrant)”.

Home birth also allowed women to maintain their duties, which was an

important aspect of the traditional beliefs surrounding birthing practices in the

rural community.  Rural non-migrant women reported that the home was a safe

environment in which to give birth,allowing them to behave in a manner perceived

to be conducive to a less stressful delivery.

“It was all normal. We believe if during delivery we keep working rather

than resting the delivery will be without difficulty. It is important to work. At

home I can do what I like when I have the baby (rural non-migrant)”.
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Among rural non-migrant women, there was further evidence to suggest

that the overall prevalence of home births in the rural community was a strong

influence in motivating women to continue the tradition of home births. Rural

non-migrant women reported that there was a general reliance upon home births in

their village, such that home births had become a cultural norm which they had

opted to follow, indicating the influence of community beliefs on individual

behaviour.

“In my village all of the deliveries of children take place at home, it is what

we do (rural non-migrant)”.

Distance to health facility

Women in village A cited the distance needed to travel to the nearest

health facility as a reason for not receiving prenatal care or delivering in a medical

institution. Distance to services was not mentioned as a reason for non-use of

services among women in urban area B. The health centre in village A operates

only one day a week, and residents have to travel over an hour by motor vehicle to

reach alternative services. The need to travel to use alternative services created a

pattern of non-use of prenatal care and a reliance on home births among women in

village A, although women expressed a desire to utilize more formal health

facilities for childbirth.

“When the delivery is at night we cannot go anywhere, and the hospital is

very far off, by the time we reach it will be too late (rural non-migrant)”.

Cost of seeking health-care

The costs associated with using maternal health services were reported as

a barrier to their utilization in all three groups of women. Women reported that,

although they recognized the need for prenatal care or delivering their child in a

medical institution, they were prevented from receiving such care owing to the

costs of the health services. Women in village A faced the additional costs of

transport to the nearest government hospital.

“We have no money for the expenses of a hospital. Other people have

money, and they go, but we don’t, so what is the point of going? I have no

time for such thing (rural-urban migrant)”.

“We did not have the money to go to the hospital, so I had to deliver the

child at home (rural non-migrant)”.
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Contact with health-care workers

Among women in urban area B, the most commonly cited reason for

seeking prenatal care was the influence of local health workers, who encouraged

women to seek care during pregnancy.

“The health workers advised me to attend the clinic; they said it was good

for me (urban non-migrant)”.

“I went only to get an injection, on my doctor’s advice, otherwise I would

not have gone (rural-urban migrant)”.

In village A, the health centre also has community health workers who

visit local homes to encourage women to seek prenatal care. The resources of the

health centre are limited, with health workers operating only one day per week.

Among rural non-migrant women, the two women who received prenatal care

reported that the health workers from the health centre had been influential in their

decision to seek care. One respondent only sought prenatal care once during the

eighth month of her pregnancy, indicating that although the advice of health-care

workers is followed, there may be other constraints on the woman’s ability to seek

care. The second respondent, who reported receiving prenatal care in village A, did 

so on the advice of a health worker, although the respondent appeared unaware of

the health benefits associated with prenatal care. Although prenatal care may be

encouraged in the village, the resources available for the charitable health service

limit the extent to which they can provide full health-care information to pregnant

women.

“I went to the doctor as he asked me to go now that it was my third child,

and that I should go monthly. For the first two children it was not possible

to go (rural non-migrant)”.

“She came to my house and I went to the hospital like I was told, but I don’t

know why I had to go (rural non-migrant)”.

Discussion

This study has identified a number of important differentials in maternal

health seeking behaviour between the rural-urban migrant and non-migrant

women studied. In terms of the utilization of prenatal care, rural-urban migrant

women demonstrate patterns similar to urban non-migrant women, and have

higher levels of utilization than rural non-migrant women. The choices of place of

delivery among rural-urban migrant women more closely resemble those of rural
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non-migrant women, with both groups characterized by reliance on home births.

Rural-urban migrant women adopt the patterns of prenatal care of urban

non-migrants, yet maintain the practice of home births common among rural

non-migrants.

The behavioural model proposed by Teller (1973) provides a framework

for understanding the reasons reported by the women for their health seeking

behaviour. Women reported a number of barriers and facilitators in the decision to

seek maternal health-care, some of which were common to all three groups

interviewed, while some were specific only to rural-urban migrant women. Teller

(1973) noted that the first stage in the behavioural model was a set of predisposing

factors, which included migrant characteristics that created the decision to seek

care. Rural-urban migrant women reported that relatives and friends in Mumbai

provided the main source of information on access to prenatal care services, and

that their knowledge of the availability of prenatal care services had increased with

duration of residence in the city.  For the uptake of prenatal care, the presence of

social networks and duration of urban residence were important predisposing

factors in the decision to seek care. In contrast, rural non-migrant women reported

that the continued prevalence of home births in their community created the feeling

that home births were the norm. In village A, community characteristics thus acted

as predisposing characteristics to discourage the utilization of maternal health-care

services.

The main enabling factors reported by rural-urban migrant women were

the availability of services and the presence of social networks, in the form of

family members and friends. The presence of social networks provided a source of

information on the availability of prenatal care, and allowed migrant women to

seek care during pregnancy. By contrast, social networks allowed rural–urban

migrant women to deliver their child at home.

Archarya and Kanatikar (1994) note that the availability of health services

differs greatly between rural and urban areas of India. Migration between two

different service environments creates exposure to greater service availability.

This, coupled with the presence of social networks at Mumbai, enabled migrant

women to access prenatal care, though it did not lead to an increased use of medical

institutions for childbirth. In contrast, women from the rural non-migrant group

were unable to access maternal health-care due to the absence of services in village

A, with the distances needed to travel to seek care cited as a major barrier to the

uptake of prenatal care in the rural area.
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In Teller’s (1973) behavioural model, characteristics of the local health

system are important enabling factors in health seeking behaviour. Previous

studies have shown that knowledge of the potential benefits of prenatal care is a

motivating factor in the decision to seek care during pregnancy (Jejeebhoy and

Rao, 1995). Women from all three groups reported that their decision to seek care

had been influenced by the presence of community health workers; hence this

characteristic of the health system in each of the study sites enabled women to seek

care. Women also reported that the costs associated with seeking care were often a

barrier to their utilization, such that some characteristics of the health system acted

to prevent its utilization.

Once the migrants were able to seek care, they next had to evaluate the

need to use such health services. In all three groups of women, the perception that

prenatal care services were curative rather than preventative acted as a barrier to

their utilization. Previous studies have shown that apathy towards the use of

modern medical services coupled with an ignorance of health needs and

advantages resulted in low levels of service utilization in India (Kanatikar and

Sinha, 1989). Similarly, the view that home deliveries offered a good quality of

service and provided a secure environment for childbirth created the perception

that there was no need to access formal medical services for childbirth. The

practice of home births in India is viewed as offering a safe, familiar environment,

with the availability of physical and moral support from family members

(Goodman and others, 1995). Basu (1990) notes that the continued reliance on

home births is a product of both cost and tradition. Thus, even though individual

health behaviours may have changed, individuals remain inhibited owing to the

constraints of conforming to community beliefs.

The most surprising result to arise from the interviews is that while some

rural-urban migrant women adopt urban patterns of prenatal care use, many

continue the traditional rural practice of home births. Facilities for childbirth were

available in urban area B and were utilized by urban non-migrant women, thus a

lack of physical access cannot explain rural-urban migrant women’s reliance on

home births. Both rural non-migrant and rural-urban migrant women reported the

strong cultural norms of home births that prevailed in rural areas, while a lack of

prenatal care facilities, cost and distance to services limited the use of prenatal care. 

In migrating to urban areas, some of the barriers that prevented women’s use of

prenatal care in their rural origins are surmounted (availability of and distance to

services). The practice of home births, however, seems less to be a response to

barriers to service use, but rather a decision to follow cultural norms. Such cultural

norms are transferred to the new urban environment by migrant women, resulting
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in patterns of maternal health-care use among rural-urban women with elements

from both the rural and urban patterns of service use.

Conclusion

There are differentials in the uptake of maternal health services between

rural-urban migrant and non-migrant women in Maharashtra. Rural-urban

migrants to Mumbai replicate the patterns of prenatal care of urban non-migrants,

yet their choices of place of delivery remain close to those used among rural

non-migrants. The interviews show that both rural-urban migrant and

non-migrant women in Maharashtra face a number of barriers to the use of

maternal health services. The availability of services, the need to travel long

distances to access them, cost and prevailing traditional attitudes towards

childbirth all act to prevent women from utilizing maternal health-care. In

addition to these barriers, rural-urban migrant women face the added problem of

being new to a city, which, unless they have adequate social networks, limits their

knowledge and access to maternal health-care. Migrant women do, however,

report that they benefit from the move to a city with a greater availability of

services, although this only leads to increased service utilization if they have

social networks through which to access care.

Although rural-urban migration led to an increased use of prenatal care, it

did not affect the utilization of medical institutions for childbirth, with migrant

women maintaining traditional attitudes towards childbirth after their move to

Mumbai. Alternatively, the disparity between the use of prenatal care and

childbirth in medical institutions may reflect the greater success of health

programmes in promoting prenatal care. McDonagh (1996) reports that health

programmes in developing countries have had much greater success in improving

the level of prenatal care utilization than in improving the number of women

delivering in medical institutions.

The provision of prenatal care and the promotion of institutional

childbirth have the potential to reduce maternal and neonatal morbidity and

mortality, both through the identification of problems during pregnancy and by

providing women with information about the benefits of delivering in a medical

institution. Although the results presented here are based on interviews with a

small group of women, they suggest that even though women face a number of

barriers to maternal health service utilization, success in encouraging service use

can be achieved through the use of community health workers. In particular, these

health workers can help to surmount the commonly held view that maternal health
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services are for curative purposes only. Given the pattern for women who receive

prenatal care not to deliver in a medical institution, there is also a need to link

women attending prenatal care with trained attendants for delivery.  These needs

are particularly relevant to rural-urban migrants, who without access to social

networks are under-utilizing maternal health-care services. The provision of

community health workers has the potential to replace the role currently held by

social networks among migrant groups, through the provision of information on

access to maternal health-care. Further research is required into the care currently

provided by community health workers in order to establish the feasibility of

adapting this care for the specific needs of rural-urban migrants.

Acknowledgements

The authors would like to thank the Economic and Social Research

Council of the United Kingdom of Great Britain and Northern Ireland (award

number R00429634316) and the Simon Population Trust, United Kingdom, for

financially supporting a substantial proportion of the work reported in this paper.

References

Abu-Loghod, J. (1966).  “Migrant adjustment to city life: The Egyptian case”, American Journal of

Sociology, No. 67, pp. 22-32.

Acharya, S. (1995).  “How effective is antenatal care to promote maternal and neonatal health?”,

International Journal of Gynaecology and Obstetrics, No. 50, Supplement 2:s35.

Anandlakshmy, P.N., P.P. Talwar, K. Buckshee and V. Hingorani (1993).  “Demographic,

socio-economic and medical factors affecting maternal mortality -an Indian experience”,

The Journal of Family Welfare, vol. 39, No. 3, pp. 1-4.

Archarya, S. and T. Kanatikar (1994). Maternal and Child Mortality: A Study of Village Nirpura,

District Meerut, Uttar Pradesh, International Institute for Population Sciences, Bombay,

India.

Basu. A.M.( 1990). “Cultural influences on health care use: two regional groups in India”, Studies in

Family Planning, vol. 21, No. 5, pp. 275-285.

Bender, D.E., T. Rivera and D. Madonna (1993).  “Rural origin as a risk factor for maternal and child

health in peri-urban Bolivia”, Social Science and Medicine, vol. 37, No. 11, pp. 1345-1349.

Berry, J.W. (1992). “Acculturation and adaptation in a new society”, International Migration, No. 30, 

pp. 69-84.

Asia-Pacific Population Journal, March 2004 57



Bhadwaj R. (1989). Case Study Method: Theory and Practice. Department of Public Administration,

Punjab University, Chandigragh, National Book Organisation, India.

Bogin, B. and R.B. MacVean (1981). “Biosocial effects of urban migration on the development of

families and children in Guatemala”, American Journal of Public Health, No. 71, pp.

1373-1377.

Brockerhoff, M. and H. Eu (1993).  “Socio-economic and demographic determinants of female

rural-urban migration in Sub-Saharan Africa”, International Migration Review, No. 27, p.

557.

Brockerhoff, M. (1995). “Child survival in big cities: The disadvantages of migrants”, Social Science

Medicine, No. 40, p. 1371.

Brody, E.B. (1973). The Lost Ones: Social Forces and Mental Illness in Rio de Janeiro.  International

Universities Press, New York, United States of America.

Davidson, J. (1983). “The survival of traditional medicine in a Peruvian Barriada”, Social Science and

Medicine, vol. 17, No. 17, pp. 1271-1280.

Doughty, P.T. (1970).  “Behind the back of the city, provincial life in Lima, Peru” in  Mangin, W., ed.,

Peasants in Cities: Readings in the Anthropology of Urbanisation, Houghton Mifflin,

Boston, United States of America.

Fassin, D. and E. Jeannee (1989).  “Immunisation coverage and social differentiation in urban Senegal”,

American Journal of Public Health, No. 79, pp. 509-511.

Giri, K . (1995). “Discussion”, International Journal of Gynaecology and Obstetrics, No. 50,

Supplement 2: S43.

Goldenberg, R.L., E.T. Patterson and M.P. Freese (1992). “Maternal demographic, situational and

psychosocial factors and their relationship to enrolment in prenatal care: A review of the

literature”, Women and Health, vol. 19, Nos. 2-3, pp. 133-151.

Goldscheider, C. (1989). “Migration and social structure: Analytic issues and comparative perspectives

in developing nations”, in J.M. Stycos, ed., Demography as an Interdiscipline, Transaction

Publications, Brunswick, United States of America; Oxford, United Kingdom of Great

Britain and Northern Ireland,  pp. 56-78.

Goodman, A., G. Rukhsana and M. Chowdhury (1995).  “Beliefs and practices regarding delivery and

postpartum maternal morbidity in rural Bangladesh”, Studies in Family Planning, vol. 26,

No. 1, pp. 22-32.

Greenwood, A. (1987). “A prospective study of pregnancy in a rural area of the Gambia, West Africa”,

Bulletin, World Health Organization, No. 65, pp. 635-644.

Howlader, A.A., M. Kabir and M.M. Bhuiyan (1999). “Health-seeking behaviour of mothers and

factors affecting infant and child mortality”, Demography India, Jul-Dec, vol. 28, No. 2, pp.

225-238.

58 Asia-Pacific Population Journal, Vol. 19, No. 1



International Institute for Population Sciences (a) (1994). National Family Health Survey 1992-93:

India Introductory Report.  Bombay, India.

International Institute for Population Sciences (b) (1994). Maharashtra National Family Health Survey

Report 1992-93. Bombay, India.

Jejeebhoy, S. J. and S.R. Rao (1995).Unsafe Motherhood: A Review of Reproductive Health, in Das

Gupta, M., L.C. Chen and T.N. Krishnan, eds., Women’s Health in India: Risk and

Vulnerability, Oxford University Press, Bombay, India.

Kanatikar, T. and R. Sinha (1989). “Antenatal care services in five states of India”, Population

Transition in India, No. 2, pp. 201-212.

Luther, N.Y. (1998). “Mother’s tetanus immunisation is associated not only with lower neonatal

mortality but also with lower early-childhood mortality”, National Family Health Survey

Bulletin, No. 10, East-West Centre program on Population. Honolulu, United States of

America.

Maine, D. (1991). Safe Motherhood Programs: Options and Issues, Centre for Population and Family

Health, New York, United States of America.

McDonagh, M . (1996). “Is antenatal care effective in reducing maternal morbidity and mortality”,

Health Policy and Planning, vol. 11, No. 1, pp. 1-15.

Mehta, S. (1990).  “Spatial mobility in India: evolving patterns, emerging issues and implications”,

Population Geography, vol. 12, Nos. 1 and 2, June-December.

Mothercare Matters (1998). “Maternal health assessment in Bangladesh: Bangladesh program review

and assessment, Mothercare Matters, vol. 7, No. 1, pp. 10-17.

Nylander, P.P.S. and A. O. Adekunle (1990).  “Antenatal care in developing countries”, Ballieres

Clinical Obstetrics and Gynecology, vol. 4, No. 1, pp. 169-186.

Padilla, A . (1980). “The role of cultural awareness and ethnic loyalty in acculturation”, Acculturation:

Theory, Models and Some New Findings, in  Padilla, A, eds., AAAS Selected Symposium

30, Westview Press, Colo.

Park. J. E. and K. Park (1989). Textbook of Preventive and Social Medicine. Twelfth Edition. Jabalpur:

M/S Banarsidas Bhanot Publishers.

Patil, R.C. (1993). “The process of urbanisation in India, 1971-1991”, The Journal of Family Welfare,

vol. 39, No. 1, pp. 44-51.

Patton, M. Q. (1990). Qualitative Evaluation and Research Methods, second edition, Sage

Publications, Newbury Park, California, United States of America.

Pollock, G.H. (1986). The Mourning-Liberation Process and Migration: Voluntary and Coerced. Paper

presented at the Third International Symposium of the American Society of Hispanic

Psychiatrists, Merida, Mexico, cited in: Richman, J.A, M. Gaviria, J.A. Flaherty, S. Birz,

and R. Wintrob (1987).  “The process of acculturation: theoretical perspectives and an

empirical investigation in Peru”, Social Science and Medicine, No. 25, pp. 839-947.

Asia-Pacific Population Journal, March 2004 59



Richman, J.A and others (1987). The process of acculturation: theoretical perspectives and an empirical

investigation in Peru. Social Science and Medicine, No. 25, pp. 839-947.

Rooney, C. (1992). “Antenatal care and maternal health: how effective is it?”, WHO/ Safe Motherhood,

WHO, Geneva, Switzerland.

Selvaraj, K.G. and P.S.S. Rao (1993). “Household migration - Urbanisation and consequences”,

Demography India, vol. 22, No. 2, pp. 203-210.

Sundari. T. K. (1992). “The untold story: how the health care systems in developing countries

contribute to maternal mortality”, International Journal of Health Services, vol. 22, No. 3,

pp. 513-528.

Swenson, I., N. Thang, V. Nhan and P. Tieu (1993). “Factors related to the utilization of antenatal

services in Vietnam, Journal of Tropical Medicine and Hygiene, vol. 96, No. 2, pp. 6-86,

cited in McDonagh, M. (1996). “Is antenatal care effective in reducing maternal morbidity

and mortality”, Health Policy and Planning, vol. 7, No. 1, pp. 1-15.

Tam, L. (1994). Rural-to-Urban Migration in Bolivia and Peru: Association with Child Mortality,

Breastfeeding Cessation, Maternal Care, and Contraception, Demographic and Health

Survey, Working Paper No. 8, Macro International Inc. Calverton, Maryland, United States

of America.

Teller, C.H. (1973). “Access to medical care of migrants in a Honduran City”, Journal of Health and

Social Behaviour, vol. 14, No. 3, pp. 214-226.

Thaddeus, S. and D. Maine (1994). “Too far to walk: Maternal mortality in context”, Social Science and 

Medicine, vol. 38, No. 8, pp. 1091-1110.

Tsu, V.D. (1994). “Antenatal screening: its use in assessing obstetric risk factors in Zimbabwe”,

Journal of Epidemiology and Community Health, vol. 48, pp. 297-305.

Uyanga, J. (1983). “Rural-urban migration and sickness / health care behaviour: A study of Eastern

Nigeria”, Social Science and Medicine, vol. 17, No. 9, pp. 579-583.

Villar, J. and P. Bergsjo (1997). “Scientific basis for the content of routine antenatal care: Philosophy,

recent studies, and power to eliminate or alleviate adverse maternal outcomes”, Acta

Obstetricia et Gynecologica Scandinavica, No. 76, pp. 1-14.

World Bank (1996). Development in Practice. Improving Women’s Health in India, Geneva,

Switzerland.

Yin, R. K. (1994). Case Study Research: Design and Methods, second edition, Applied Social Science

Research Methods Series, vol. 5, Sage Publications.

Young. J. (1981). Medical Choice in a Mexican Village, Rutgers University Press, New Brunswick.

Zulkifli, S.N, U. Khin Maw, K. Yusof and W.Y. Lin (1994). “Maternal and child health in urban Sabah,

Malaysia: A comparison of citizens and migrants, Asia-Pacific Journal of Public Health /

Asia-Pacific Academic Consortium for Public Health, vol. 7, No. 3, pp. 151-158.

60 Asia-Pacific Population Journal, Vol. 19, No. 1



Ageing in Ne pal

The findings of a disadvantaged po sition of the older pop ulation
on al most all as pects of social, eco nomic, physical and

emotional well-being un derscore the need for the for mulation
of a comprehensive pol icy to ad dress the spe cific needs of

this growing segment of the pop ulation so as to en sure
elderly persons’ pro ductive and healthy lives.

By Rafiqul Huda Chaudhury*

Consistent with the pattern observed in other countries, Nepal’s population

is ageing as fertility and mortality levels decline.  During the last three decades, the

total fertility rate has declined by one third, from around 6 children per woman in
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the 1970s (United Nations, 2001) to around 4 at the turn of the century (Ministry of

Health, 2002).  For the corresponding period, the life expectancy at birth has

increased by nearly 20 years to reach about 60 years (United Nations, 2001).  The

decline in fertility and mortality has resulted in an increase, albeit modest, in the

share of the population aged 60 years and over from about 6 per cent of the total

population in the 1970s (United Nations, 2001) to about 7 per cent in 2001 (2001

Population Census).  The older population grew faster (2.73 per cent) than the

national population (2.07 per cent) during the last two decades (1981-2001).  The

share of the older population in the total population is expected to grow even

further with the accelerated decline in fertility and mortality occurring in the

twenty-first century.  The percentage of the overall population  aged 60 and over

will increase nearly twofold by mid-century with fertility reaching replacement

level and life expectancy at birth approaching 75, according to the United Nations

medium variant projections (United Nations, 2001).

In Nepal, information on population ageing is inadequate to provide a

basis for the formulation of a sound policy to meet the needs of the emerging older

population.  The present paper is a partial attempt to fill this gap by presenting a

descriptive analysis of the Nepalese older population based on the 2001 Population

and Housing Census data.  The geographical coverage of the 2001 population

census was less than 100 per cent in which enumeration could not be completed for

2.7 per cent of rural wards and 0.3 per cent of urban wards owing to internal

disturbance.  This has resulted in a non-coverage of approximately 1.8 per cent of

the total population (Central Bureau of Statistics, 2002).  This is however not likely

to distort the profile of the elderly population because they were not selectively

omitted.  The impact of under-counting, if any, is likely to be felt across all age

groups.  Moreover, the overall national population profile is also unlikely to be

affected by the omission of a small portion of the population.

Findings

The age-sex and rural/urban distribution of older persons

Table 1 presents the age and sex distribution of the population aged 60

years and over for the country as a whole and rural/urban residence. The older

population accounts for about 7 per cent of the total population and a majority

(over 6 out of 10) of them are in their sixties. This is expected in view of the recent

history of ageing in Nepal. However, about one fifth of the older population are

aged 75 and over. This pattern holds for both men and women. The extent of

ageing varies, albeit modestly, by gender, rural/urban residence and development

regions.
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Table 1.  Age distribution of older population by sex and rural/urban
distribution of older population by age, Nepal, 2001

Gender

The proportion of older persons among men (6.6 per cent) is slightly

higher than among women (6.4 per cent). Examination of age distribution of older

persons also shows a modest dominance of men over women in almost all age

groups except for the age group 75 and over. Among the senior citizens, females

outnumber men. The age pattern by gender observed for the country as a whole

also holds for each development region (see table 3). Data on sex ratio of older

population by age group also reveals increasing dominance of men over women

with each successively older age group, excepting age group 75 and over,

indicating continuation of excess female over male mortality almost throughout the

life span. The pattern is reversed in the oldest age groups in which male mortality

exceeds that of female.  A similar pattern of imbalanced sex ratio, in which

dominance of older men over older women increases with each successively older

age group, is observed in almost every development region (see table 3).

Asia-Pacific Population Journal, March 2004 63

Sex Residence

Total  Men Women Urban Rural

Population aged 60 and over as

percentage of total population 6.5 6.6 6.4 5.7 6.6

Percentage distribution of 60

and over population

60-64

65-69

70-74

75+

35.3

26.2

18.5

20.0

35.2

26.3

19.0

19.5

35.3

26.1

18.0

20.6

33.9

25.9

18.2

22.0

35.4

26.3

18.6

19.7

Total 100.0 100.0 100.0 100.0 100.0

Sex ratio (men per 100 women) by age

60-64

65-69

70-74

75+

1.01

1.03

1.07

0.96

0.99

0.94

0.96

0.84

1.02

1.04

1.09

0.98

Source: Central Bureau of Statistics, National Planning Commission Secretariat, Population Census

2001, National Report, Kathmandu, 2002.



Rural/urban residence 

Contrary to expectation, data in table 1 show a relatively higher share of

older population as compared to the total population in rural (6.6 per cent) than in

urban areas (5.7 per cent). The unexpected finding of a higher proportion of ageing

population in rural than in urban areas (despite having relatively high fertility and

consequently higher proportion of children in the former than in the latter) may

arise from two opposite streams of migration: (a) exodus of adult males from rural

to urban areas and (b) reverse migration of males from urban to rural areas at ages

60 years and over, following retirement. Consistent with the national pattern, an

absolute majority of older persons (at least six out of ten) in both rural and urban

areas are in their sixties. The distribution of older persons by age and sex in rural

areas also assumes the same pattern as that of the country as a whole, characterized

by increasing dominance of older males over older females with each successive

age group, excepting the oldest age group. The pattern is reversed in urban areas

where the share of females over males increases with each successively older age

group.  The rising share of females compared to males in successively older age

groups observed in urban areas is more prominent in four metropolitan areas,

particularly Kathmandu, Lalitpur, Pokhara and Biratnagar (see table 2).  The

finding indicates that chances for survival of females over males improve with

increasing urbanization - a pattern that is observed in developed countries as well

as East Asian countries and Sri Lanka in South Asia. The finding of excess females

over males at higher ages in urban areas may also arise from reverse male migration

from urban to rural areas after retirement at age 60 and over.

Table 2.  Sex ratio of older population (aged 60 years and over)
 in major urban areas,  Nepal, 2001
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Sex ratio by
age groups

Major urban areas

Kathmandu Lalitpur Pokhara Biratnagar

60-64

65-69

70-74

75+

0.98

0.85

0.84

0.72

1.0

0.95

0.97

0.75

0.82

0.80

0.82

0.74

1.10

1.04

0.99

0.93

Total 0.85 0.92 0.82 1.03



Development region

Data in table 3 show variation in population ageing by development

region. The percentage of older population ranges from a high of 7.7 per cent in the

western development region, followed by 6.5 per cent each in the eastern

development region and the central development region. The share of older

persons relative to the total population is lowest in the mid-western region (5.0 per

cent), followed by the far-western development region (5.8 per cent). The

proportion of older males exceeds older females in most of the regions excepting

the central development region and the far western development region. In those

two regions, the share of older persons relative to the total population is greater for

females than for males.  The majority of the ageing population in every region is

concentrated in the early stage of ageing e.g., ages below 70. The age and sex

distribution of the older population in almost every region assumes the same

pattern as that of the country as a whole in which the share of older persons is

greater among men than among women and increases with each successively older

age group, excepting for the age group 75 and over.

Marital status

Table 4 compares marital status of population aged 60 and over with the

population below the older age groups (i.e., 10-59 years), referred to here as

younger population for the sake of brevity.  Marriage is universal in Nepal.  The

incidence of divorce and permanent separation is limited.1  The proportion married

and widowed accounted for 97 per cent of the ever married population aged 10 and

above in the 2001 population census.  Given the tradition of universal marriage in

Nepal, one would expect most people to be married by older ages.  Widowhood is

also likely to reach its peak at older ages because of higher risk of death of older

than the younger population.  Therefore, the older population is more likely to be

currently married and/or widowed than is the younger population.  Conversely, the

younger population is more likely to remain unmarried than are the older

population.  Data tend to support those postulations.  As expected, the proportion

of currently married persons is higher for older population than for population

below older age groups (aged between 10-59 years).  Four out of five older persons

compared to three out of five younger persons are currently married.  In addition,

only about 2 per cent of the older population compared to over one third of the

younger population is unmarried.  As expected, only one per cent of the younger

population compared to 17 per cent of older population is widowed.
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Table 3.  Age and sex distribution of older population 

by development region, Nepal, 2001

Development

region/sex

Population aged

60 and over as 

percentage of

total population

Percentage distribution of 

 population aged 60 and over

Sex ratio (men per 100

women) by age group

60-64 65-69 70-74 75+ Total 60-64 65-69 70-74 75+

Eastern development region

Total

Male

Female

6.5

6.6

6.4

34.0

34.9

34.2

26.4

26.4

26.3

18.4

19.9

18.1

20.6

19.8

21.4

100.0

100.0

100.0

1.05 1.03 1.07 0.95

Central development region

Total

Male

Female

6.5

6.4

6.6

34.8

35.1

34.4

26.4

26.4

26.4

18.6

18.9

18.4

20.2

19.6

20.8

100.0

100.0

100.0

1.02 1.00 1.03 0.94

Western development region

Total

Male

Female

7.7

8.1

7.4

33.3

32.8

33.9

25.9

26.2

25.6

19.4

20.1

18.6

21.4

20.9

21.9

100.0

100.0

100.0

0.99 1.05 1.11 0.97

Mid-western development region

Total

Male

Female

5.0

5.3

4.7

40.4

39.6

41.4

26.3

26.6

25.9

17.3

17.8

16.6

16.0

16.0

16.1

100.0

100.0

100.0

1.05 1.13 1.17 1.08

Far western development region

Total

Male

Female

5.8

5.7

5.9

38.7

38.1

39.3

25.9

25.8

25.9

17.2

18.0

16.5

18.2

18.1

18.3

100.0

100.0

100.0

0.93 0.95 1.04 0.94

Nepal

Total

Male

Female

6.5

6.6

6.4

35.3

35.2

35.3

26.2

26.3

26.1

18.5

19.0

18.0

20.0

19.5

20.6

100.0

100.0

100.0

1.01 1.03 1.07 0.96

Source:  Central Bureau of Statistics, National Planning Commission Secretariat, Population Census

2001, National Report, Kathmandu, 2002.
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Table 4.  Marital status distribution of older population by age and sex and
below older age population by sex, Nepal, 2001

Source:  Central Bureau of Statistics, National Planning Commission Secretariat, Population Census

2001, National Report, Kathmandu, 2002.

The examination of marital status distribution of older population by age

and sex reveals sharp changes in marital status by age and gender.  Among older

population, the proportion of currently married persons declines with age, while the

proportion of widowhood increases with age.  For example, the proportion of

currently married persons declines by 8 per cent, from 85 per cent among those aged 

60-64 to 78 per cent among those aged 65 and over.  In addition, the proportion

widowed increased by about 67 per cent, from 12 per cent among those aged 60-64

to 20 per cent among those aged 65 and over.  However, a large proportion of older

population aged 65 and over (86 per cent of men and 68 per cent of women) still

remains currently married and that holds for both males and females.

The data also reveal a gender differential in marital status among the

older population. The share (percentage) of currently married is higher for men

than for women, while the share of widowhood is greater for women than for men.

About 9 out of 10 men compared to 7 out of 10 women aged 65 and over are

currently married.  In addition, one tenth of men compared to one third of women
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Older population Population aged 10-59

Total Male Female Total Male Female

Percentage currently married 80.1 88.3 71.8 61.8 55.6 64.9

60-64

65+

84.9

77.5

91.8

86.4

78.0

68.3

Percentage widowed 17.0 9.1 24.9 1.1 0.6 1.61

60-64

65+

12.4

19.5

5.8

10.9

18.9

28.2

Percentage single, separated

and divorced
1.7 1.7 1.7 36.7 43.2 33.3

60-64

65+

1.7

1.7

1.7

1.7

1.7

1.7

Not stated 1.2 0.9 1.6 0.4 0.6 0.21



aged 65 and over are widowed.  The finding of a higher proportion of older men

than older women to be currently married may be attributed to higher chances of

remarriage among the former than among the latter.  In the Nepali society, a

widower has a higher chance of remarriage and is more likely to be remarried than

a widow. According to the 2001 population census data, 4 per cent of

ever-married males compared to 2.7 per cent of ever-married females were

reported to be remarried.  The finding of higher risk of widowhood among women

than among men may be attributed to higher female than male risk of mortality at

older ages.  A part of this male-female difference in widowhood may also be

attributed to the ancient tradition of men marrying younger women in a patriarchal

society.  Age at marriage is at least three years higher for men than women in

Nepal and there has been little change in male-female difference in age at

marriage in the last four decades (1961-2001).  The singulate mean age at

marriage estimated from the 2001 census data was about 23 years for men and 20

years for women (Chaudhury and others, 2003). 

Literacy/level of education

Table 5 presents data on literacy and formal schooling for the population

aged 60 and over and the population below older age groups (aged between 6-59

years).  The examination of literacy level and schooling of the older population

reveals: (a) high level of illiteracy, (b) huge gender divide and (c) cohort disparity.

An overwhelming majority of older population (83 per cent) cannot read and write

i.e., is illiterate.  The illiteracy rate is higher for older women than older men.  At

least 7 out of 10 older men and over 9 in 10 older women are illiterate.  Of those few 

older people who are literate, about half (43-48 per cent) have not received any

formal schooling. Only about one fifth and one third of the literate older population

have received primary and secondary level education, respectively.  There is no

marked gender difference in schooling among older population, except at the

secondary level.  More men than women are likely to receive post-primary level

education.  This is not an unexpected finding given the sociocultural milieu of

Nepal, which greatly values male children over female children in all aspects of life 

including higher education. Literacy level and schooling are relatively higher for

early (60-64) than late (65 and over) older population.  This reflects a gradual

improvement in literacy and schooling.

Comparison of literacy levels and schooling of older population (aged 60 
and over) with population below 60 shows a large divide between the two groups,
with higher educational achievement for the latter than for the former.  For
example, less than one fifth (17 per cent) of older population compared to over one 
half (57 per cent) of younger population can read and write.  The disparity in level
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of literacy between younger and older population is more glaring for females than
it is for males.  For example, the literacy rate for younger men (68 per cent) is more 
than twice as high as for older men, while the literacy rate for younger women (46
per cent) is about tenfold as high as for older women.  As expected, younger men
and women are likely to receive more formal schooling than are older men and
women.  For example, two fifths and one half of the literate young population
compared to one fifth and less than one third of the literate older population
completed primary and some secondary education, respectively. The finding of
higher level of literacy and schooling for younger males and females than for older
males and females reflects a steady improvement in literacy and formal schooling
over time.

Table 5.  Literacy and educational attainment of
older (aged 60 years and over) by age and sex and

below older age population (aged 6-59) by sex, Nepal, 2001

* Can read and write.

Asia-Pacific Population Journal, March 2004 69

Older population

Population below 60

(6-59 years)

Total Male Female Total Male Female

Percentage literate*

60-64

65+

Total

18.8

15.6

16.8

31.9

27.0

28.7

5.5

4.1

4.6 56.8 68.1 45.6

Of those literate percentage with complete primary (1-5 grade)

60-64

65+

Total

21.7

20.4

20.9

21.4

20.0

20.6

23.2

23.2

23.2 42.4 39.9 46.1

Of those literate percentage with some secondary or higher education (grade 6+)

60-64

65+

Total

33.7

25.9

28.9

34.8

26.9

29.9

27.3

18.9

22.5 48.6 51.8 43.9

Of those literate percentage with no schooling

60-64

65+

Total

42.2

50.7

47.3

42.4

51.5

47.9

41.3

44.9

43.3   7.8   7.1   8.9



Economic activity

The 2001 Nepal Population and Housing Census collected data on

economic activity from each member of the household aged 10 years and above. 

The census considered a person usually economically active who had been

engaged in gainful activities that produce goods and services either for pay in cash

or kind or without pay for at least six months during the 12 months prior to the

census.  Household activities such as cooking, cleaning, shopping, washing

clothes, rearing and caring of children, sick and old persons or other minor

household work which does not produce economic goods are considered as

non-economic activities.   This may seriously underestimate women’s contribution

to the economy, particularly in a subsistence agricultural economy like Nepal in

which household activities, mostly performed by women, play a major role.  The

data on economic activity and household work for population aged 60 and over and 

population below 60 are presented in table 6.

Table 6.  Labour force participation status of older population
aged 60 years and over and total population aged 10-59 by activity and sex

Source: Central Bureau of Statistics (2003). Population Census Results in Gender Perspective
(Population Census 2001), vol. II.

*   Usually economically active population are those who have either been working or available for
work (i.e., seeking a job) for at least six months during the 12 months prior to the census.  This category
also includes those who have worked for at least six months and were out of work but were not seeking a 
job at the time of the census.  Work here refers only to economic activities, excluding those of
household works and studies.

** These activities (extended economic activities) pertain to production of goods consumed within the
household, collection of firewood and fetching water.
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Economic activity

Population aged
60 years and over

Population aged
10-59 years

  Total   Male  Female   Total  Male Female

Percentage of population who were
usually economically active* in the last
12 months preceding the census

48.5 63.9 32.8 54.7 64.9 44.6

Of those economically active, percentage
in agriculture

68.7 70.7 64.7 54.1 46.6 65.0

Of those economically active, percentage
in economic activities other than
agriculture

18.0 22.1 9.8 36.0 47.6 19.2

Of those economically active, percentage
in extended economic activities**

6.4 2.8 13.5 6.1 1.8 12.3

Of those economically active, percentage
(a) seeking job and (b) not seeking job
but were out of work at the time of census
enumeration

(a) 0.3
(b) 6.6

(a) 0.4
(b) 4.0

(a) 0.3
(b) 11.7

(a) 1.7
(b) 2.1

(a) 2.3
(b) 1.7

(a) 0.8
(b) 2.7



Examination of table 6 reveals a gap between older and younger

population and gender disparity in economic activity.  About one half of the older

populations was engaged in economic activities at least for six months during the

twelve months prior to the census. The younger population (10-59) is relatively

more economically active than are older population (60 and over).  Forty nine per

cent of the older population compared to 55 per cent of younger population were

economically active.  The higher participation rate for younger compared to older

population may be attributed, among various factors, to a loss of physical stamina,

mandatory retirement, lack of appropriate job opportunity or a greater desire for

leisure on the part of the latter than the former (Knodel and Si Anh, 2002). 

However, it should be noted that a considerable proportion of older population,

particularly males still remain economically active until old age.  The economic

participation rate among older males (64 per cent) is almost the same as that of

younger men (65 per cent).  The differences in economic participation rate between

younger and older population are mostly due to differences in the participation rate

for females.  The participation rate for younger women is at least 36 per cent higher

than that for older women.  The higher participation rate of younger women may be

attributed, among other factors, to greater educational and employment

opportunities for the latter than for the former.

The economic activity rate is considerably higher among older men than

among older women.  The older men are almost two times more likely than older

women to participate in economic activities. This difference holds even though

household work is considered as an economic activity (see table 7).  This finding is

not totally unexpected in view of the fact that older women have fewer economic

opportunities compared to older men because they are less endowed with financial

and human capital resources.  Moreover, older women, who are more likely to

co-reside with their children, particularly sons than are older men (see table 12),

may prefer to live a tension-free life by handing over their main pursuits i.e.,

household activities to their daughters-in-law, as per practice in the patriarchal

Nepali society. The pattern of gender disparity in labour force participation

observed for the older population also holds for the younger population except that

the degree of gender disparity in economic participation is considerably lower for

younger than for older population.

Agriculture is the single most important economic pursuit for the older

and younger economically active population, particularly for the former.  Seventy

one per cent of older males and 65 per cent of older females economically active

were engaged in agricultural activities compared to 47 per cent and 65 per cent of

economically active young males and females, respectively. Participation in
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non-agricultural activities is very limited for elderly persons compared to younger

and this situation is worse for females, especially among the older age groups. The

proportion of economically active persons who were unemployed during the time

of census enumeration was higher among younger (2 per cent) than older (0.3 per

cent) population. Unemployment among the younger population may have a

dampening effect on the chances of children’s support for their parents.

Table 7.  Economic activity rate* with or without household work for
the older population aged 60 years and over and total population

aged between 10-59 years by sex, 2001

* worked for at least six months prior to the census.

Religion

Table 8 provides the percentage distribution of older population by

religion.  The data reveal some variations in ageing by religious groups. The share

of older population relative to total population is highest among Buddhists (7.7 per

cent), closely followed by Kirats (7.4 per cent) � an indigenous religious group.

The third highest share of older population relative to total population is noted

among Hindus (6.4 per cent), followed by Christians (5.9 per cent).  The rank-order

of the religious groups on ageing remains unchanged although the share of ageing

relative to total population is considered for males and females separately.  The

differences in share of older population by religious groups may be attributed to a

different history as regards demographic transition.  The religious group with a

higher proportion of elderly persons is more likely to have experienced fertility and

mortality decline earlier than the group with a lower proportion of elderly.

However, data on fertility transition by religious groups are not available to

substantiate that hypothesis.
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60 years and over 10-59 years

Male Female Male Female

Economic activity* rate without

household activities
63.9 32.8 64.9 44.6

Economic activity* rate with 

household activities
64.2 35.6 65.1 48.1



Table 8.  Population aged 60 and over as a percentage of total population
by major religious groups, Nepal, 2001

Disability

The 2001 population census of Nepal collected data on the disability

status of the population among the older age group. The disability status is

determined in terms of blindness, deafness, physical, mental and multiple

disabilities.  The data on disability for the older and below older population are

presented in table 9.

Table 9.   Disability status of the older population (60 years and over)

by age and sex and disability status of the younger population

 (below age 60) by sex, Nepal, 2001
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Religious groups Total

Sex

Male Female

Hindu

Muslim

Buddhist

Christian

Kirat

6.4

5.2

7.7

5.9

7.4

6.4

5.4

7.7

5.9

7.7

6.3

5.0

7.6

5.9

7.0

Male Female Total

Percentage of younger population

(below age 60)

who are disabled 0.40 0.44 0.42

Percentage of older population (60 years

and over)

who are disabled 0.63 1.30 0.97

Percentage of older population (60 years

and over)

who are disabled by age

60-64

65+

0.40

0.77

0.94

1.50

0.67

1.10



The data reveal an overall low disability rate (less than one per cent) for

the entire population. This may be attributed, among other factors, to an

underenumeration of disabled persons.  Disability in the sociocultural milieu of

Nepal is considered as a “curse” from God and a taboo subject.  Given the

circumstances, respondents are likely not to faithfully report on the question of

disability, leading to an underenumeration of disabled persons in the census.

Table 10.  Disability status of the older population (60 years and over)
by type of disability,age and sex, Nepal, 2001
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Type of disability/sex

Older population

Age

60-64 65+    Total

Physical

Male

Female

Total

0.16

0.29

0.23

0.30

0.35

0.31

0.23

0.31

0.28

Blindness

Male

Female

Total

0.06

0.31

0.18

0.21

0.65

0.43

0.16

0.53

0.34

Deafness

Male

Female

Total

0.11

0.21

0.16

0.21

0.34

0.28

0.18

0.30

0.24

Mental

Male

Female

Total

0.03

0.07

0.05

0.03

0.07

0.05

0.03

0.07

0.05

Multiple disability

Male

Female

Total

0.02

0.06

0.04

0.04

0.09

0.07

0.03

0.08

0.05



The underenumeration may also arise owing to a lack of clear

understanding of the concept of disability on the part of both enumerators and

respondents.  This would lead to confusion in the proper delineation of a disabled

person.  For example, a person who has partially lost his/her eye sight and/or

hearing may not be considered disabled and hence remain unreported.  Besides,

enumerators were not properly trained on the disability questions.

Data, although limited, reveal the following patterns of disability by sex

and age of population: (a) older persons (60 years and over) are found to be more

disabled than are the younger (below age group 60) and this holds for both males

and females, (b) older women are more likely to be disabled than are older men and

this is evident for all age groups and all types of disability, and (c) the risk of

disability is likely to increase with age for both men and women and for almost all

types of diseases (see table 10).

The single greatest burden of disability among elderly persons is

blindness, followed by physical incapacitation and deafness, accounting for nearly

90 per cent of disabled older population.  The next important physical disability is

mental disorder. About 6 per cent of the disabled older population suffers from

mental disorder.  The burden of disability varies by gender.  For women, the most

important burden of disability is blindness, followed by physical incapacitation

and deafness, while for men physical incapacitation tops the list, followed by

deafness and blindness (see table 11).

Table 11.  Percentage distribution of disabled older population

by type of disability and sex, Nepal, 2001
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Type of disability

Sex

Male Female Total

Physical 36.3 25.0 29.0

Blindness 24.8 40.4 35.0

Deafness 27.9 23.0 24.5

Mental 5.7 5.4 5.5

Multiple disability 5.3 6.2 6.0

Total 100 100 100



Living arrangements

In the Nepali society, it has been an age-old tradition for parents to live

with their grown-up children, particularly sons.  In this situation, the responsibility

of looking after older parents including their lodging rests with children.  However,

with the nucleation of family due to modernization, urbanization and migration this

tradition of family support for elderly persons is likely to be eroding.  In Nepal,

those changes however are not yet in full swing and have not yet destabilized

traditional two generational family systems in which parents tend to co-reside with

children in their old days.  In this study, living arrangements of older population are 

determined indirectly through ascertaining their relationship with the head of the

household.  Based on this information, the living arrangements of the elderly have

been categorized as follows: (a) co-residing with children in which the elderly are

head of the household, (b) co-residing with children in which children are head of

the household, (c) co-residing with spouses in which spouses are head of the

household, (d) co-residing with married daughters in which sons-in-law are head

of the household, (e) co-residing with other relatives in which they (elderly) are

head of the household, (f) co-residing with others (relatives and non-relatives) in

which others are head of the household.  Data on living arrangements of the elderly

are presented in table 12.

Data in table 12 reveal the following living arrangement pattern of the

elderly: (a) about seven out of ten elderly persons (about eight and over five out of

ten elderly male and female persons) co-reside with their children in which they

and/or their children and children’s spouses are head of the household. The next

most important living arrangement is co-residence with spouses with or without

children in which they (spouses) are head of the household.  These three

predominant types of co-residence account for over 80 per cent of living

arrangements for the elderly. (b) Older persons, particularly men tend to live with

children in which they are also head of the household.  Men tend to hold on to the

rein of household headship, even though they may be dependent on their children

for all practical purposes, as late as 74.  Older parents, particularly fathers may still

be considered as head of the household out of sheer reverence for the old patriarch

in a traditional patriarchal society like Nepal. (c) Children’s assumption of

household headship increases with age of the older population, particularly for

women.  At 75 and over, about six in 10 older women and one in three older men

are likely to co-reside with their children in which they (children) are head of the

household. In other words, children take the responsibility of household  when

most of men and especially women are widowed.  (d) A son-in-law also turns out

to be an important source of living, particularly for the women aged 75 and over.

(e) consistent with norm of a patriarchal society, elderly persons are more likely to
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live with a son than a daughter at the ratio of about six sons against one daughter,

indicating strong son preference (data not shown here). (f) The pattern of living

arrangements for the older persons does not vary appreciably between rural and

urban areas (see table 13).  The findings clearly indicate that children remain the

single most important source of living for older persons in Nepal today.

Table 12.  Living arrangements* of the older population by age and sex,
Nepal, 2001

* Living arrangements are determined on the basis of the relationship between the older population
and the head of the household.

Note:  M = Male, F = Female, T = Total.
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Living arrangements

Age

60-74 74+ Total

M F T M F T M F T

1.  Percentage of the elderly population

co-residing with children in which the

former are head of the household

66.4 9.3 38.3 42.5 5.9 23.9 61.8 8.6 35.4

2.  Percentage of the elderly population

co-residing with children in which the

latter are head of the household

11.0 35.9 23.3 28.9 58.6 44.0 14.5 40.6 27.4

3.  Percentage of the elderly population

co-residing with daughters in which

son-in-law are head of the household

1.0 3.4 2.2 3.0 6.5 4.8 1.4 4.0 2.7

4.  Percentage of the elderly

population co-residing with children

in which they (elderly) and/or their

children and children’s spouses are

head of the household (1+2+3)

78.4 48.6 63.8 74.4 71.0 72.7 77.7 53.2 65.5

5.  Percentage of the elderly population

co-residing with their spouses with or

without children in which the latter

(spouses) are head of the household

1.5 38.0 19.5 1.2 12.2 6.8 1.4 32.7 16.9

6.  Percentage of the elderly population

co-residing with other relatives in

which they (elderly) are head of the

household

17.4 8.9 13.2 20.7 9.0 14.7 18.0 8.9 13.5

7.  Percentage of the elderly co-residing

with (relatives and non-relatives) in

which others are head of the household

2.7 4.5 3.5 3.7 7.8 5.8 2.9 5.2 4.1

Total 100.0 100.0 100.0 100.0 100.0 100.0 100.0 100.0 100.0



Table 13.  Living arrangements* of the older population by age,

and rural/urban residence
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Living arrangements Residence

Age

Rural Urban

Urban Rural 60-74 75+ 60-74 75+

1.  Percentage of the elderly population

co-residing with children in which the

former are head of the household

35.1 37.6 38.0 23.3 40.5 27.3

2.  Percentage of the elderly population

co-residing with children in which the

latter are head of the household

27.8 25.2 23.6 44.5 20.7 40.8

3.  Percentage of the elderly population

co-residing with daughters in which

son-in-laws are head of the household

2.6 3.0 2.1 4.7 2.4 5.3

4.  Percentage of the elderly co-residing 

with children in which the latter

(elderly) and/or children and their

(children’s) spouses are head of the

household (1+2+3)

65.5 65.8 63.7 72.5 63.6 73.4

5.  Percentage of the elderly population

co-residing with their spouses with or

without children in which the latter

(spouses) are head of the household

17.0 16.2 19.5 6.8 18.9 6.5

6.  Percentage of the elderly population

co-residing with other relatives in which

they (elderly) are head of the household

13.6 12.6 13.3 15.0 12.3 13.5

7.  Percentage of the elderly co-residing

with others (relatives and non-relatives)

in which they (others) are head of the

household

3.9 5.4 3.5 5.7 5.2 6.6

* Living arrangements are determined on the basis of the relationship between the older population

and the head of the household.

Note:  M = Male, F = Female, T = Total.



Conclusions

Three important findings emerge from the analysis of census data on

population ageing, which have policy implications: (a) the older population is

growing faster than the total population.  The former are more disadvantaged than

the general population in terms of educational attainment and literacy,

participation in economic activity and disability. (b) Among the elderly, the quality

of life of women compares unfavourably to men on various dimensions. They are

likely to be less educated, economically dependent and physically disadvantaged

as compared to men.  They are also more likely to be widowed than are men and the

loss of their husband is likely to cause them great emotional stress.  These findings

confirm the basis of concerns of international organizations, including the United

Nations and non-governmental organizations that older women compare

unfavourably to older men on virtually every dimension; social to economic,

physical and mental well-being (United Nations, 2002; World NGO Forum on

Ageing, 2002). (c) Co-residence with children continues to be the single most

important source of living arrangement for the Nepalese elderly persons which

belies the fear that parents are deserted by their children as their social, economic

and physical mobility increases (United Nations, 2002).

The finding of a disadvantaged position of the older population on almost

all aspects of social, economic, physical and emotional well-being underscores the

need for the formulation of a comprehensive policy to address the specific needs of

this growing segment of the population so as to ensure elderly persons’ productive

and healthy lives.  Policies and programmes aiming at improving the social and

economic well-being of the elderly must focus especially on women in view of

their unfavourable position as compared to men.

The finding of higher incidence of disability, particularly blindness,

deafness, physical incapacitation and mental disorder among the older population

clearly underscores the urgent health needs of elderly persons, calling for

immediate appropriate actions.  Those may involve among other things, the

opening of special units within existing health facilities in order to cater to the

special health needs of the elderly.  They might also imply the creation of a nucleus

of specialists in geriatrics and the integration of geriatric-related courses into the

curricula of medical and nursing schools.

The finding of co-residence with children as the single most important

source of living arrangement for the elderly population undoubtedly counter balances

the impression that parents are being deserted by their adult children, although no

assurance can be given that this is not likely to happen in the future. The ever

increasing social, economic and physical mobility of the population, together with the
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nucleation of the families in the context of rising modernization, urbanization and

migration are indeed contributing factors.  As a precautionary measure against this

likely scenario, some incentive package should be introduced in order to motivate

children to co-reside with their elderly parents and provide them with necessary care

and support.  The incentive scheme may include such provision as tax relief,

scholarships for children and family allowances, to name but a few.

Endnote

1.     Only one tenth of 1per cent of ever-married men and women aged 60 and over were reported to be 

divorced, while one tenth of  1per cent of ever-married men and one fifth of 1 per cent of ever-married

women aged 60 and over were reported to be separated, respectively in the 2001 population census.
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A young Asian couple en joying a mo-

ment of intimacy…

At the dawn of the third millennium, the
world counts more young people than ever
before. In the Asian and Pacific region only, as 
of 2004, there are 740 million people aged
between 10 and 19.

The problems and needs of adolescents in 
the area of reproductive health in particular
are of growing concern.

The first article in this issue of the
Asia-Pacific Population Journal examines
substance use and premarital sex among
adolescents in India, Nepal, the Philippines
and Thailand. Among other findings, it reveals
that having initiated substance use increases
the probability of initiating premarital sex in
the Philippines and Thailand during
adolescence.

The second article examines the level and
correlates of unintended pregnancies in the
Islamic Republic of Iran, while the third article 
focuses on the utilization of maternal
health-care services among rural-urban
migrants in Mumbai, India.

Finally, ageing in Nepal and the
unfavourable status of elderly Nepali women
are considered in the fourth article.
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