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Half of all new HIV infections in East and South-East Asia occur among
young people below 25 years of age, with the epidemic impacting on more women
than men. HIV transmission generally happens through sex and the exchange of
needles0; to a lesser extent, it is transmitted from an HIV infected mother to her
newborn child. While most countries in the region have national HIV prevalence
rates of less than 1 per cent, vulnerable populations, especially youths, are much
more prone to HIV infection owing to a lack of access to adequate reproductive
health services and correct health information, as well as poverty and gender
discrimination and indulgence in risky behaviour.
This article presents the findings of a systematic review of programmes in
East and South-East Asian countries aimed at preventing HIV/AIDS infection
among young people in the context of their reproductive and sexual health. The
objective of the study was to assess whether countries in the subregion are doing
enough to stem the tide of the HIV epidemic among young people. After analysing
the various programmes, the article recommends a number of strategic actions to
improve adolescent reproductive health and move forward in the battle against the
epidemic.
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Antenatal Care Service Availability and Utilization
in Rural Viet Nam

29

Studies of reproductive health service utilization in developing countries
have traditionally focused on individual-level determinants. In Viet Nam,
evidence of the associations between service environment and utilization is
almost non-existent. This study examines the relationships between antenatal care
(ANC) service availability in public and private sectors in rural areas and
ANC-seeking behaviours. Data come from the Viet Nam 2002 Demographic and
Health Survey, which collected information on individual health behaviours,
community characteristics and service availability. Just over half of recently
pregnant women in rural Viet Nam received ANC during the first three months of
their pregnancies; a similar proportion received three or more such visits. Three in
five rural women did not obtain appropriate ANC, which means receiving ANC
both within the first trimester and three or more of such visits. Service availability
in the public sector was related to rural women receiving at least three such visits
but not to initiating ANC within the first trimester. ANC service availability in the
private sector was not significantly related to utilization. Household wealth and
women’s education were associated with increased probability of receiving
appropriate ANC. The findings indicate the importance of service availability in
the public sector. They also suggest that any interventions aimed at improving
access to ANC services should include efforts to target rural women of lower
wealth status and educational achievements.

Maternal Mortality in Rural Bangladesh: Lessons Learned
from Gonoshasthaya Kendra Programme Villages

55

The present study examines the experiences and health care strategies of
Gonoshasthaya Kendra (GK), the first NGO to tackle rural health care delivery in
Bangladesh, in reducing maternal mortality. A close scrutiny of the GK
experience shows that reduction in maternal mortality in rural Bangladesh is
possible, even while keeping the place of delivery at home and at a low cost, with
the support of trained traditional birth attendants provided (a) they are integrated
into the formal rural health delivery system, through which they are linked with
local-level-government trained health workers for effective supervision and
referrals and (b) a system of accountability is institutionalized by which trained
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traditional birth attendants along with health workers are accountable to their
supervisors and the community they serve through village health committees and
local government.
The GK experience of involving village-level trained paramedics and
trained traditional birth attendants in the rendering of maternal and child care
services can be replicated by the Government through improving skills of
traditional birth attendants in pregnancy management through continuing
in-service training and linking them with the existing reproductive health care
systems. The finding calls for a fundamental shift in the current nature of public
service provision in Bangladesh to make public service providers directly
accountable at the local level. Further reduction in maternal mortality is possible
in rural Bangladesh through vigorous campaigns against smoking, prevention of
births to women with four or more children, the delay of births to primigravidas,
prevention and treatment of anaemia, and promotion of full doses of tetanus
vaccines for pregnant women.

Urban Migration and Urbanization in Nepal

79

The objective of this article is to describe, analyse and explain the
structures and processes of migration and urbanization in Nepal from a
development perspective, based on secondary sources of data. For the purpose
of diagnosis, analysis and description of migration and urbanization in the
country, data were drawn from published sources, including censuses and
surveys. Historical trends of migration to urban areas were based on data and
information gathered from other secondary sources. To assess the level of
migration and urbanization, relevant quantitative analyses, such as correlation
and regression, were performed.
The article concludes that migration in Nepal, like elsewhere, is a strong
phenomenon but that the pattern is predominantly rural-to-rural, rather than
rural-to-urban. The study also concludes that while urbanization in Nepal remains
low, it is becoming recognized as one of the engines of growth and development.
The notion of urbanization, along with planned migration to a certain extent is one
of the most viable processes of development, for which immediate intervention is
warranted. Long-term policies and short-term strategies on national urbanization
and migration are required as part of overall national development.
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The Japanese Elderly as a Social Safety Net

105

Japan’s fertility decline after the Second World War was the greatest in
magnitude among all the industrialized nations. From 1947 to 1957, within a
single decade, the country’s total fertility rate (TFR) declined by more than 50 per
cent–a first in human history. Since then, Japan’s TFR has continued to plummet,
reaching the ultra-low level of 1.32 in 2006.
Demographic developments in Japan over the past few decades have been
causing a great amount of concern in various spheres; the sizeable increase in the
old population imposing serious financial pressures on the social security system
is just one of many issues.
Increasingly concerned about rapid population ageing, the Government of
Japan has tried to shift some of the costs of the social security system back on to
families. This short article examines the country’s falling trends in co-residence
and presents the findings of an international collaborative research project related
to the National Transfer Accounts system. It concludes that Japanese elderly
persons are playing a vital role in providing financial support for their offspring
and that they tend to act as a safety net for younger generations in times of
economic difficulties.
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Articles

HIV/AIDS Prevention
among Young People in
East and South-East Asia
in the Context of Reproductive
and Sexual Health
Developing youth empowerment is a necessity and a key determinant
of how well young people, particularly the marginalized, are able
to attain the best possible reproductive health.

By Peter F. Chen*
According to the World Health Organization (WHO) and the Joint United
Nations Programme on HIV/AIDS (UNAIDS), every day 5,000 young people
aged 15-25 years become infected with HIV, which translates into almost 2
million new infections per year. HIV transmission generally occurs through sex,
* Advisor on Adolescent Reproductive Health, United Nations Population Fund Country Technical
Services Team for East and South-East Asia, Bangkok, e-mail: chen@unfpa.org.
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the exchange of needles; to a lesser extent, it is transmitted from an HIV infected
mother to her newborn child. While most countries in the region have national
HIV prevalence rates of less than one per cent, vulnerable populations, especially
youths, are much more prone to HIV infection owing to lack of correct health
information, indulgence in risky behaviours, poverty and gender discrimination
coupled with lack of access to adequate reproductive health services.
This article presents the findings of a systematic review of programmes
in East and South-East Asian countries aimed at preventing HIV/AIDS among
young people in the context of their reproductive and sexual health. The
objective of the study was to assess whether countries in the subregion are
doing enough to stem the tide of the epidemic among young people. After
analysing the various programmes, the paper recommends a number of
strategic actions to improve adolescent reproductive health and move forward
in the battle against HIV/AIDS in the region.

Snapshot of young people
in selected East and South-East Asian countries
A quarter of the estimated 1.9 billion population living in the 12 East and
South-East Asian countries1 covered in this study are young and in the age range
of 10-24 years. Globalization, migration and urbanization and the rate of
penetration of media and information and communication technology (ICT) all
affect the cultural habits of many societies in the subregion. Adolescents are much
more easily influenced by those changes than adults or caught up in the flow of
events. Many countries are reporting higher levels of sexual activity among young
people as well as early onset of sexual activity. This is leading to an increase in the
number of unwanted pregnancies, illegal and unsafe abortions and sexually
transmitted infections (STIs)-including HIV-through unprotected sex. There are
also reports of violence among youth gangs including the rape of teenagers by
teenagers themselves.
Table 1. Number and percentage of population aged 10 to 24
as a percentage of the total population
in selected East and South-East Asian countries
(Population in thousands)
Country
Cambodia
China

Total
population

10-14 yrs

15-19 yrs

20-24 yrs

Total
Percentage
10-24 yrs
to total

14,071

1,731

1,722

1,682

5,135

36.49

1,315,844

102,302

117,234

100,115

319,651

24.29

.../
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Table 1 (Continued)
Country

Total
population

Total
Percentage
10-24 yrs
to total

10-14 yrs

15-19 yrs

20-24 yrs

22,488

2,003

1,861

1,744

5,608

24.94

222,781

20,818

21,058

21,277

63,153

28.35

5,924

731

663

542

1,936

33.19

Malaysia

25,347

2,740

2,288

2,306

7,334

28.93

Mongolia

2,646

279

317

271

867

32.77

Myanmar

50,519

5,394

5,053

4,881

15,328

30.34

Philippines

83,054

9,570

8,885

7,952

26,407

31.80

Thailand

64,233

5,263

5,404

5,491

16,158

25.16

947

110

123

100

333

35.16

84,238

9,175

9,216

8,230

26,621

31.60

1,892,092

160,116

173,824

154,591

488,531

25.82

Democratic
Republic of
Korea
Indonesia
Lao People’s
Democratic
Republic

Timor-Leste
Viet Nam
Total

Source: United Nations, 2005.

Challenges facing young people
Globally, young people make up a significant proportion of each country’s
population. They comprise about 20 per cent of the world’s population,
representing an estimated population of 1.2 billion. There are about 488.5 million
young people, including 333.9 million2 adolescents, living in the 12 countries
covered by this study. The youth population in each country range from 18 per cent
in Malaysia to over 24 per cent in Cambodia (UNFPA, 2005a).
Today’s young people are different from those of 1994, when the
International Conference on Population and Development was held in Cairo.
Overall, they now have greater awareness owing to rapid globalization of the
media, exposure to satellite TV and the Internet. But because of these same
factors, today’s young people face greater challenges and risks, including
economic exploitation, changing lifestyles, global, regional and national
conflicts, and the spread of sexually transmitted infections and HIV/AIDS.
HIV/AIDS is affecting young people throughout the region. In Thailand, 50
to 60 per cent of new infections every year occur among people under 24 years of
age. In Viet Nam, 63 per cent of the people infected by HIV are under the age of
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30. Data from a number of Asian countries reveal that 32 to 74 per cent of female
sex workers are under 25 years of age. HIV among brothel-based sex workers
accounted for 21 per cent of the total in 2003 in Cambodia. The prevalence of HIV
among sex workers in Viet Nam is about 16 per cent. As expected, urban cities
bear the brunt of these rapid infection rates. In Bangkok, studies carried out in
2003 and 2005 found that the HIV infection rate among such workers had
increased from 17 to 27 per cent. Among transgender sex workers in Indonesia,
HIV prevalence increased from 6 to 22 per cent in 2002 in the capital city of
Jakarta (ESCAP, 2006).
Poor sexual and reproductive health in adolescents can lead to problems
such as teenage pregnancy, sexual exploitation, gender-based violence and, in
some cases, suicide. Children born to adolescents are more likely to die in their
first month of life compared with those born to older mothers. A total of 10 per
cent of births globally are to an adolescent mothers and about 60,000 of these
young women die every year from pregnancy and childbirth complications.
Adolescent girls aged 15-19 years run a risk two times higher of dying in
childbirth than women aged 20-24. The risk of death may be five times higher for
females aged 10-14 than for women in the 20-24 age group.
HIV and sexually transmitted infections among young people
At the end of 2005, UNAIDS reported that 8.3 million people were living
with HIV in Asia. It is estimated that half of all new cases of HIV infection occur
among people under the age of 25 years (UNAIDS, 2006). This is closely
correlated with the younger age of sexual debut in the subregion discussed in
previous sections, compounded by inadequate knowledge and a lack of
information on reproductive health and HIV/AIDS.
Cambodia has the highest level of HIV/AIDS prevalence in Asia, even
though between 1997 and 2003 the estimated adult HIV prevalence rate declined
from 3.0 to 1.9 per cent (UNFPA, 2005b). UNAIDS noted that the estimated
prevalence rate of HIV/AIDS in Cambodia at the end of 2005 was 1.6 per cent
(0.9-2.6 per cent). Phimphachanh and Sayabounthavong (2004) noted that four
out of five HIV infections in the Lao People’s Democratic Republic were
contracted through heterosexual intercourse and less than 3 per cent were
attributed to homosexual encounters. There are indications that street youths who
use drugs are increasingly being infected with HIV in the Lao People’s
Democratic Republic (UNAIDS, 2006).
A review by WHO (2002) in China indicated that the proportion of all HIV
carriers between the age of 15 to 29 was 63.93 per cent. Liang and Shao noted that
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the incidence of sexually transmitted infections among the age group 15-19
increased by 79.45 per cent from 1991 to 2000 (as cited in WHO, 2002). Qian and
others (2006) noted the close association between injecting drug use and the
HIV/AIDS epidemic in China and that most drug users were young people.
The Ministry of Health, Malaysia reported that the number of HIV infected
cases among young people aged 13 to19 years rose from eight new cases in 1990
to 90 new cases in 2000, while among the 20- to 29-years-olds there were 364 new
HIV cases in 1990 compared with 1,564 new cases in 2000. In 2002, there was a
reduction in the reported number of new HIV cases among the 13- to19-year-olds,
down to 63, but the number of HIV cases among the 20- to 29-year-olds increased
by more than 50 per cent to 2,467 new cases. (Narimah and others, 2003). The
AIDS/Sexually Transmitted Disease Section of the Ministry of Health reported an
alarming “… rise in HIV infection among students from 85 cases in 2003 to 112
cases in 2004…” (UNFPA, 2005c: 2). Huang and Hussein (2004) noted that the
mode of transmission of HIV varied according to ethnicity, with the Malays and
ethnic Indians being infected mainly through drug use, whereas ethnic Chinese
are more likely than Malays to become infected from sex workers and through
heterosexual transmission.
The UNAIDS 2006 Report also estimated that the national HIV prevalence
rate in Thailand for the age group 15 years and above was 1.4 per cent at the end of
2005. The report cited research revealing that only 20 to 30 per cent of young
people used condoms and that HIV prevalence among men who have sex with
men who are below the age of 21 years tripled from 2003 to 2005.
Effects of HIV/AIDS on young people
Young people form a significant part of the labour force in East and
South-East Asia and contribute to the economy of each country. Young people’s
health is therefore crucial to social and economic progress in the region.
Neglecting the sexual and reproductive health of young people can lead to high
social and economic costs, both immediately and in the years ahead. It is estimated
that Thailand lost about 400,000 lives and over 1 million person-years in labour
force owing to premature deaths caused by HIV/AIDS (UNAIDS, 2002). It is
uncertain what the toll could be for other countries in the region, but the threat is
real, particularly in the face of increasing youth unemployment and migration,
which can contribute to HIV/AIDS transmission (WHO,1997). This is
demonstrated by the grim statistic that half of all new HIV infections in the same
region during the past year were among young people (ESCAP, 2006).
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The HIV/AIDS epidemic is impacting on more women than men, prompting
development agencies to refer to it as the “feminization” of HIV/AIDS (UNFPA,
2005d). Most countries in the region have a national HIV prevalence rate below 1
per cent. However, owing to poverty, gender discrimination and a lack of
adequate reproductive health services and access to correct information,
vulnerable populations, especially youths, are much more prone to HIV infection
as a result of risky behaviours. Injecting drug use accounts for at least 40 per cent
of all HIV transmission in China, Indonesia, Malaysia, Myanmar and Viet Nam.
More than 50 per cent of injecting drug users in Thailand and Myanmar are aged
15-24. HIV can spread rapidly among injecting drug users, as the sharing of
injection instruments is an effective way of transmitting HIV (ESCAP, 2006).

Factors contributing to the rise of HIV/AIDS among youths
Despite improvement in the socio-economic status of many countries in the
East and South-East Asian region, adolescents and young people are still growing
up in abject poverty, without the opportunities, information and services they need
to reach their full potential as productive members of their society. Some are
unable to attend school, are exploited, and are living in conflict or other especially
difficult circumstances. Young women and girls are especially disenfranchised as a
result of gender discrimination.
Age at first sexual intercourse
It is recognized that there is a strong link between sexual activity and the
transmission of HIV (UNAIDS, 2006). Owing to the diversity of cultures and
traditions in the region, there are vast variations between countries with regard to
age at first sexual intercourse among young people ranging from 11 to 20 years.
Females usually give up their virginity at ages slightly older than their male
counterparts. However, there is a general perception that the age of sexual debut is
decreasing in the region.
According to the Cambodia National Youth Risk Behaviour Survey (2005),
young people out of school were found to have engaged in sexual intercourse as
early as 11 years old while the lowest age for those attending school was 15 years.
A WHO (2002) literature review of studies in China places the average age of
sexual debut for Chinese at 16 years for males and 17 years for females. The
prevalence of sexual experience recorded among rural Chinese youths was higher
than that of urban youths. A WHO (2003) study in the Lao People’s Democratic
Republic revealed that age at first sexual intercourse for Lao males and females
was between 12 to 15 years. The highest percentages of first sexual encounter for
young men (66 per cent) and women (73 per cent) were at age 16 to 19,
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respectively. In Malaysia, age at sexual debut ranged from 9 to 24 years (Narimah
and others, 2003).
A 1999 baseline survey conducted as part of the United Nations Population
Fund (UNFPA) sponsored Adolescent Reproductive Health project among
secondary school students in Mongolia found that the youngest age for male
self-reported first sexual intercourse was 13, while for a female it was 14 years (as
cited in Bolorchimeg, Oyungerel and Irvin, 2004). By age 17 to 18 years, 13 per
cent of females and 46 per cent of males reported having had sexual intercourse.
In the Philippines, the average age at sexual debut was 18 years for males and
18.3 years for females. Data from the 2002 Young Adult Fertility and Sexuality
Study reported that an overall 23.1 per cent of Filipino youth surveyed had
experienced premarital intercourse (31.3 per cent for male and 15.7 per cent for
females). The percentage increased with age from 11.8 per cent for 15-19 year olds
to 40.3 per cent among the age group 20-24.
Srisuriyawet (2006) found that the youngest age at first intercourse for a Thai
female was 13 years while for a male it was 8 years, though the mean age of first
sexual intercourse for both males and females among Thai adolescents was 16
years. Liu and others (2006) arrived at a similar conclusion that sexual initiation
and practices among Thai youth have changed significantly in the last two decades,
towards a lower age range for first sex, particularly among Thai females.
According to the Behaviour Surveillance Survey (2000) carried out by the AIDS
Control Division of the Bangkok Metropolitan Administration, the mean age at
first intercourse among female factory workers and housewives was between 19
and 20 years while it was 16 years for high school students. WHO reported in 2002
that Vietnamese youth had their first sexual intercourse at age 15.
A national survey by the Dili Institute of Technology conducted in
Timor-Leste (2007) found that many sexually active youths had their first sexual
intercourse before the age of 15.
Early marriage and risk of HIV infection
Many Asian societies marry off their children young, particularly girls.
While there are no studies on the impact of early marriage and risk of HIV infection
among Asian children, a study of early marriage and HIV risks in Kenya and
Zambia found that early marriage eliminated a girl’s ability to abstain from
unprotected sex by husbands who were infected by HIV, exposing them to higher
danger of being infected with the virus (Clark, 2004). This is because abstinence is
not an option for married girls; though they may be faithful to their husbands, they
have little or no control over their spouses’ fidelity (ICRW, 2006). In the Asian
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context, there are concerns among experts that HIV is now spreading from
high-risk groups to the general population, particularly to monogamous
housewives (Subcommittee on Asia and the Pacific, 2004; Thompson, 2004;
Newmann and others, 2000). In India, a significant proportion of new infections
occurred among monogamous married women who were infected by their
husbands, who had frequented sex workers (UNAIDS, 2006).

Are countries doing enough to tackle HIV/AIDS?
The ICPD Programme of Action “calls on Governments to mobilize all
segments of society to control the AIDS pandemic and to give high priority to IEC
campaigns in programmes to reduce the spread of HIV infection. Sex education
and information should be provided to both those infected and those not infected,
and especially to adolescents. Responsible sexual behaviour, including voluntary
sexual abstinence, should be promoted and included in education and information
programmes”(UNFPA, 1995).
This call to action was reinforced by the United Nations Sixth Millennium
Development Goal (MDG), which calls on all nations to implement measures
helping adults and adolescents protect themselves from the risk of HIV infection.
The 2005 World Summit, held at the United Nations in September 2005, renewed
these calls.
A major challenge to HIV/AIDS prevention and access to reproductive and
sexual health information and services by adolescents and young people is that
many countries address reproductive and sexual health through a number of
complementary and sometimes contradictory laws and policies. Below are a
number of cases that highlight this dilemma:

• Contrary to the national law that permits reproductive health services, the
former Mayor of Manila in the Philippines banned the sale and distribution of
all contraceptives, including condoms and pills, in his constituency on
moralistic and religious grounds and made it an illegal offence for
government health staff to provide emergency reproductive health services.
While no study has been conducted on the impact of this executive decision,
one can easily surmise that it has affected family planning, teenage and
unintended pregnancies and the spread of STIs, including HIV, in the
metropolitan city of Manila through unprotected sex.

• In Indonesia, the law prohibits distribution of all forms of contraceptives
to unmarried persons in the country irrespective of whether they are
adolescents or adults.
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• In China, there are many policies, laws and regulations relating to
adolescent reproductive health, family planning and HIV/AIDS
prevention. These regulations are issued at different levels of the
Government-from reference in the Constitution to national policies and
laws, to departmental and provincially issued regulations. However, the
interpretation and implementation of such regulations are left to local
government authorities, thus posing a challenge in the uniformity of their
application and implementation across the country. For example, policies
on sexual reproductive health education exist but implementation is
decided at the local level and there are debates on whether schools should
teach sex education or not.
A number of countries in the region have still to introduce sexual
reproductive health and life-skills (SRH/LS) curriculum in schools as
conservative legislators, policymakers, religious leaders, communities, parents,
school administrators and teachers themselves often reject them. They oppose the
idea, believing that teaching reproductive and sexual health in schools will be
construed as giving students licence to engage in sex. Most countries treat the
SRH/LS curriculum only as an extracurricular activity instead of as a regular
academic requirement. Because SRH/LS is not included as a subject in school
examinations, many teachers do not teach the curriculum during the last and most
critical years of primary and high school, when the young students need it most. It
is then left up to individuals to find out the hard way, for example when a young
girl becomes pregnant or a young person becomes infected with HIV.
Knowledge, attitudes and behaviours related to reproductive health and
HIV infection among young people
According to The World’s Youth 2006 Data Sheet (PRB), only a small
minority of young people worldwide have comprehensive knowledge of
HIV/AIDS.3 The Population Reference Bureau data reveal that among women
aged 15 to 24, only 1 per cent in Indonesia, 3 per cent in the Philippines, 25 per
cent in Viet Nam, 32 per cent in Mongolia and 37 per cent in Cambodia could
correctly identify two ways to avoid being infected with HIV and reject common
myths about the virus. Young women in general have less knowledge than young
men do.
The Timor-Leste national survey found that while a majority of young
people had heard about HIV/AIDS, many also had misconceptions regarding the
transmission route, for example through mosquito or other insect bites (50 per
cent), by eating together (40 per cent) or by sharing clothes with people who have
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the virus (37 per cent), and some believed that healthy-looking people cannot have
the disease (20 per cent) (Dili Institute of Technology, 2007).
Across East and South-East Asia, most young people admit that their
knowledge of sexuality and reproductive health is low because neither their parents
nor their schools educate them about these subjects. However, in fairness to the
education systems, some schools do have reproductive health education, albeit as
extracurricular subjects. Even these are contested in some conservative societies.
Translating knowledge into acceptable behaviours and practices is a big
challenge in all the countries under discussion. In Cambodia, a report from a 2004
baseline study indicated that while 71.9 per cent of respondents could name at least
two modern methods for contraception (including condom use and the pill), only
62 per cent of sexually active respondents reported that they had ever used any
form of contraception, including condoms (RHIYA, 2004). This high-risk
behaviour exists despite the fact that there is a high level of knowledge that HIV
can be transmitted through unsafe sex and that a condom can prevent HIV infection
(Ministry of Education, Youth and Sports, Cambodia, 2005).
The Survey Assessment of Vietnamese Youth (SAVY) report mirrored the
Cambodian experience, wherein 97 per cent of respondents knew of at least one
form of contraceptive use but only 14 per cent of the total sampled reported having
used any contraceptive during the last sexual intercourse (Viet Nam, UNICEF and
WHO, 2005). A study by Ma and others (2006) on the sexual behaviour and
awareness of Chinese university students found that 35 per cent of sexually active
students (both males and females) reported never or rarely using condoms. A large
number of respondents (70 per cent) thought that a condom reduced sexual
pleasure or was associated with immoral behaviour, and was to be used only for
family planning purposes and consequently for married couples only.
In a 1999 survey in Mongolia, among 1,408 secondary school adolescents
aged between 10 and 18, 39 per cent of respondents were of the opinion that
“being in love” was sufficient reason to have sex while 26 per cent responded that
“curiosity” would have led them to engage in sex. The same study reported that 8
per cent of respondents admitted to having had sex, some with more than one
partner. Sexual activity also increased by age. One third of those who reported
being sexually active had not used any protection for the prevention of pregnancy
or HIV/STI. The prevailing attitude was that it was the responsibility of girls not to
get themselves pregnant. Overall, the group of adolescents surveyed scored
poorly on knowledge on all aspects of reproductive health, the lowest being in the
subject areas of HIV/STI and prevention (UNFPA and others, 2002). A
subsequent survey conducted among 165 female teenagers who were pregnant,
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had had an abortion or had given birth and 43 male teenage partners between July
2001 and January 2002 showed that respondents blamed their conditions on the
lack of reproductive health knowledge (Bolorchimeg, Oyungerel and Irvin,
2004). Many young people complained that they had not received any information
about sexuality during their adolescent years and voiced their own opinions and
recommendations that they should be taught about “… puberty, love and
relationships, sexual relationships, contraception and pregnancy prevention,
sexually transmitted infections, safe sex, unwanted pregnancy, pre-natal care, and
parenting”(Bolorchimeg, Oyungerel and Irvin, 2004).
Similar patterns of knowledge, attitudes and behaviour regarding adolescent
reproductive and sexual health, pregnancy, contraception and prevention of STIs
and HIV infections are seen across East and South-East Asia. Many teachers and
parents believed that teaching about contraception in schools implied the approval
of sexual behaviour among young people (China Family Planning Association
and UNFPA, 2006).
Many adolescents and young people are not fully aware of the dual
protection properties of condoms for the prevention of pregnancy and HIV and
sexually transmitted infections. Raymundo, Xenos and Domingo (1999) reported
that, although 97.6 per cent of Filipino males knew about condoms, 36 per cent did
not know that condoms could prevent HIV and 26 per cent were unaware that
condoms could protect them from STIs. In addition, a startling 16 per cent of them
did not know that condoms could prevent pregnancy (as cited in Alesna-Llanto
and Raymondo, 2005). There were also a number of misconceptions and myths
about condom use among young people. A large number of Filipino youths
associated condoms with sex workers and hence felt that they were dirty and were
not be used with wives or lovers (Alesna-Llanto and Raymondo, 2005).

Reviewing the success of adolescent reproductive
and sexual health programmes in the prevention of HIV/AIDS
It is widely acknowledged that HIV/STI prevention is dependent on human
sexual behaviours. Throughout the world, agencies and organizations involved in
health and social development have been implementing a number of reproductive
and sexual health programmes that include HIV/AIDS prevention. While
Governments and implementing agencies usually trumpet their minor successes, it
would be worthwhile to examine the programmes from another perspective.
In a review of 41 programmes published in peer-reviewed scientific
journals, Speizer, Magnani and Colvin (2003) underscored that a behavioural
impact was not found in a sizable proportion of the interventions. With the
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exception of only one programme implemented in Thailand, all the programmes
documented were implemented in Africa and Latin America. Researchers noted
that interventions targeting multiple behavioural outcomes, more often than not,
failed to achieve such impact although they often had an impact on one or more
targeted behaviours. Further, researchers noted that evidence supporting the
efficacy of “youth-friendly health services” and youth centre interventions that
are currently quite popular in developing countries is “thin to nonexistent”
(Speizer, Magnani and Colvin, 2003: 324-348). This could be because only a
small proportion of reproductive and sexual health interventions undertaken to
date have been rigorously evaluated and their findings published in peer-reviewed
journals.
Kirby, Laris and Rolleri’s review of 83 studies published in peer-reviewed
scientific journals on the impact of sex education and HIV prevention education
programmes on the sexual behaviours of youth in developing and developed
countries in 2005 found that half of the studies focused only on HIV/STI
prevention; nearly one third covered both HIV/STI and pregnancy; and nearly one
fifth focused only on pregnancy. A total of 18 studies were conducted in
developing countries. The 83 studies reported on one or more of six aspects of
sexual behaviour: initiation of intercourse, frequency of sex, number of sexual
partners, condom use, contraceptive use in general and composite measure of
sexual risk-taking (Kirby, Laris and Rolleri, 2005). Below is a summary of their
research findings:

• Initiation of intercourse: Of the 52 studies that measured impact on this
behaviour, 29 (55 per cent) found no significant impact.

• Frequency of sex: Of the 31 studies that measured impact on frequency, 19
(61 per cent) found no significant change in frequency.

• Number of sexual partners: Of 34 studies measuring this factor, 21 (62 per
cent) found no significant impact.

• Condom use in general: Of the 54 studies measuring programme impact
on condom use, almost half (48 per cent) showed increased condom use.

• Contraceptive use in general: Of the 15 studies measuring impact, eight
(53 per cent) showed no impact.

• Sexual risk-taking: Half of the 28 studies measuring sexual activity and
condom use reported significant reduction in risk-taking (i.e. frequency
of sex without condoms).
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• Pregnancy rates: Of the 13 studies that measured pregnancy rates, nine
(69 per cent) found insignificant effects.

• STI rates: Of the 10 studies that measured this impact, six (60 per cent)
found no significant impact.
In a review of 23 peer-reviewed studies on school-based interventions
conducted in the United States of America, Kirby and others (1994) found that
instruction on biological topics, AIDS, and resistance skills (how to say no to sex),
in combination, were significantly associated with a delay in the initiation of
intercourse among American students. However, the research studies reported
that when only biological topics and contraception were taught, they were
significantly associated with early initiation of intercourse. But when only AIDS
and life-skills instructions were given, there was a significant delay in the
initiation of intercourse among the students. It would seem that the behaviour of
students followed the theoretical concepts of the Health Belief Model very closely
wherein targeted audiences responded to the receipt of information and education
regarding the personal risk of a disease or infection and changed their behaviours
accordingly to reduce personal health risks.
Repeating a similar review a decade later, Kirby, Obasi and Laris (2006)
found that only 7 of the 22 studies they reviewed reported significant delay in
sexual initiation among African students and three out of eight studies that
measured the number of sexual partners reported a decrease in the number of
sexual partners. Of the 14 studies that measured use of condoms, six found
significant increase in use among those students who participated in the
school-based sex education interventions.
The definition of youth-friendly services can vary greatly for different
marginalized groups. In school-based programmes, youth-friendly services may
focus on teaching young people decision-making life skills in addition to teaching
them about reproductive anatomy and physiology. School-based programmes can
also refer adolescents to counselling and access to sexual reproductive health
services in a confidential manner.
With regard to out-of-school programmes, young people can be reached in
factories, in their workplaces and in communities. Youth-friendly services for
them may mean confidential counselling and clinical SRH services, including
supply of contraceptives and condoms on a regular basis. But, as mentioned
above, it is against national law in many countries to provide unmarried persons
with contraceptives. This is an important factor as the trend of teenage
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pregnancies and corresponding rates of illegal abortions is on the rise, as most
countries still consider abortion illegal.
One way of developing youth-friendly services is using channels known to
be attractive to youths that are already reaching them, improving safety and
effectiveness as needed through additional linkages and capacity development.
This includes integrating hot-line telephone counselling to provision of SRH
services in free clinics in a friendly atmosphere. This integration strategy has the
additional benefit of lower costs and higher likelihood of sustainability. Other
models of youth-friendly services included setting up youth centres where young
people can “hang out”, youth facilities equipped with computers and Internet
connections and places where young people, particularly the poor, can pick up
future employment skills.

Recommendations
In order to address the challenges facing more than 480 million young
people in the age group 10-24 and to fulfil their mandates, East and South-East
Asian countries must adopt a strategic approach in order to maximize the use of
limited human and financial resources for which there is a great deal of
competition. Strategies for adolescent reproductive health and HIV/AIDS
prevention among young people in East and South-East Asian countries should
focus on building strategic partnerships; developing capacity for programme
planning, implementation, monitoring and evaluation; promoting sustainability;
encouraging and conducting research into evidence-based programming; and
sharing of lessons learned to further guide, change direction and/or scale up
interventions. Listed below are a number of recommended strategic actions.
Strategic Action 1: Countries should pass regulations to mandate and
formalize sexual reproductive health, HIV prevention and life skills
education as regular subjects in school curricula in order to scale up
HIV/AIDS prevention among in-school young people.
Schools and colleges are where millions of adolescents and young people
get their foundations and life skills grounded through education-especially in
their early years. Millions of young people do not continue their formal education
beyond primary education. Hence, it is important to teach them critical life skills
and impart to them essential reproductive and sexual health and HIV prevention
information and knowledge before they enter the adult world.
Students constitute a captive audience that is influenced by what they learn
in the classrooms and through interaction with their peers. It may be argued that
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many countries already have curricula on population, reproductive health and life
skills. However, very few ministries of education have passed regulations to
mandate teaching of reproductive and sexual health and life skills at levels that are
comparable to regular academic courses such as mathematics or language classes,
which are graded through examinations and tests. Without this mandate, many
schools and teachers just simply brush aside this very important topic either
because of personal discomfort on the part of the teachers or because they are
under pressure by conservative groups that do not understand or misunderstand
the purpose and benefit of teaching sexual reproductive health to young people.
Many countries also do not have fixed policies for the teaching of sexual
reproductive health and life skills in schools, afraid to rock the religious, cultural
and political boat. Unless there is political will and commitment, sexual
reproductive health and life-skills education will continue to be treated as
extracurricular subjects and left to the schools and teachers to introduce a
curriculum that they would rather stay away from. This has prompted researchers
to comment that there is little evidence of long-term behavioural effects of such
interventions on adolescents and young people (Speizer, Magnani and Colvin,
2003).
Strategic Action 2: Ensure that young people are involved in the design
and implementation of target specific behaviour change communication
interventions aimed at young people, particularly those out of schools.
An average of 30 per cent of young people, up to 150 million, are out of
school at any one time in the region. While those in schools may have the
opportunity for receiving correct information and education related to sexual
reproductive health and HIV/STI prevention, those out of school are left largely
on their own to find the information. In many countries, despite cultural and
religious conservativeness and restrictions that hinder the teaching of sexual
reproductive health in formal settings, young people engage in sexual risk
behaviours such as unprotected sex and indulge in substance abuse, which
contribute to unintended or unwanted pregnancies and exposure to sexually
transmitted infections, including HIV.
To reach young people who are not attending schools it is important to
identify where they are located, the most appropriate channels to communicate
with them and the types of settings and services they prefer. Youth-to-youth
behaviour change interventions that support positive role-modeling and relevant
dissemination of youth-friendly information as well as peer education can be
effective in reducing risk behaviours (Kirby, Obasi and Laris, 2006; Advocates
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for Youth, 2003) while gender-tailored and culturally congruent interventions
could enhance HIV-preventive behaviours (DiClemente and others, 2004). Youth
participation is essential to design targeted, user-friendly programmes amidst the
diversity of groups and subgroups within the youth population. It must be
remembered that there is no single, unifying theory that explains and predicts all
human behaviour, and also no such theory that explains and predicts all
communication effects (Finnegan and Viswanath, 2002).
Strategic Action 3: Countries should review, amend and disseminate
policies, laws and legislations that are youth reproductive-health-friendly
National and local policies and laws in some countries are not
reproductive-health-friendly, let alone youth-friendly. Many countries still do not
have comprehensive youth policies, while in a number of countries sectoral
ministries each have their own youth policies. Even in countries where there are
youth policies, their diffusion to the regional and local levels is uneven and often
inadequate. Where multisectoral youth policies exist, they fail to establish clear
lines of accountability among the different sectors. Many countries have a youth
ministry or focal body, but other ministries such as the Ministry of Health and the
Ministry of Education, are usually responsible for the bulk of policies that affect
young people. The youth entity in these ministries usually lacks authority, a
budget and staff capacity to direct or coordinate multiple government sectors
involved in programme implementation.
As such, little progresses or the youth ministry implements little more than
recreational programmes. In other cases, conflict develops between the youth
ministry and other sector ministries. In still other cases, leaders of youth bodies are
political appointees with no interest in furthering youth issues. As a result,
policies are not translated into actions on the ground (World Bank, 2006).
Strategic Action 4: Mobilize communities, gatekeepers and stakeholders to
support adolescent reproductive and sexual health programmes
Advocacy programmes aimed at parents, teachers, religious leaders and
community leaders who are gatekeepers of adolescents and young people should
be supported. Quite often, these gatekeepers and stakeholders create barriers to
youths and adolescents access to sexual reproductive health information and
services. In order to create a more supportive attitude among them, advocacy at
the community and local levels is required. This need not be undertaken as a
stand-alone intervention but could be an add-on element to community advocacy
carried out by other sectors.
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Strategic Action 5: Governments need to partner with national and international non-governmental organizations and agencies for a common cause
To be successful, interventions to prevent the spread of HIV infection in the
region cannot be accomplished by any one agency alone owing to the enormous
financial and diversity of human resources required. National recognition of the
importance of HIV prevention is critical. In low-prevalence countries, there may
be a false complacency, assuming that because the prevalence is currently low, it
will stay low. A strong national AIDS plan is an important step to strengthen
political commitment to reducing HIV levels. Collaboration between agencies
and stakeholders is also important so that efforts are complementary and there is
no unnecessary duplication. The Global Fund to Fight AIDS, Tuberculosis and
Malaria provides a coordinating structure within each country to achieve this.
There is a need for the United Nations Population Fund (UNFPA) to work with
country coordinating mechanisms or selected principal recipients of the Global
Fund to ensure quality implementation of country-coordinated proposals.

Conclusion
There appears to be widespread agreement that the approach with young people
needs to be strategic, mainstreamed and coordinated with multiple sectors. A clear
national youth framework developed with broad stakeholder consensus sets the stage
for effective cross-sector collaboration to address the holistic needs of youths. It is
also widely recognized that young people themselves have a critical role in their own
development and reproductive health. Hence, young people’s input to processes from
policymaking to service delivery is needed in order to create targeted, youth-friendly
programmes that reach all groups. Developing youth empowerment is a necessity and
a key determinant of how well young people, particularly the marginalized, are able to
attain the best possible reproductive health.
Success in improving the sexual and reproductive health of young people and
keeping them safe from STIs and HIV does not come easily–nor does it take place
by chance. It is the result of integrated and collaborative efforts, with Governments
taking the lead through strong and continuous commitment, coordination and
resource allocation, so that programmes become institutionalized and sustainable.
Improving the sexual and reproductive health of young people and preventing
them from HIV infection is not restricted to “health” alone. It is also a means to
ensure social and economic well-being. Young people account for a substantial
proportion of the population in low and middle income countries. Consequently,
investing in programmes to improve their sexual and reproductive health offers a
high rate of return, not only for the young people themselves, but also for the
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communities and countries in which they live. The application of well-tested
behaviour-change and health education theories may help improve results of
programme interventions.
As mentioned above, young people are a significant part of the labour force
and form the economic backbone of many countries. The benefits of sexual and
reproductive health interventions on poverty reduction are far-reaching. Improving
the sexual and reproductive health of young people reduces the likelihood of
teenage pregnancy and its social and economic costs. It also encourages couples
and individuals to decide freely and responsibly the number, spacing and timing of
their children. It enables higher household savings and investment, and facilitates
higher productivity. Delayed marriage and well-timed parenthood allow for
greater educational achievements and thus greater career and employment
opportunities. The prevention and treatment of sexually transmitted infections,
including HIV/AIDS, also reduces social stigma and helps young people remain
healthy, so they are better able to care for and invest in their families and in their
future. Healthy families can earn more and save more, spurring economic growth.
Many factors that impact adversely upon the sexual and reproductive health of
young people stem from their immediate social environment, including poverty and
unemployment; restrictive social and gender norms, especially those that reduce
equitable access to information and services; and the impact of social and economic
changes. It must be remembered that programme efforts need to take into account the
fact that young people are not all alike and that interventions and the ways in which
they are delivered will vary according to the differing needs and circumstances
surrounding young people’s lives. For this reason, it is imperative that young people
themselves also play an active role in improving their immediate environment and
thus the conditions that affect their sexual and reproductive health.
The private sector’s role in young people’s reproductive health programmes
has much potential, considering that young people are already using private
services. For example, pharmacies are attractive health providers to many young
people because of the anonymity, fast service they provide and the affordability.
Public, private and civil society youth initiatives take time and involve extensive
consultation and capacity-building of stakeholders.
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Endnotes
1. The 12 East and South-East Asian countries covered in this study are: Cambodia, China,
Democratic People’s Republic of Korea, Indonesia, Lao People’s Democratic Republic, Malaysia,
Mongolia, Myanmar, Philippines, Thailand, Timor-Leste and Viet Nam.
2. This figure was arrived at by adding up the population figures given in the United Nations World
Population Prospects: The 2004 Revision accessed online 13 October 2006 at http://esa.un.org/unpp
and the raw data from the Timor-Leste 2004 census provided by UNFPA Timor-Leste who sponsored
the 2004 national census.
3. The Population Reference Bureaus’ definition of percentage of women aged 15-24 with
comprehensive knowledge of HIV/AIDS is “The percentage who correctly identify at least two major
ways of preventing the sexual transmission of HIV (limiting sex to one faithful, uninfected partner and
using condoms), who reject the two most common local misconceptions about HIV transmission, and
who know that a healthy-looking person can have HIV” (2006).
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Antenatal Care Service
Availability and Utilization
in Rural Viet Nam
Notwithstanding the limitations of data in measuring
access and quality of ANC services, the findings of this study
still reveal gaps in ANC service utilization among rural women
despite seemingly high service coverage.

By Mai Do*
Studies of determinants of reproductive health service utilization-maternal
health services in particular-in developing countries have traditionally focused on
individual-level factors. More recently, policymakers, programme managers and
researchers have become interested in the influence of the quality of health-care
services on service utilization. The availability of survey data that include
information on individuals as well as the community and service environment
allows researchers to examine the impact that of community-level factors,
* Department of International Health and Development, Tulane University School of Public Health and
Tropical Medicine, New Orleans, Louisiana, United States of America, e-mail: mdo@tulane.edu

Asia-Pacific Population Journal, April 2008

29

including the availability of and accessibility to service providers, have on
utilization.
It is often found that the availability and accessibility-including economic
and time costs-of maternal health services, notably delivery care, are related to
service utilization. However, the effects of these factors on the likelihood that a
woman would seek care during pregnancy are not as well documented. Physical
access to a maternal health service provider has been found to be an important
determinant of utilization in several studies. In Uttar Pradesh, India, it was found
that the presence of health services in the community significantly increased the
use of antenatal and delivery services (Stephenson and Tsui, 2002). In Guatemala,
it was shown that the likelihood of antenatal care significantly diminished for
women who lived further away from a government-sponsored clinic (Pebley,
Goldmand and Rodríguez, 1996). Glei, Goldman and Rodríguez (2003) found in
the same country that the effects of the availability of private and public sector
providers on the use of biomedical care during pregnancy were modest compared
with those of individual socio-economic factors and that such availability was
unlikely to produce dramatic effects without additional changes in quality of
services. In a qualitative assessment of barriers to maternal healthcare in India,
Griffiths and Stephenson (2001) found that although socio-economic situation
became less of a barrier to service utilization when services were within
reasonable distance, quality of services, particularly in government facilities,
remained an important factor for individuals deciding on service use. In such
cases, improved access to and availability of services may not be sufficient to
promote service utilization across socio-economic groups (see also Valdivia,
2002).
Although the body of literature is rich elsewhere, evidence of the impact of
maternal health services on utilization in Viet Nam is almost non-existent.
Meanwhile, the Government of Viet Nam has made sizeable investments into
improving the geographical coverage of health facilities in the country. Anecdotal
evidence shows that, in many areas, the number of private health-care providers
and facilities has also been increasing. Increased availability of maternal health
services should theoretically promote overall utilization. However, there has been
no examination of the impact of accessibility and availability on maternal health
service utilization. To the author’s knowledge, there is only one published study,
based on the 1988 Viet Nam Demographic and Health Survey, which found that
lack of transportation and absence of prenatal care services in rural areas
explained the lower prenatal care utilization observed in these areas (Swenson,
and others,1993). This article aims to assess the linkages between maternal health
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service’s accessibility and availability-particularly that of antenatal care (ANC)and service utilization in Viet Nam.
Viet Nam has witnessed much progress in antenatal care in the past two
decades. The proportion of pregnant women who seek care from a trained provider
(a physician, nurse or midwife) increased dramatically from 55 per cent in
1990-1994 to 71 per cent in 1995-1997 and 86 per cent in 2000-2002 (Viet Nam,
1995; Viet Nam, 1999; Viet Nam and ORC Macro, 2003). However, the
differences in the use of maternal health services between urban and rural areas
remained notable. Data from the Viet Nam Demographic and Health Survey 2002
(2003) show that while ANC in urban areas was universal (96 per cent of pregnant
women received at least one ANC visit by a trained provider), only 84 per cent of
pregnant women in rural areas received such a visit. There was some evidence that
a woman’s education increased the likelihood that she would seek ANC. In urban
Viet Nam, ANC is widely used and service availability is not deemed a possible
barrier to its utilization. Therefore, this article focuses on service availability and
utilization in rural areas.
The present study will respond to the following research question: What are
the impacts of service availability in public and private sectors on the use of
antenatal care in rural Viet Nam? It will also investigate whether socio-economic
inequality in service utilization is reduced by the availability of ANC services in
these two sectors. Outcomes of interest are: (a) timing of the first ANC visit
(whether it occurred within the first trimester) and (b) number of such visits during
the pregnancy (if there are three or more visits). It is expected that the study will
contribute to the understanding of how health-care behaviour is influenced by the
availability and accessibility of services from both the public and private sectors.
The results will assist policymakers in developing strategies to promote service
utilization and improve equity in healthcare.

Data and methods
Data for this study come from the Viet Nam Demographic and Health Survey
2002 (DHS). This is a nationally representative survey of 5,665 ever-married
women aged 15-49 years, selected from 205 clusters throughout the country. Data
on pregnancy and antenatal care came from questions asked to women about their
live births since January 1999. For each live birth that occurred between January
1999 and the interview date, the woman was asked how many months pregnant she
was when she first received ANC, and how many times she received such care
during that pregnancy. A total of 1,321 live births occurred during the time
interval, of which 1,085 live births occurred in rural areas. The analysis is restricted
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to rural women because it is not expected that the availability of services would
make a difference in urban areas, where ANC is universal. In addition, the analysis
was also restricted to single births as the outcomes may not be as appropriate for
multiple births. If a pregnant woman is thought to carry two or more foetuses, she
might be strongly encouraged by health service providers to have more frequent
and possibly more comprehensive ANC visits. Thus, the examination of the
timing, and particularly the frequency of ANC visits for women with multiple
births would differ from that of women with single births. As a consequence, 43
multiple births were excluded, resulting in a sample of 1,042 single live births since
January 1999 available for analysis.
Data on community characteristics and the availability and accessibility of
ANC services were obtained from the Community Questionnaire, which was
administered to key informants in the clusters selected for interview. The
information collected with the questionnaire includes socio-economic
development of the community, distance to the nearest urban centre, schools,
markets, shops, types of health services (including ANC) that are available and the
travel distances and times to such health facilities.
Dependent variables
Two outcomes are examined in this study: the timing of the first ANC visit
and the number of ANC visits during the index pregnancy. The Viet Nam National
Strategy on Reproductive Health Care for the 2001-2010 period recommends that
pregnant women initiate ANC within the first trimester and receive at least three
ANC visits during their pregnancy. The outcomes, therefore, are two binary
measures: whether the first ANC visit occurred within the first three months of
pregnancy and whether there were three or more such visits during the pregnancy.
In addition, if a woman initiated ANC within the first three months of her
pregnancy and continued on to have three or more such visits over the course of her
pregnancy, she is considered as having received appropriate ANC. Data for the two
binary measures came directly from responses to two questions posed for each
pregnancy since January 1999: “How many months pregnant were you when you
first received antenatal care?” and “How many times did you receive antenatal
care during this pregnancy?”.
Independent variables
Individual-level factors included in the present analysis are: household wealth,
age of women at the time of childbirth, order of index pregnancy, wantedness of index
pregnancy, women’s education, exposure to mass media (newspapers, radio and TV),
ethnicity and number of years that respondents have lived in the current community.
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Household wealth was pre-constructed by ORC Macro based on such criteria as the
possession of a number of household assets, construction materials for walls, roofs
and floors. In the present study, household wealth is used as a proxy for
socio-economic status and inequality is measured by relative differences in service
utilization across household wealth quintiles. Wealth quintiles based on wealth
indices from household asset data have been widely used and shown as a good proxy
for economic status (Bollen, Glanville and Stecklov, 2001; Filmer and Prichett, 2001;
Rutstein and Johnson, 2004; Wagstaff and Watanabe, 2003).
Age of women at the time of childbirth was obtained based on age at time of
interview and date of childbirth. Order of the index pregnancy comes directly
from the birth history included in the DHS, while pregnancy wantedness is
directly taken from responses to the question: “At the time you became pregnant
with [NAME], did you want to become pregnant then, did you want to wait until
later, or did you want no (more) children at all?”. Several studies have suggested
that parity or the order of the index birth, and the wantedness of pregnancy were
strongly associated with the probability of the mother’s receiving ANC services
during pregnancy (see for example Celik and Hotchkiss, 2000; Magadi, Madise
and Rodrigues, 2000; Pebley, Goldman and Rodriguez, 1996; Stephenson and
Tsui, 2002). The author’s preliminary analysis showed no differences in outcome
between first, second and third children (data not shown). For this reason, the
statistical differences were examined only between two groups: childbirths that
were above the third order and those of the third order or below. The number of
years respondents had lived in the community suggests a certain stability among
respondents in terms of residence. It is thought that women who reside in the same
community for a longer period of time are more likely to be influenced by the
characteristics of that community as well as by neighbours and the normative
behaviours prevailing there.
Community-level factors include: the concentration of high socio-economic
status (SES) households, the concentration of highly educated women, whether
telephone service is available within the community, type of road linking the
community to the nearest urban centre, as well as the presence of a private doctor
and any public sector health facility that offers ANC services within a 5-kilometre
radius. The first four factors represent the level of socio-economic development of
the community, while the last two variables measure ANC service availability
within the community. The measurements related to high SES households and the
concentration of highly educated women were constructed based on individual
measures of household wealth and education of women. The data were averaged to
the community level, excluding the index woman-the inclusion of the index
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woman in the aggregation of individual measures would have led to an
inter-correlation between individual- and community-level variables, which could
have resulted in a downward bias of the effects of either or both variables on
individual outcomes (Shieh and Fouladi, 2003). Such a bias is thus minimized by
the exclusion of the index individual. In addition, the inclusion of both individualand community-level measures of education and wealth (as discussed below) also
helps avoid biases and confounding effects that may be associated with models that
use only aggregate measures (Greenland, 1992; Greenland, 2001; Wakefield and
Salway, 2001).
Health facilities run by the Government of Viet Nam in rural areas referred to in
this study are mostly commune and inter-commune health centres. These health
centres are important components of the health system in Viet Nam. Since the 1950s,
the Government has invested in the primary health-care system and has strived to
establish a commune health centre in each and every community. Thus throughout the
country, most of the 10,000 communities now have a commune health centre, whose
services include family planning and basic maternal and child health-care.
Intercommune health centres are the next level in the health system and are
responsible for health care service provision in several contiguous communes.
Table 1. Description and distribution of independent variables
Variable

Description

Categories

Percentage
or mean
(standard
deviation)

Individual-level variables
Household wealth

Asset score pre-constructed by ORC
Macro, typically based on principal
component analysis: source of drinking
water, type of toilet, floor materials,
roof materials and the availability of a
number of household asset items.
Households were categorized into
quintiles.

•
•
•
•
•

First (poorest)
Second
Third
Fourth
Fifth (richest)

29.8
26.9
20.6
15.4
7.3

Age of respondent
at the time of
childbirth

Age of respondent at the time of
childbirth (in past three years),
constructed based on current age and
time interval from childbirth to date of
interview.
Respondents
were
categorized into three age groups.

• 15-24 years old
• 25-29 years old
• 30-49 years old

47.2
30.9
21.9

.../
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Table 1 (Continued)
Description

Variable

Categories

Percentage
or mean
(standard
deviation)

Ethnicity

Dichotomous
variable
indicating
ethnicity of women: Vietnamese (Kinh)
or other non-Vietnamese group.

• Vietnamese
• Non-Vietnamese

77.3
22.7

Order of index
birth

Dichotomous variable indicating order
of index childbirth in the past three
years: whether it was a fourth- or
higher-order child or not.

• First to third child
• Fourth child or
above

88.5
11.5

Wantedness of
birth

Dichotomous
variable
indicating
wantedness of index pregnancy:
whether the child was wanted at the time
of the pregnancy or not (i.e. the
pregnancy was wanted later or no more
child was wanted at that time).

• Wanted then
• Wanted later/
wanted no more

74.1
25.9

Education

Categorical variable indicating highest
educational level that respondents
completed.

• No education
• Primary
• Secondary or higher

9.3
29.6
61.1

Read newspaper

Dichotomous
variable
indicating
whether respondents read newspaper at
least once a week.

• No
• Yes

77.7
22.3

Listen to radio

Dichotomous variable indicating
whether respondents listen to the radio
everyday.

• No
• Yes

49.3
50.7

Watch TV

Dichotomous
variable
indicating
whether respondents watch television at
least once a week.

• No
• Yes

21.1
78.9

Time lived in the
community

Continuous variable indicating number
of years respondent has lived in the
same community.

• Number of years
(mean, standard
deviation)

19.3
(12.1)

Community-level variables
Concentration of
high
socio-economic
status (SES)
households

Dichotomous
variables
indicating
whether the proportion of households of
higher SES status (two highest wealth
quintiles) in the community is high or
low (cut-off at mean proportion).

• Low
• High

67.1
32.9

.../
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Table 1 (Continued)
Description

Variable

Categories

Percentage
or mean
(standard
deviation)

Concentration of
highly educated
women

Dichotomous
variable
indicating
whether the proportion of respondents
with at least secondary school in the
community is high or low (cut-off at
mean proportion).

• Low
• High

60.3
39.8

Telephone service

Dichotomous
variable
indicating
whether there is telephone service in the
community.

• No
• Yes

28.5
71.5

Type of road

Categorical variable indicating type of
road from the community to the nearest
urban centre.

• All weather road
• Seasonal road
• Others
(river/railway, dirt
path, etc.)

70.9
11.3
17.8

Private doctor
providing ANC
services within a
5-km radius

Dichotomous variable indicating
whether there is a private doctor who
provides ANC services within 5 km of
the community.

• No
• Yes

86.6
13.4

• No
• Yes

9.2
90.8

Public sector health
facility providing
ANC services
within a 5- km
radius
N

1,042

Statistical models
Multivariate logistic regressions are used to estimate the effects of service
availability on the binary outcomes, controlling for individual and other
community characteristics. In addition, multilevel modeling is employed because
of the hierarchical structure of the data. Theoretically, it is possible for one woman
to have given birth more than once during the time period (between January 1999
and the interview date, which was three years or more). Furthermore, more than
one woman was selected for interview in each of the selected clusters. Women who
have been living in the same community may share observed and unobserved
characteristics of the community, which in turn may influence their care-seeking
behaviour during pregnancy. Therefore, antenatal care behaviours among women
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who live in the same community are not independent. Multilevel modeling in this
case is the appropriate method to employ as it can account for the interdependence
of observations made within a single cluster (Goldstein, 1995).
Preliminary analysis showed that, of the 991 rural women who had at least
one live birth during the period under study, the vast majority had only one live
birth during that interval. Only 9 per cent had a second or higher live birth during
that period. This low number of multiple births did not permit three-level
modeling; consequently the individual level was ignored and two-level analyses
were performed for each outcome. Factors that were hypothesized to influence
antenatal care-seeking behaviour were modeled at level 1 (pregnancy level) and
level 2 (community level). The two-level models took into account unobserved
characteristics of communities that may influence individual antenatal care
behaviours and allow more precise estimates of the effects of observed
community-level variables. All analyses were carried out with the Stata 9.2
(Special Edition) package (StataCorp, 2005).

Results
The study sample included 1,042 single live births having occurred to rural
women from January 1999 to the time of interview (an interval of about three
years). The distribution of these women is presented in the last column of table 1.
More than half of the sample were in the two poorest quintiles; few women (7 per
cent) were in the highest SES group. Nearly half of the women interviewed who
had given birth were young: under 25 years of age at the time of childbirth. Just
over three quarters of the sample (77 per cent) were Vietnamese (Kinh). Most
women (89 per cent) had no more than two children before the index child, while
just over 10 per cent of the respondents had given birth to a fourth or higher order
child. When asked about wantedness of their child born within three years before
the interview, three quarters of the women reported that their child was wanted at
the time of pregnancy. A significant proportion of them (25 per cent), however,
would have preferred to give birth at some later point in time or not to have given
birth at all, indicating a marked prevalence of unplanned childbirth among rural
women in Viet Nam.
Most women in the sample had had at least some schooling: 61 per cent of
them had completed at least secondary school, while only 9 per cent had not
received any schooling. Regarding exposure to mass media, television was most
widely used: 79 per cent of the women watched TV at least once a week; half
listened to the radio every day and just 22 per cent read newspapers every week.
Rural women seemed to have been long-term residents of their community. At the
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time of the survey, a rural woman, on average, had lived in the same community for
19 years, which was probably the major part of her life.
The distribution of community-level characteristics shows large proportions
of women at a lower socio-economic level: two thirds lived in communities that
were poorer than average and 60 per cent lived in communities with lower than
average female education levels. A significant 29 per cent of women lived in a
community without any telephone connection–an indication of isolation, lower
socio-economic development and also a suggestion of lack of communication
means, so crucial when facing an emergency. A similar proportion of women lived
in communities cut off from any nearby urban centre: 30 per cent could travel to
town only using roads that were seasonally accessible or difficult to travel. ANC
service availability within the public sector did not seem a problem: the vast
majority (91 per cent) of women lived within 5 km of a public sector facility
providing ANC services. Private doctors with ANC services, by contrast, were
rare: only 13 per cent of the women lived within 5 km of such a doctor.
Table 2. Distributions of timing of first ANC visits and number of ANC
visits during a recent pregnancy, Viet Nam, 2002
Timing of first ANC visit

Percentage

No ANC visit

15.3

First trimester

53.0

Second trimester

24.0

Third trimester

7.7

Total

100.0
Number of ANC visits

Percentage

No ANC visit

15.4

One or two visits

31.8

Three or more visits

52.8

Total

100.0

Table 2 presents the distribution of two outcomes of interest regarding these
births. A small but significant proportion of pregnancies took place without any
antenatal care provided (15 per cent). Just over half of the 1,042 pregnant women
received the first ANC visit during the first trimester of their pregnancy as
recommended; nearly a quarter of them had their first ANC visit during the second
trimester, while a few waited until the last trimester to initiate antenatal care. The
proportion of pregnancies that received at least three antenatal visits as
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recommended, by contrast, was similar to that of pregnancies that initiated ANC
during the first trimester (53 per cent). In fact, many of those women (76 per cent)
who received the first ANC visit within the first three months of their pregnancy
also received at least three ANC visits. Those women account for 40.3 per cent of
all the women who received appropriate ANC care (i.e. appropriate timing and
frequency of ANC visits). Despite high coverage of ANC services, more than half
of the pregnant women in rural areas in Viet Nam did not receive appropriate
services in terms of either timing or number of visits during a pregnancy or both.
Bivariate analysis
Table 3 shows the results of the preliminary analysis for timing and
frequency of ANC visits with each independent variables; other factors
hypothesized to influence ANC service utilization were not controlled for.
Both timing and frequency of ANC visits differed for most individual
characteristics, except the number of years that women had lived in the community.
Higher proportions of women having an ANC visit within the first trimester of the
pregnancy and three or more ANC visits were found among women of higher
wealth quintiles, among those who were more highly educated, who were
Vietnamese (as compared with other ethnic groups) and who had had more
exposure to the media (newspapers, radio and TV); the probability of such visits
was also higher in these groups. Women who were older at the time of the delivery,
those who were bearing fourth or higher order children and those whose pregnancy
was unplanned were found to have a lower proportion of having ANC visits in the
first three months more than three ANC visits during the index pregnancy. The
bivariate analysis with years of residence in the community did not reveal any
significant differences.
Similarly to differences by individual characteristics, the timing and
frequency of ANC visits also differed by SES and education levels of the
community, as measured by the proportion of households with high SES and with
highly educated women. Higher proportions of women having received ANC
visits during their pregnancy within the first three months and having received at
least three ANC visits were found in communities with a higher than average
proportion of households of high SES and women with at least secondary
schooling. The proportions of both outcomes of interest were also higher (by at
least 50 per cent) in communities equipped with telephone services. In terms of
remoteness of rural communities, those with seasonal road access to the nearest
urban centre had the lowest proportion of women who made ANC visits within the
first trimester, as well as of women who received three or more ANC visits during a
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recent pregnancy. Women in communities with easy (i.e. all-weather) road access
did not do much better than those who had to travel to an urban centre via boat or
railway. Analysis by service environment characteristics, however, shows that
ANC service utilization did not vary by service availability in the private sector,
while much higher proportions of women who made ANC visits within the first
three months or had three or more ANC visits were seen in communities with ANC
services available in the public sector facilities.
As mentioned previously, many women who made an ANC visit within the
first three months of their pregnancy went on to have three or more ANC visits
during the same pregnancy. These women were considered as having received
appropriate ANC services as recommended by the Ministry of Health of Viet Nam.
The examination of this combined outcome, results of which are presented in the
last two columns of table 3, shows similar differences in appropriate ANC service
utilization by individual and community characteristics. The only difference in
results is that there was no significant difference in appropriate ANC service
utilization between mother age groups. Appropriate ANC was not significantly
lower among women aged 30 or more at the time of delivery, compared with
women of two lower age groups.
Table 3. Differences in timing of first ANC visit, number of ANC visits
and receiving appropriate ANC during a recent pregnancy, Viet Nam, 2002
First ANC visit
within
first trimester

3 or more
ANC visits

Appropriate
ANC

PerBivariate
PerBivariate
PerBivariate
centage Odds Ratio centage Odds Ratio centage Odds Ratio
(standard
error)

(standard
error)

(standard
error)

Individual-level variable
Household wealth quintile
First
Second
Third
Fourth
Fifth

36.3
50.6
63.6
62.8
80.0

1.00
1.75 (0.32)**
3.05 (0.63)***
3.10 (0.71)***
7.92 (0.273)***

31.4
53.6
61.7
67.6
81.2

1.00
2.12 (0.45)***
2.82 (0.66)***
4.19 (1.10)***
8.31 (3.20)***

20.8
38.6
48.8
54.2
72.7

1.00
2.02 (0.44)**
2.97 (0.69)***
4.27 (1.10)***
10.21 (3.62)***

Age of respondent at the time
of childbirth
15 - 2
25 - 29
30 - 49

54.5
54.9
47.3

1.00
0.94 (0.15)
0.59 (0.11)**

52.5
54.1
51.7

1.00
1.05 (0.18)
0.67 (0.13)*

40.9
40.3
38.8

1.00
0.92 (0.16)
0.66 (0.13)
.../
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Table 3 (Continued)
First ANC visit
within
first trimester

3 or more
ANC visits

Appropriate
ANC

PerBivariate
PerBivariate
PerBivariate
centage Odds Ratio centage Odds Ratio centage Odds Ratio
(standard
(standard
(standard
error)
error)
error)
Ethnicity
Non-Vietnamese
Vietnamese

39.7
56.9

1.00
2.17 (0.46)***

28.0
60.1

1.00
3.89 (0.89)***

21.5
45.8

1.00
2.79 (0.65)***

Order of index birth
First to third
Fourth or above

56.3
28.0

1.00
0.28 (0.07)***

55.6
31.3

1.00
0.36 (0.09)***

43.1
18.8

1.00
0.29 (0.08)***

Wantedness of index pregnancy
Wanted then
Wanted later/no more

55.9
44.7

1.00
0.64 (0.10)**

56.3
42.9

1.00
0.58 (0.10)**

44.2
29.1

1.00
0.53 (0.09)***

Education
No education
Primary school
Secondary school or higher

25.8
36.7
65.1

1.00
2.26 (0.65)**
5.88 (1.64)***

13.0
34.8
67.6

1.00
2.65 (0.88)**
7.41 (2.39)***

7.3.0
23.0
53.7

1.00
2.48 (0.96)*
7.09 (2.65)***

Read newspaper once a week
No
Yes

47.2
73.6

1.00
2.60 (0.47)***

46.7
74.2

1.00
2.60 (0.53)***

34.0
62.3

1.00
2.79 (0.53)***

Listen to radio everyday
No
Yes

46.8
59.1

1.00
1.43 (0.21)*

44.1
61.3

1.00
2.03 (0.32)***

33.9
46.5

1.00
1.72 (0.27)**

Watch TV at least once a week
No
Yes

35.2
57.8

1.00
2.30 (0.40)***

33.8
57.9

1.00
1.96 (0.38)**

23.3
44.8

1.00
2.06 (0.42)***

Years of residence in
community

-

1.01 (0.01)

-

1.00 (0.01)

-

0.99 (0.01)

Community-level variables
Concentration of high SES
households in the community
Low
High

48.6
62.1

1.00
1.80 (0.33)**

46.3
66.2

1.00
2.51 (0.61)***

34.0
53.1

1.00
2.63 (0.59)***

Concentration of highly
educated women in the
community
Low
High

43.6
67.4

1.00
2.72 (0.47)**

40.6
71.3

1.00
4.45 (1.03)***

27.6
59.4

1.00
4.85 (1.10)***
.../
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Table 3 (Continued)
First ANC visit
within
first trimester

3 or more
ANC visits

Appropriate
ANC

PerBivariate
PerBivariate
PerBivariate
centage Odds Ratio centage Odds Ratio centage Odds Ratio
(standard
(standard
(standard
error)
error)
error)
Telephone services in the
community
No
Yes

37.9
59.1

1.00
2.36 (0.46)***

27.1
63.0

1.00
3.91 (0.96)***

17.7
49.3

1.00
3.93 (0.91)***

Type of road to urban centre
All weather road
Seasonal road
Other (river, railway, etc.)

56.5
29.2
54.2

1.00
0.32 (0.10)***
0.79 (0.18)

58.2
14.4
55.8

1.00
0.18 (0.07)***
0.59 (0.14)*

45.4
9.1
39.7

1.00
0.21 (0.08)***
0.55 (0.15)*

Private doctor providing ANC
services within a 5-km radius
No
Yes

52.8
54.5

1.00
0.74 (0.28)

53.8
46.6

1.00
1.02 (0.28)

41.3
33.7

1.00
0.61 (0.18)

Public-sector health facility
providing ANC services within
a 5-km radius
No
Yes

28.9
55.5

1.00
4.49 (1.26)***

11.1
57.1

1.00
10.76 (3.72)***

7.9
43.6

1.00
7.92 (3.38)***

Total

53.0

Notes:

†

-

52.8

-

40.3

-

p<0.10; * p<0.05; ** p<0.01; *** p<0.001

Multivariate analyses
Timing of first ANC visit
Table 4 presents the results of the two-level multivariate analyses for the
timing and the number of ANC visits, as well as the combined outcome of
appropriate ANC service utilization. Overall, for all these outcomes, individual
characteristics seemed more important than community and service environment
characteristics in their associations with appropriate ANC service utilization.
Many individual characteristics seemed important for both the timing and the
number of ANC visits during a recent pregnancy. Women who lived in wealthier
households were more likely than women who lived in poorer households to obtain an
ANC visit within the first three months of pregnancy or to have at least three ANC
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visits. Compared with women in the poorest quintile, women in the richest quintile
were 4.1 times more likely to initiate timely ANC and 2.6 times more likely to have
three or more ANC visits over the course of their pregnancy (p<0.01 and p<0.05,
respectively). Education, another proxy indicator of socio-economic status, was also
important: while there was no significant difference between women who had
completed primary school and women who had had no schooling, those who had
gone to secondary school or higher were more than twice as likely as those who did
not go to school to have correctly timed the first ANC visit or to have received the
recommended number of ANC visits (OR=2.4, p<0.01 and OR=2.1, p<0.10,
respectively). A woman’s ethnicity was not related to either outcome of interest.
Table 4. Associations between individual and community characteristics
and appropriate ANC during recent pregnancy, Viet Nam, 2002

Individual-level characteristics
Household wealth quintile
First
Second
Third
Fourth
Fifth
Age of respondent at the time of childbirth
15-24
25-29
30-49
Ethnicity
Non-Vietnamese
Vietnamese
Order of index birth
First to third
Fourth or above
Wantedness of index pregnancy
Wanted then
Wanted later/no more
Education
No education
Primary school
Secondary school or higher

First ANC visit
within first
trimester

3 or more
ANC
visits

Appropriate
ANC

Odds Ratio
(standard
error)

Odds Ratio
(standard
error)

Odd Ratio
(standard
error)

1.00
1.22 (0.25)
1.85 (0.44)**
1.73 (0.47)*
4.08 (1.59)***

1.00
1.14 (0.26)
1.30 (0.35)
1.68 (0.50) †
2.56 (1.12)*

1.00
1.21 (0.29)
1.53 (0.42)
1.99 (0.60)*
4.02 (1.64)**

1.00
0.99 (0.17)
0.85 (0.17)

1.00
1.02 (0.19)
0.86 (0.19)

1.00
0.94 (0.17)
0.89 (0.20)

1.00
0.69 (0.16)

1.00
1.41 (0.39)

1.00
0.80 (0.23)

1.00
0.48 (0.13)**

1.00
0.69 (0.20)

1.00
0.54 (0.17) †

1.00
0.72 (0.12)*

1.00
0.69 (0.13)*

1.00
0.61 (0.11)**

1.00
1.38 (0.45)
2.44 (0.83)**

1.00
1.19 (0.46)
2.10 (0.83) †

1.00
1.40 (0.61)
2.45 (1.08)*
.../
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Table 4 (Continued)
First ANC visit
within first
trimester

3 or more
ANC
visits

Appropriate
ANC

Odds Ratio
(standard
error)

Odds Ratio
(standard
error)

Odd Ratio
(standard
error)

Listen to radio everyday
No
Yes

1.00
0.94 (0.14)

1.00
1.47 (0.24)*

1.00
1.12 (0.19)

Watch TV at least once a week
No
Yes

1.00
1.30 (0.25)

1.00
1.04 (0.22)

1.00
0.99 (0.22)

Years of residence in community

1.01 (0.01) †

1.00 (0.01)

1.00 (0.01)

Concentration of high SES households in
the community
Low
High

1.00
0.86 (0.17)

1.00
0.83 (0.21)

1.00
0.78 (0.18)

Concentration of highly educated women
in the community
Low
High

1.00
1.65 (0.29)**

1.00
1.73 (0.40)*

1.00
2.28 (0.52)***

Telephone services in the community
No
Yes

1.00
1.03 (0.23)

1.00
1.80 (0.50)*

1.00
1.60 (0.44) †

Type of road to urban centre
All-weather road
Seasonal road
Other (river, railway, etc.)

1.00
0.67 (0.21)
1.13 (0.25)

1.00
0.78 (0.34)
0.99 (0.30)

1.00
0.60 (0.26)
0.93 (0.28)

Private doctor providing ANC services
within a 5-km radius
No
Yes

1.00
1.44 (0.34)

1.00
0.77 (0.28)

1.00
0.81 (0.27)

Public-sector health facility providing
ANC services within a 5-km radius
No
Yes

1.00
1.17 (0.37)

1.00
3.25 (1.43)**

1.00
1.90 (0.89)

Log likelihood

-631.4212

-584.5832

-574.0474

Community-level ICC

0.10 (0.08)

0.57(0.16)

0.45 (0.15)

N

1,042

1,042

1,042

Community-level characteristics

†

Notes: p<0.10; * p<0.05; ** p<0.01; *** p<0.001
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Both the timing and the number of ANC visits varied according to the
wantedness of the index child. If a child had not been planned, i.e. his birth was
either mistimed or unwanted, its mother was significantly less likely to initiate
timely ANC. A mother of an unplanned child would be 20 per cent less likely than a
mother of a child who was wanted to initiate timely ANC and 30 per cent less likely
to have three or more ANC visits during that particular pregnancy (p<0.05 in both
cases). Children of higher orders (fourth or above) also tended to be less likely to
have received well-timed ANC and the recommended number of ANC visits. If a
child was a fourth birth or above, he or she was only half as likely to have had the
first ANC visit within the first three months of pregnancy as a child of lower orders
(p<0.01). Higher order children (or women who had four or more live births) also
seemed less likely than lower order children (or women who had no more than
three live births) to have had three or more ANC visits as recommended by the
Government, although the difference was not statistically significant. The age of
the mother did not have a significant association with either outcome when the
number and wantedness of children were controlled for.
Exposure to the media as measured by exposure to newspapers and radio has
some association with both outcomes. Compared with women who did not read
newspapers every week, those who did were significantly more likely to both
initiate timely ANC and receive at least the recommended number of visits during a
recent pregnancy: they were 70 per cent more likely to initiate ANC within the first
trimester and 65 per cent more likely to receive three or more ANC visits (p<0.01
and p<0.05, respectively). By contrast, listening to the radio did not differentiate
between those who initiated timely ANC and those who did not; nevertheless,
those who listened to the radio every day were 1.5 times more likely than those who
did not to have had three or more ANC visits as recommended (p<0.05). Lastly,
watching TV at least once a week was not a significant predictor of either timing of
ANC or the number of ANC visits: there were no differences in both outcomes
between those who did and those who did not watch television at least every week.
Residence stability, measured by how long a woman had been living in
the same community, was a predictor of timing of the first ANC visit, albeit not
a strong one, but not of the number of ANC visits. For every year that a woman
had been living in the current community, there was a 1 per cent increase in the
likelihood that she would initiate ANC in the first three months of a recent
pregnancy (p<0.10).
Characteristics at the community level, unlike those at the individual level,
were not as strong predictors of timing and number of ANC visits. Among
variables that indicate the level of socio-economic development of communities–
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the concentration of wealthy households, the concentration of highly educated
women in the community and the availability of telephone services-only the
second variable was a significant predictor of both outcomes. Women who lived
in communities where there were many other women who went to secondary
school or higher were significantly more likely to have planned the first ANC visit
within the first three months (65 per cent more likely) and to have three or more
ANC visits (73 per cent more likely) (p<0.01 and p<0.05, respectively). This
relationship is independent of the effects of an individual woman’s educational
level. The propensity of women to receive ANC within the first trimester or
receive at least three ANC visits within a recent pregnancy did not significantly
vary according to the average wealth of the community, measured by the
concentration of highly wealthy households. The availability of telephone
services, another proxy indicator of the economic development of the community,
however, was a strong predictor of the number of ANC visits, independent of
other community socio-economic variables. Women who lived in communities
with telephone services were 1.8 times more likely to have had three or more ANC
visits during a recent pregnancy, compared with women who lived in
communities with no telephone services (p<0.05).
The remoteness of rural communities, measured by the type of roads linking
them to the nearest urban centre, was a predictor of neither outcome. The
probabilities of receiving ANC within the first three months or receiving three or
more ANC visits did not vary between rural communities according to the type of
road to the nearest urban centre. The availability of ANC services in the private
and public health sectors did little to differentiate between women who initiated
and who did not initiate ANC within the first three months of pregnancy, or
between women who received three or more ANC visits and those who did not. In
addition, neither outcome varied with the availability of private doctors providing
ANC services to the community. However, if there was a health facility with ANC
services in the public sector, such as a commune or intercommune health centre,
women would be three times more likely than women living in communities
without ANC services in the public sector to receive three or more ANC visits
during a recent pregnancy (p<0.01).
The author also examined the associations of service availability in the
private and public sectors with both outcomes by an individual woman’s
household wealth and the level of socio-economic development of the
community. None of the results was statistically significant (not shown),
indicating no differential variation of the probabilities of good timing and number
of ANC visits by service availability between individuals and communities of
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different socio-economic statuses. In other words, the availability of ANC
services in both public and private sectors did not mitigate the inequalities of ANC
service utilization by individual and community socio-economic status.
Appropriate ANC during a recent pregnancy
Table 4 (last column) presents results from the multivariate analysis for
appropriate ANC during a recent pregnancy. As mentioned before, many women
who initiated ANC in the first three months of their pregnancy went on to have at
least three ANC visits as recommended. Consequently, it was not surprising that
results for appropriate ANC mirror those of timing and number of ANC visits, to a
great extent.
Regarding individual characteristics, appropriate ANC was significantly higher
among women of the highest wealth quintile and among women who read
newspapers at least once a week. Compared with women in the lowest wealth
quintile, women in the richest quintile were four times as likely, and women in the
fourth (second richest) quintile were twice as likely to receive appropriate timing and
number of ANC visits during a recent pregnancy (p<0.01 and p<0.05, respectively).
The wantedness of a child also differentiated women who received from those who
did not receive appropriate ANC: the likelihood of receiving appropriate ANC during
a pregnancy was 40 per cent lower if a child was not planned, compared with a child
who was wanted at that time (p<0.01). A child of fourth or above order also had a
lower chance (nearly half as likely) of receiving appropriate ANC compared with a
child of order three or lower-although the difference was only marginally significant
(p<0.10). The age of the women at the time of delivery did not seem to matter: there
were no significant differences in the probability of receiving appropriate ANC
between mothers of different age groups.
Education of a woman, while being a significant predictor of both timing
and number of ANC visits, lost some of its predicting power in the last, combined
analysis. Women who received at least secondary schooling were 2.5 times as
likely as women who did not have any schooling to have received appropriate
ANC during a recent pregnancy (p<0.05). Women who had primary school were
not statistically more likely than women without any schooling to have
appropriate ANC.
Among variables indicating exposure to mass media, the only differences were
found between women who read and women who did not read newspapers once a
week: the likelihood of receiving appropriate ANC was two thirds higher among
women who read newspapers every week compared with those who did not.
Listening to the radio and watching television did not predict whether a woman would
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have appropriate ANC during a recent pregnancy. There was also no difference in
ANC by the number of years that women had been living in the same community.
Similarly to results for timing and number of ANC visits, most of the
community characteristics were not significant predictors of appropriate ANC.
Whether a woman had received appropriate ANC during a recent pregnancy did
not seem to depend on the availability of ANC services available in the public and
private sectors. However, it did vary between communities according to women’s
education: in communities with a high concentration of highly educated women,
pregnant women were more than twice as likely to have received appropriate
ANC, compared with women who resided in communities with a low
concentration of highly educated women (p<0.001). Women in communities with
telephone services were also 60 per cent more likely to have received appropriate
ANC during a recent pregnancy, compared with women residing in communities
with no telephone services. This difference, however, was only marginally
significant (p<0.10).
Community-level variance
The second to last row of table 4 presents the ratios between variance at the
community-level and total variance that were explained by the models. The ratios
represent the relative importance of the individual- and community-level variables
in accounting for the variation in the outcomes of interest, or the extent to which the
outcomes of interest clustered at the community level. Timing of first ANC visit
seemed to be explained mainly by individual-level variables. However, the
majority of variations in the frequency of ANC visits were explained by
community-level factors, including the socio-economic development of
communities and the availability of ANC services in the public sector. Nearly half
(45 per cent) of appropriate utilization of ANC services was also explained by
community characteristics. This suggests the importance of contextual and servicerelated factors to women’s utilization of health-care services in rural Viet Nam.

Discussions
Despite seemingly high coverage of antenatal health services and a large
proportion of pregnant women who sought care from professional providers at least
once during their pregnancy, routine antenatal care among rural women as
recommended by the Government of Viet Nam was far from desirable. Just over half
of recent pregnancies received ANC during the first three months and a similar
proportion of pregnancies received three or more ANC visits. Overall, two in five
rural women received appropriate ANC during a recent pregnancy. This leaves 60
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per cent of rural women without appropriate ANC service utilization; a small but
significant proportion (15 per cent) of rural women did not seek ANC at all during
their recent pregnancy.
The study examines the importance of service availability in the community
and other community characteristics on women’s ANC seeking behaviours. The
availability of ANC services at a public sector facility within 5 km of the
community was the only service-environment characteristic that had a strong and
positive impact on whether rural women received at least three ANC visits during
a recent pregnancy. This is consistent with evidence from an earlier study in Viet
Nam (Swenson and others, 1993). However, service availability in the public
sector was not related either to the timing of first ANC visit or to the probability of
appropriate such service utilization (both in terms of timing and number of visits).
ANC services in the private sector did not have a significant relationship with
either the timing or the number of such visits. By contrast, type of road to access
the nearest urban centre did not have any effect on either ANC-seeking
behaviours. It could be argued that rural women with easier access to urban areas
would be more likely to seek ANC in urban health facilities if such services were
not available in rural areas. However, these results suggest that physical access
may not be important factors in predicting service utilization. Instead, other
dimensions of access and quality of services that were not measured within the
DHS may influence individual health service utilization. Bertrand and others
(1995) suggest dimensions of access aside from the physical (i.e. administrative,
economic, psychosocial and cognitive access) that may influence service
utilization decision-making. Nevertheless, the findings highlight the importance
of the public sector in catering to health needs of rural women in Viet Nam. The
absence of association between private physicians providing ANC services and
service utilization may reflect the true role of private health providers. It is also
possible that private physicians were not widely available–most of those
providing ANC services may be situated more than 5 km away from communities.
As a result, the availability of these facilities failed to be significant in the
multivariate analyses.
Within the scope of this study, the author did not attempt to examine the
quality aspect of ANC services for several reasons. First, no information on the
actual or perceived quality of ANC services was collected in the 2002 DHS.
Information collected with the Community Questionnaire (e.g. infrastructure,
equipment, staff and staff training) only provides an assessment of the
preparedness of a facility to provide services. In addition, there is little variation in
the preparedness of the public sector health facilities that were included in the
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sample-most of them commune health centres in rural areas, where the
Government of Viet Nam has implemented strategies with a view to improving
health-service access and quality at these first contact points. Finally, in the 2002
DHS, information on health facilities was available only for those in the public
sector. No private sector facilities were visited. Inclusion of variables related to
the preparedness (or readiness) of public health facilities without equivalent
information on the private sector might introduce information biases and lead to
imprecise estimates of the effects of services in both sectors on service utilization.
Findings of the study indicate associations of individual and community
socio-economic characteristics with ANC seeking behaviours. These associations
exist independently of service environment characteristics. Women of higher
individual socio-economic status (as measured by household wealth and
education) as well as those women living in communities with more highly
educated women, were significantly more likely to utilize ANC services within a
recent pregnancy. Results suggest a significant level of inequality in ANC service
utilization between rural women of different socio-economic statuses. The
associations between household wealth, education and service utilization were not
found to vary by service availability in the present study. It is possible that with the
primary health-care system that the Government has developed since the 1950s,
maternal health care, including ANC, has been prioritized and thus made available
widely. Service availability in the public sector, therefore, is not likely to be more
important for the poor than for the rich. Meanwhile, ANC services in the private
sector in rural Viet Nam are yet to be made available on a large scale. As a result,
inequalities in ANC service utilization are likely to be a result of factors other than
unequal physical access to services. Unfortunately, other dimensions of access to
services, as mentioned above, are not measured in this study. It is also possible that
women of higher socio-economic status are more knowledgeable with regard to
maternal health care, and thus are more likely to seek care.
Individual demographic characteristics, such as order and wantedness of the
index birth, were found to have significant associations with ANC-seeking
behaviours. For fourth- or higher-order births, the propensity of having ANC visits
within the first trimester as well as appropriate ANC service utilization were
significantly reduced. One explanation for this is that women who were older
and/or of higher parity may be more likely to go through their pregnancies based
upon past experiences, and therefore to be less likely to seek antenatal care. There
was also some evidence of lower likelihood of antenatal care for pregnancies that
were reported as mistimed or unwanted. However, it is important to keep in mind
that wantedness of pregnancies in the three years preceding the survey was asked at
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the time of the survey and women might have adjusted their response after they had
given birth. As a result, the findings may underestimate the effects of wantedness
of pregnancies on ANC-seeking behaviours.
The study shares a number of limitations with other studies that use DHS
data to examine effects of service environment on health-related behaviours.
As mentioned above, only physical access and availability of ANC services
were measured. Other dimensions of access which were not measured may in
fact be more important than physical access for ANC service utilization.
Service utilization is also a function of both access and (perceived and/or
actual) quality of services; nonetheless quality of ANC services was not
measured, neither in the public sector nor in the private sector. In addition,
service availability was measured at the time of the survey and was assumed to
have remained unchanged during the three years preceding the survey.
Another assumption is that women would seek ANC services from within the
communities that they resided in. This assumption may not hold in reality, as
some women may be willing to travel beyond their community limits to seek
services that may be perceived of higher quality. This assumption was tested to
a certain extent by the variable that indicates access to a nearest centre, which
did not have significant associations with ANC-seeking behaviours. It may
suggest that physical access is not of primary importance for ANC service
utilization. Similarly to service availability, other important individual
characteristics, such as wantedness of pregnancies, were also measured at the
time of the survey and thus may be subject to measurement errors.
Finally, cautions should be exercised in the interpretation of the associations
of service availability at government and private sector facilities with service
utilization. Services may not be randomly situated and the findings may be biased
as a result. Private physicians are more likely to be located in areas where there is
higher demand for services, resulting in an overestimation of the effects (if any) of
ANC service availability in the private sector. Meanwhile, government facilities
that offer ANC services may be located in areas with low or high demand for
services. If they are situated in areas with low demand for ANC services, the effects
of service availability on utilization may be underestimated. By contrast, if
government health centres offering ANC services are located in areas where
demand is high, failure to take the targeted allocation into account would result in
overestimating the effects of service availability.
Notwithstanding the limitations of data in measuring access and quality of
ANC services, the findings of this study still reveal gaps in ANC service utilization
among rural women despite seemingly high service coverage. This article
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highlights the role of public sector facilities that offer ANC services in increasing
ANC service utilization among rural women in Viet Nam. The Government should
pursue its efforts to improve the availability of ANC services at existing and/or
new health facilities in rural areas, particularly those that are remote and largely
occupied by ethnic groups. Any interventions that aim to increase maternal-healthservice utilization should include efforts to target rural women of lower health
status and educational achievements, as well as areas where women in general do
not have high educational achievements.
The findings also suggest that other factors, aside from service availability,
may drive service utilization differentials between wealth quintiles among rural
women. These factors may include disparities in economic and cognitive access,
perceived quality of ANC services, and differences in individual knowledge and
attitudes towards ANC services. A comprehensive conceptual framework of how
different dimensions of access to and quality of health services may effect service
utilization in Viet Nam needs to be developed and tested. Such a framework should
also take into account the emergence of non-public sectors that are increasingly
involved in the provision of health services. A more comprehensive understanding
of the service environment, consisting of all sectors and how different dimensions
of service provision may effect utilization, will guide efforts to improve service
utilization.
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Maternal Mortality
in Rural Bangladesh: Lessons
Learned from Gonoshasthaya
Kendra Programme Villages
The finding that nearly one third of maternal deaths due to pregnancy
and childbirth-related complications result from a delay in seeking care
underscores the need to raise community awareness, including that of
family decision makers on the likely adverse consequences
of pregnancy and childbirth if timely care is not sought.

By Rafiqul Huda Chaudhury and Zafrullah Chowdhury*
Bangladesh has made significant strides towards achieving the Millennium
Development Goals (MDGs); however, the scorecard on maternal health falls short
of expectations. According to the MDG target, Bangladesh is expected to reduce
the maternal mortality ratio (MMR) from around 574 maternal deaths due to
* Rafiqul Huda Chaudhury, former United Nations Population Fund Regional Adviser on Population
and Development, e-mail: rafiqulchaudhury@yahoo.com and Zafrullah Chowdhury, Programme
Coordinator of Gonoshasthaya Kendra.
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pregnancy and childbirth-related complications per 100,000 live births in 1990 to
143 by 2015. Despite some progress, only 44 per cent of this target was achieved
by 2000. An additional 56 per cent reduction has to be achieved to meet the MDG
target in less than a decade. MMR was estimated to be around 320 per 100,000 live
births during 1998-2000 (NIPORT and Johns Hopkins University, 2003). An
estimated 14,000 Bangladeshi women die from pregnancy and childbirth-related
complications per year (UNFPA, 2006).
The Government is aware of this unfinished task and fully committed to meet
the challenge to achieve this goal by 2015. The most recent Government initiative
in this respect is to increase the availability of skilled birth attendants (SBAs)1 at
the community level by arranging six-month theoretical and 12-month practical
training (nine months supervised work experience, plus three months additional
training) in midwifery skills, including selected basic emergency obstetric care
(EOC) services. The Government also plans to increase antenatal care (at least
three visits to new mothers) to 60 per cent from its present level of 20 per cent
(Bangladesh, 1993).

Role of non-governmental organizations, particularly
Gonoshasthaya Kendra, in the reduction of maternal mortality
Non-governmental organizations (NGOs) are collaborating with the
Government of Bangladesh in reducing MMR. Of these organizations, particular
mention must be made of Gonoshasthaya Kendra2 (GK), the country’s pioneer
NGO in the health field. It made its debut in 1972, soon after the independence of
Bangladesh, with a project in Savar Upazila in Dhaka District, with a view to
improving the quality of life of the rural masses by ensuring affordable health
services. GK has come a long way during the last three and a half decades, in terms
of coverage and achievements. In 1972, its basic health-care coverage, including
reproductive and child health-care, served approximately 50,000 people in 50
villages; now, coverage extends to more than one million people in 592 villages
spread across the country in 31 unions of 16 upazilas (subdistricts) in 11 districts.3
GK is now one of the largest service providers in the Bangladesh health sector,
outside of the Ministry of Health and Family Welfare.
Gonoshasthaya Kendra’s health-care services
GK provides a wide range of reproductive and child health (RCH) and family
planning services in its programme aimed at villages. The services include: (a)
registration and follow-up of pregnant women, and various ANC related services;
(b) immunization of pregnant women against tetanus, and of children under age
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one against six diseases (diphtheria, pertussis (whooping cough), Tetanus (DPT),
polio, tuberculosis and measles; (c) identification and regular follow-up of
high-risk mothers to ensure their timely treatment, including referral; (d)
promotion of additional nutrients and emphasis on the importance of a balanced
diet for pregnant and/or lactating women and newborns, among the new mothers
and other family members; (e) organization of follow-up meetings with family
members and villagers on the possible cause(s) of maternal and infant deaths and
how those deaths could have been prevented; (f) promotion and delivery of family
planning services; (g) pro-poor social health insurance scheme; and (h)
organization of mobile camps to treat pregnant women. Given the plethora of
health-related interventions delivered by GK, ranging from immunization to
insurance, only those components directly related to maternal health are
highlighted here.
Gonoshasthaya Kendra’s health-care strategies
Village-based services: Anchoring of GK Programme
within the local community
GK provides health services, including reproductive health and family
planning services at the village and community levels through a network of
village-based trained health workers, who have completed the Secondary School
Certificate examination in science; most are female. The participants are expected
undergo a six-month foundation training in basic physiology, anatomy and other
components of primary health-care. Upon successful completion of the above
formal training, they are posted at GK union-level health sub-centres for a
12-month practical training, during which they work under the close supervision of
their senior colleagues.
Involvement of traditional birth attendants in the delivery of health services
Doctors or nurses attend only 6 per cent of rural births taking place in
Bangladesh (World Bank, 2006). In villages where GK implements projects, this
figure is closer to 3 per cent. In recognition of this reality, and to meet the acute
shortage of trained birth attendants in rural areas, GK decided to involve the
existing traditional birth attendants (TBAs) by giving them training in the scientific
basis of pregnancy and handling of normal delivery (the training is periodically
repeated, reinforced and updated). TBAs are trained to deliver the baby at home without the supervision of GK health paramedics, except when complications
arise. As a result, from 2002 to 2005, over 80 per cent of births in GK villages were
delivered by trained traditional birth attendants, compared with only 12 per cent at
the national level (NIPORT and Johns Hopkins University, 2003). This is a
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testimony of how much can be achieved in the absence of skilled birth attendants or
doctors in rural settings with the help of well-trained low-cost traditional birth
attendants.
Integrated and cohesive responses
Gonoshasthaya Kendra offers an integrated package, in which it provides the
target population with basic primary health services-including reproductive health,
child care, family planning and elderly service-through its village- or communitybased health workers. Secondary- and tertiary-level care uses well-established
referral linkages to both GK and government hospitals. Patients requiring more
advanced intervention are referred (often escorted) to a better-equipped health
facility. GK also promotes nutrition education among family members, particularly
on the need for additional nutrients and a balanced diet for newborns and pregnant
and lactating mothers. In this effort to promote nutrition education, GK organizes
bou-shasuri meetings (bringing together daughters-in-law and mothers-in-law) to
discuss, among other things, workload and nutritional needs of pregnant women as
well as the necessity for them to rest during the day. Mothers-in-law are urged to
allow their daughters-in-law to eat first, along with the children. Traditionally,
daughters-in-law in these patrilineal households are the last family members to eat
and usually get what is leftover.
Transparency and accountability in service delivery
Gonoshasthaya Kendra actively cultivates village or community participation in health delivery through the constitution of a village health committee,
composed of members from various segments of society and usually headed by a
female-elected member of the Union Parishad (the lowest tier of the local
government). To ensure accountability, GK health workers are answerable for
each maternal and child death in the village during a specially arranged “death
meeting”, where family members, teachers, priests and local elected
representatives, including members of the village health committee, are present.
The meeting is organized to discuss the possible causes of a maternal or neonatal
death and explore whether or not this death could have been avoided. This has a
huge social awakening impact. Beyond this village-level social auditing, all GK
field-level health workers, ranging from paramedics to their immediate
supervisors, must independently prepare a detailed case history and submit reports
to their respective supervisors within 72 hours of the reported death, explaining
why the maternal or neonatal death could not be prevented. The manager of the
concerned GK health sub-centre will verify the reports with a field visit and share
his or her observations with field workers, before submitting investigation reports
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within the following seven days to a higher authority. The GK doctor attached to
the corresponding union-level health sub-station also selectively investigates the
death reports submitted by the various field staff.

Objectives of the study
Since 1972, GK has made significant progress towards achieving some of the
Millennium Development Goals (MDGs), particularly those related to maternal
and child health. The purpose of this monograph is to highlight those achievements
and their underlying factors, particularly in reducing maternal mortality. In the
absence of a proper baseline, variations in duration of programme exposure will be
used to examine differences in levels and trends of maternal mortality. Programme
areas which have been served by GK for a long period of time will be contrasted
with areas where GK has started activities only recently, using appropriate
econometric selection and controls. These events will also be evaluated against
other comparable national and subnational level data sets to assess the effect of the
Gonoshasthaya Kendra programme. The monograph will also examine the
patterns, causes and determinants of maternal deaths based on a panel data set, in
which several cohorts were followed from the time pregnancy is confirmed until
the outcome (until 42 days after the delivery). It is extremely rare to have such a
unique data set in a developing country setting. The panel data consist of those
who had conceived and delivered between 15 April 2002 and 14 April 2005.4 The
data were collected by GK field-level health workers as part of routine monitoring.

Reliability of data
How reliable is the data on maternal mortality collected by GK? Data on
maternal mortality is suspect even in developed countries such as Netherlands and
the United States of America. In those countries, the level of underreporting of
maternal deaths may be as high as 25 per cent (Smith and others, 1984;
Schuitemaker and others, 1997). Maternal deaths are reported to constitute about
25 per cent of reproductive-age deaths in developing countries (Royston and
Armstrong, 1989), compared with only 14 per cent in GK programme areas. The
possibility of underreporting of maternal deaths cannot be completely ruled out in
GK programme areas, particularly in the case of abortion-related deaths, which
take place in the early stage of pregnancy, before any GK worker has identified a
pregnancy. Every effort was made to minimize this omission. GK health workers
meticulously record all vital events in programme areas, including maternal deaths,
under close supervision of and monitoring by their supervisors and the
village-level health committee. All pregnant women are registered and followed
for antenatal and post-natal care services by health workers. Moreover, GK
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local-level health workers organize a follow-up meeting at the house of the
deceased pregnant woman, and discuss with the family members, including the
funeral attendees, the possible reason(s) for the death and how this could have been
prevented. GK supervisors regularly check with local priests about funeral
ceremonies (and even keep a count of new graves). Under this watertight follow-up
system, it is unlikely that any maternal death would go unreported, unless it is
intentionally hidden. An independent evaluation of the quality of the population
data (including maternal deaths) routinely collected by GK field-level health
workers was conducted by a new team of interviewers and supervisors from the
GK Research and Evaluation Division in May 2006 in10 per cent of GK
programme villages. The data on maternal deaths collected by this team matched
the corresponding data that had been reported by health workers from April 2005
to May 2006 in the same 60 villages (GK, 2007). This further confirms the
reliability of the data on maternal deaths collected by GK.

Adult female mortality
Table 1 presents adult female and maternal deaths in the programme villages
of Gonoshayastha Kendra from 15 April 2002 to 14 April 2005. There were 616
adult female deaths, yielding an adult female death rate of 0.90 per 1,000 women in
the reproductive ages 15-49 years. Of the 616 adult female deaths, 86 (14 per cent)
were identified as maternity related, that is, occurring during pregnancy or within
42 days of the end of the pregnancy. The comparable figure at the national level
was around 35 per cent during the 1980s (Ginneken and others,1998). There were
48,362 pregnancy terminations and 46,320 live births, resulting in a maternal
mortality ratio of 1.78 per 1,000 reported pregnancy terminations or 1.86 per 1,000
live births during the period 2002 to 2005.
Table 1. Distribution of birth, reproductive age and maternal deaths
during the period 15 April 2002-4 April 2005
Population

Deaths

Death rate
(per 1,000)

684,328*

616

0.90

Females with pregnancy termination

48,362

86

1.78

Live births

46,320

86

1.86

Group
Females aged 15-49

Note: * Refers to total number of women of reproductive age (15-49 years) during 2002-2005.
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Maternal deaths
This section presents an analysis of 86 maternal deaths (i.e., pregnancy-,
childbirth- and puerperium-related deaths) identified among the total 616
reproductive-age deaths occurring in 592 villages from 2002 to 2005.
Levels and trends in maternal mortality ratio
Figure 1 examines maternal mortality ratio levels and trends in GK
programme areas over the range of periods 1993-1997 to 2001-2005. It shows a
considerable decline (37 per cent) in MMR during the last decade-down from
about 300 per 100,000 live births during 1993-1997 to 190 per 100,000 live births
during 2001-2005. However, the pace of decline in MMR has slowed during the
last five years (1997-2001 to 2001-2005), compared with the preceding five years
(1993-1997 to 1997-2001). MMR has declined by 31 per cent, or 6 per cent per
annum, during 1993-1997 to 1997-2001, compared with 7 per cent, or just over 1
per cent per annum, during 1997-2001 to 2001-2005.
Figure 1. Maternal mortality ratios in GK programme areas for the periods
1993-1997, 1997-2001, 2001-2005 and 2002-2005
Maternal mortality ratio
(per 100,000 live births)

350
299
300
250
205

190

186

2001-2005

2002-2005

200
150
100
50
0
1993-1997

1997-2001

Period

Furthermore, the data show an inverse relationship between MMR and the
number of years villages have been under the GK programme. Villages which have
been under the programme for a longer time have lower MMR compared with
villages that have been under the programme for a shorter period. MMR was
reduced to 177 per 100,000 live births in 63 per cent of programme villages that
have been under the programme for 10 years or more, compared with an MMR of
211 per 100,000 live births in villages that were under the programme for less than
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four years (see table 2). The pace of decline in MMR would increase by 100 per
cent-from 7 to 14 per cent-if all the villages had been under the GK programme for
10 years or more between 1997-2001 and 2001-2005.
Table 2. Maternal mortality ratio by life span (duration) of
GK programme area, 14 April 2002 to13 April 2005
Life span
of GK
programme areas

Number
of
villages

Number
of
live births

Number of
maternal
deaths

MMR
(per 100,000
live births)

0 - 4 years

167

9,938

21

211.3

5 - 9 years

50

6,414

12

187.1

10 years or more

375

29,968

53

176.9

Total

592

46,320

86

186.0

Timing of maternal deaths
Table 3 summarizes the timing, in relation to the pregnancy, of the 86
maternal deaths. Over three out of five pregnant women (60.5 per cent) died
during the post-partum period, nearly one in three (32.5 per cent) during
pregnancy -most (27.9 per cent) at 24 weeks or later-and the remaining 7 per cent
during labour. Of the 52 women who died after delivery, 37 (71.1 per cent) died
within 0-12 hours, 13 (25 per cent) within 1-7 days and 2 (4 per cent) within 8-42
days. A similar delivery pattern of post-partum deaths was observed in 233
villages in Bangladesh in 1970 (Chen and others, 1974). The finding that the
highest concentration of post-partum deaths occur within 0-12 hours of delivery
highlights the urgency of ensuring that obstetric first aid is within easy reach of
pregnant women (WHO, 1991).
Table 3. Numerical and percentage distribution of maternal deaths
by time course of pregnancy, 2002-2005.
Period of pregnancy
Prior to delivery
Earlier than 24 weeks
24 weeks or later
During labour but undelivered

Maternal deaths
Number
34

Percentage
39.5

4

4.6

24

27.9

6

6.9

Post-partum (up to 42 days)

52

60.5

Total

86

100.0
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Maternity services
Table 4 presents data on maternity services, particularly those related to
place and attendant of antenatal and post-natal care. Data in table 4 show that all
86 women who died due to pregnancy, childbirth and puerperium-related causes
received at least one antenatal care visit at their home. Of these, GK health
workers visited eight women (9.3 per cent) one-two times, 58 women (67.4 per
cent) three-six times, 13 women (15.1 per cent) seven-eight times, and seven
women (8.1 per cent) nine times or more for ANC services. On average, such
woman had received five ANC visits. About 97 per cent of pregnant women in
GK areas received a tetanus vaccination for their last pregnancy. Moreover, GK
health workers identify high-risk mothers and closely monitor their health status,
providing necessary follow-up services, including treatment and timely referral of
complicated cases to specialists or health facilities.
Table 4. Maternity care factors (N=86)
Variable
Number of antenatal care visits

86

100.0

8

9.3

3-4

30

34.9

5-6

28

32.6

7-8

13

15.1

7

8.1

Mean number of visits

5.04

Home

86

100.0

Trained traditional birth attendants

34

58.6

4

6.9

13

22.4

7

12.1

Hospitals

42

48.8

On the way to hospital

12

14.0

Home

32

37.2

GK paramedic and government
health workers
Doctors/nurses
Relatives/friends
Place of death (N=86)

Percentage

1-2

At least 1

9 and above

Place of antenatal care
Attendant at labour/delivery
(N=58)*

Number

* Excludes 28 cases, who died before delivery.
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Compared with GK area, ANC-related services at national level are
considerably lower. For example, all pregnant mothers (100 per cent) in GK
area received ANC services during their last pregnancies, compared with only
47.6 per cent for the country as a whole. Only 21 per cent pregnant women in
Bangladesh received three or more ANC visits, compared with 91 per cent
women in GK area for the last pregnancy. About 97 per cent women in GK
area, compared with 85 per cent across the country received TT vaccination
during the last pregnancy (NIPORT and Johns Hopkins University, 2003). A
close monitoring of high-risk pregnant women for necessary follow-up
services-as practiced in GK areas-is not routinely available at the national
level. The higher ANC related services in GK areas, compared with the
national level, are among the contributing factors, explaining the finding of
lower maternal mortality in the former as compared with the latter.
Attendants at delivery
Data in table 4 show that nearly one third (29.3 per cent) of the 58 women
who were in labour-among women who died due to pregnancy and
childbirth-related complications-were attended by doctors and nurses or trained
GK and government health workers, while 34 women (58.6 per cent) were
attended by trained traditional birth attendants. Only seven women (12 per cent)
were attended only by relatives/friends. It is to be noted that the percentage of
deliveries attended by medically trained personnel (i.e. doctors and nurses) was
higher for women who died due to pregnancy and childbirth related complications
than for those pregnant women who delivered safely (22 per cent vs. 2.6 per cent)
(see table 5). This would also explain the finding that the proportion of maternal
deaths (49 per cent) occurring in hospitals or clinics is relatively higher than that
of maternal deaths at home (37 per cent). Only complicated cases require
hospitalization and hospital-based care and treatment. Only 10-12 per cent of
deliveries in GK areas were assisted by untrained birth attendants (relatives,
untrained traditional birth attendants) as compared to 74.3 per cent for the country
as a whole (NIPORT and Johns Hopkins University, 2003). Home thus continues
to remain the primary location for delivery both at the country level and in GK
areas. More than 70 per cent of deliveries in GK areas and over 90 per cent in the
country as a whole take place in a home-base setting. However, a major difference
between GK programme areas and the rest of the country is that trained birth
attendants, including medically trained personnel, assisted nearly 90 per cent of
births in the former, compared to 24 per cent in the latter. This explains the finding
of a higher maternal death rate for the country as whole, as compared to the GK
areas.

64

Asia-Pacific Population Journal, Vol. 23, No. 1

Table 5. Percentage distribution of pregnancy outcome of GK women
who delivered safely or died owing to pregnancy- or
childbirth-related complications
Attendants at labour

Women who
delivered safely

Women who died owing to
pregnancy- or childbirthrelated complications

5.5

6.9

81.84

58.6

..

..

2.6

22.4

10.06

12.1

Trained health workers (GK and government
health workers)
Trained traditional birth attendants
Untrained birth attendants
Doctors and nurses
Relatives
Others

..

..

No one/self

..

..

100

100

Total (percentage)

Causes of maternal deaths
Table 6 presents data on direct and indirect causes of maternal deaths.
Causes of maternal deaths were determined by verbal autopsy. Direct obstetric
cause of death refers to a death resulting from complications of the pregnancy
itself, from interventions elected or required by the pregnancy or from a chain of
events initiated by the complications or the intervention. Indirect obstetric causes
of death refer to death resulting from disease contracted before or developed
during pregnancy (not a direct effect of the pregnancy), often aggravated by the
physiological effects of the pregnancy, thus leading to the death. In addition to
direct and indirect causes of maternal deaths, causes of deaths, which occurred
during pregnancy or within 42 days of its termination, yet not related to maternal
deaths, were also identified and reported in table 6 as non-related causes of
maternal deaths.
Seventy of the 86 maternal deaths (81.4 per cent) were attributed to direct
obstetric causes, 6 (7.0 per cent) were classified as indirectly related to pregnancy
and 10 (11.6 per cent) were considered not related to childbearing per se. The
most common direct causes of maternal deaths occurred post-partum primarily
due to retained placenta and eclampsia. Of direct causes of maternal deaths, direct
complications related to labour and delivery accounted for 68.6 per cent (48 of 70
cases). This was followed by eclampsia and abortion, accounting for 27.1 per cent
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and 4.3 per cent respectively. Of the deaths resulting from direct complications
related to labour and delivery, post-partum haemorrhage (PPH) accounted for the
highest proportion: 28 out of 48 cases (58.3 per cent).
Table 6. Numerical and percentage distribution of
causes of maternal deaths (N=86)
Causes of death

Direct causes

Number

Percentage of
direct causes

Percentage
of all causes

Direct complications of labour and
delivery

48

68.6

55.8

Post-partum haemorrhage with
retained placenta

19

27.1

22.1

Post-partum haemorrhage without
retained placenta

9

12.9

10.5

Obstructed labour

8

11.4

9.3

Ruptured uterus

4

5.7

4.7

Antepartum haemorrhage

8

11.4

9.3

Pre-eclampsia or eclampsia

19

27.1

22.1

Abortion

3

4.3

3.5

Sub-total

70

100

81.4

Indirect causes Aneamia

6

37.5

7.0

Jaundice

4

25.0

4.7

Cardiac failure

3

18.8

3.5

Snake-bite

1

6.3

1.2

Acute diarrhoea

1

6.3

1.2

Respiratory failure

1

6.25

1.2

16

100.0

18.6

86

100.0

100.0

Sub-total
Total

The predominance of PPH and eclampsia, among direct causes of maternal
deaths, was also found in Matlab villages and the country as a whole in 2001
(Dieltiens and others, 2001; NIPORT and Johns Hopkins University, 2003).
Some 28 deaths, or 40 per cent of all direct causes of maternal deaths, were due to
post-partum haemorrhage, itself the outcome of a retained placenta, involved in

66

Asia-Pacific Population Journal, Vol. 23, No. 1

19 of the 28 cases (67.8 per cent); 9 were post-partum deaths. Of all 28 PPH cases,
11 died at home, 12 at hospital and the remaining 5 passed away on their way to
hospital. The majority of PPH deaths occurred shortly after the delivery 15 (53.5
per cent) within 3-6 hours and 10 (35.7 per cent) within 7-12 hours; the remaining
3 died within one to seven days of the termination of pregnancy (see table 7).
Those deaths were all due to emergency obstetric complications. Only four
women received oxytocin injection from non-qualified practitioners.
A close examination of case histories of maternal deaths due to PPH reveals
that 14 (50 per cent) of those deaths could have been prevented if appropriate
treatment and care were available from the first-level health-care facilities. In
most cases, they called on multiple providers and facilities to seek appropriate
care and treatment. Usually, a pregnant woman first calls on a TBA. If TBA
detects an abnormality, she refers the patient to a village practitioner-not usually
medically trained-or to the first referral-level health centre, such as, the union
health and family welfare centre, the upazila health complex, or a private or NGO
clinic. If none of the first-referral-level centres is able to provide appropriate care
or treatment, the patient is referred to a district hospital or a maternal and child
welfare center. This search for appropriate care takes up valuable time needed to
save a life. Though officially 8-12 doctors are posted in each upazila health
complex, 70 per cent are absent during office hours and hardly any doctors are
available in the afternoons or evenings (Chaudhury and Hammer, 2004). Private
clinics at the upazila level do not have regular doctors. Such clinics bring in a
gynaecologist and an anaesthetist after a patient is admitted.
Manual removal of placenta, timely use of misoprostol and oxytocin and
timely referral could prevent most of the deaths caused by post-partum
haemorrhage. Only rarely is major surgery required. The high number and
percentage of maternal deaths owing to retained placenta, as well as the under-use
of oxytocin injection, non-availability of required services at the first level
health-care facility and rapidness of death have important implications for the
delivery of services. This underscores the need for (a) availability of oxytocin
injection and misoprostol at the first-level health facility (i.e. union health and
family welfare centre; (b) training of community-based health workers (family
welfare assistants, sub-assistant community medical officers and health assistants,
including GK health workers, in the management of post-partum haemorrhage
with intra-muscular oxytocin and immediate intravenous infusion; (c) knowledge
of procedure for manual removal of the placenta; and (d) identification of
emergency obstetric cases for timely referral. The findings of non-availability of
required services at the first-level health-care facility-which explains 50 per cent
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of PPH-related deaths and most deaths taking place shortly after the termination of
pregnancy-underscore the need to strengthen the capacities of first-level
health-care facilities in basic emergency obstetric care services, particularly blood
transfusions.
Of the pregnancy, childbirth and puerperium-related causes, eclampsia
(pregnancy-induced high blood pressure and convulsions that may develop
during pregnancy or immediately after delivery) claims the second highest toll of
lives, accounting for 27 per cent (19 of 70) of all direct causes of maternal deaths
(see table 6). A majority (10 of 19) of victims are young and nulliparous women
aged between 18 and 30. Of all 19 deaths due to eclampsia, 10 died during
pregnancy; 4 died at home, 5 at hospital and 1 on her way to hospital. There were
eight post-partum deaths: one occurring at home, six at hospital and one on the
way to hospital. One woman died during delivery at hospital. Only one out of 19
women who died due to eclampsia-related causes had received oxytocin injection
by medically non-qualified practitioners. Three out of eight (38 per cent)
post-partum deaths owing to eclampsia took place within zero to two hours of
delivery and the remaining within one to seven days. All eight eclampsia-related
post-partum deaths took place within a span of one week, with the highest toll (88
per cent) occurring within the first three days (see table 7). A close look at the case
histories of maternal death owing to eclampsia reveals that 10 out of 19 (52.6 per
cent) such deaths could have been avoided if appropriate services had been
available at the facility where they first called for care, i.e. the first-level health
facility.
Most of these eclampsia-related maternal deaths could have been avoided if
GK health workers had been more careful and vigilant in identifying and
monitoring these cases during their ANC visit. A GK health worker is required to
identify complicated cases, monitor such cases more frequently and provide
necessary advice and services, including referral advice, if necessary, during their
visit. Unfortunately, only one out of these 19 cases was diagnosed with
pre-eclampsia during the ANC visit. This is sheer negligence on the part of GK
health workers. GK field-level supervisors should be more vigilant in
cross-checking the work of health workers through independent field visits, and
help identify high-risk pregnant women-including complicated eclampsia casesand oversee their proper management. The findings call for strengthening the skill
of field-level government as well as GK health workers in the identification and
management of high-risk pregnancies, including complicated eclampsia cases.
The third most important cause of maternal death is obstructed labour, with
12 cases altogether, including 4 ruptured uterus cases representing 17 per cent of
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the maternal deaths investigated. A similar level of such deaths was also reported
by the International Centre for Diarrhoeal Disease Research, Bangladesh in
Matlab villages in 2001 (Dieltiens and others, 2004). The Bangladesh Maternal
Health Services and Maternal Survey 2001 also found obstruction as the third
leading cause of maternal death in Bangladesh (NIPORT and Johns Hopkins
University 2003). Of all 12 maternal deaths caused by obstructed labour, seven
occurred during labour without successful delivery of the baby (three at home,
four at hospital); and five deaths occured after ultimately giving birth (one at home
and four in hospital). These maternal deaths caused by obstructed labour could
have been avoided with improved family education, skilled attendance at labour
and referral for caesarean section. The finding calls for further improvement of the
skills of community-level GK health workers, including government health
workers.
The fourth most important cause of maternal death is abortion, accounting for
4.3 per cent (3 out of 70) of all maternal deaths due to direct causes. Abortion as a
cause of maternal death is also reported to be the fourth largest at the national level in
Bangladesh according to the 2001 Bangladesh Maternal Health Services and
Maternal Survey 2001 (NIPORT and Johns Hopkins University, 2003). However, the
International Centre for Diarrhoeal Disease Research, Bangladesh found a much
higher proportion (15 per cent) of maternal deaths owing to induced abortion than that
was reported in GK programme villages (Dieltiens and others, 2004).
Two of the three deaths reported (one at home, one at hospital) were due to
septic abortions and one (at hospital) was due to unsafe induced abortion. All
three pregnancies were accidental and unwanted. Two of the three women secretly
sought the help of local charlatans to abort their pregnancies and had been
prescribed an herbal abortifacient. Both experienced severe vaginal bleeding
following the use of the herbal concoction. One died at home within two hours
after the bleeding, having received no treatment. The other woman was taken to
the local district hospital following the severe vaginal bleeding but died on the
same day. The remaining one sought the help of a local government family
planning worker (family welfare assistant) to abort the pregnancy through the
menstrual regulation method. The assistant performed the menstrual regulation
method and prescribed the patient some abortifacient drugs.
All these abortions-related deaths could have been prevented if abortion and
treatment for post abortion complications had been made available at the primary
health-care facility. Abortion is not legal but menstrual regulation, which is an
abortion procedure for pregnancy up to 10 weeks, is available in most major
hospitals, clinics and union health and family welfare centres.
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Six (6.98 per cent) deaths were classified as indirectly related to pregnancy.
These were due to complications associated with anaemia. These six plus other
direct obstetric deaths associated with haemorrhage are not unexpected, given the
finding that a large proportion of women in rural Bangladesh have abnormally low
haemoglobin levels (Dhaka University, 1998). Of the remaining 10 deaths not
directly related to maternal deaths, four were due to hepatitic failure, three to
cardiac failure and one each to acute diarrhoea, respiratory failure and snake-bite.
Those deaths may be considered unrelated to pregnancy and childbirth but may
have been aggravated by the physiological effects of pregnancy.
Table 7. Time interval between birth and death
Time interval
Causes

Hours

Day
Total

0-2

3-6

7-12

13-24

2-3

Post-partum haemorrhage
with retained placenta

1

10

7

1

0

0

0

0

19

Post-partum haemorrhage
without retained placenta

0

5

3

0

0

1

0

0

9

Eclampsia

3

0

1

1

2

1

0

0

8

Antepartum haemorrhage

0

3

0

0

0

0

0

0

3

Obstructed labour

0

2

0

0

0

1

0

0

3

Ruptured uterus

1

0

0

1

0

0

0

0

2

Abortion

0

0

0

0

0

0

0

0

0

Anaemia

0

0

0

1

0

2

1

1

5

Jaundice

0

0

1

0

1

1

0

0

3

Cardiac failure

0

0

0

0

0

0

0

0

0

Respiratory failure

0

0

0

0

0

0

0

0

0

Acute diarrhoea

0

0

0

0

0

0

0

0

0

Snake-bite

0

0

0

0

0

0

0

0

0

9.6

38.5

23.1

7.7

5.7

11.5

1.9

1.9

100

5

20

12

4

3

1

1

52

Total percentage
Total numbers

70

4-7

6

8-14 15-42
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An analysis of this data clearly confirms the predominance, as shown in
studies worldwide of five direct causes of maternal deaths: haemorrhage,
obstructed labour, ruptured uterus, eclampsia and complications due to unsafe
abortion. Although all pregnancies must be considered at risk, professional health
workers and skilled attendants should be able to manage all five of these
life-threatening complications.
Table 7 examines the time interval between birth and death in the 52 cases of
post-partum death. Data show a link between timing and cause of death. For
example, 57 per cent (16 of 28) of deaths caused by PPH, with or without retained
placenta, took place within zero to six hours of delivery. Another 36 per cent (10
of 28) died within 7 to12 hours. All three deaths due to antepartum haemorrhage
took place within three to six hours of the delivery. Most of the women with
anaemia died many hours or days after giving birth and could have been saved by
improving their haemoglobin level with a higher nutrient intake.
Considering all cases, 25 out of 52 post-partum deaths (48 per cent) took
place within six hours of the delivery and all were due to emergency obstetric
conditions. These findings clearly underscore the need to make emergency
obstetric case services available to pregnant women.
Timeliness in receiving maternal care
Maternal deaths can be attributed to both medical (biological) and
non-medical factors. Among the non-medical factors, particular mention may be
made of (a) delay in arranging transport to reach a health facility, (b) delay in
seeking care and (c) delay in getting required care and treatment. An attempt is
made to explore and analyse those delays by closely examining the case studies of
each of the 86 maternal deaths reported in this study. This examination revealed
that 63 out of 86 (73 per cent) of maternal deaths could possibly have been
prevented had there been no delays in seeking and receiving appropriate treatment
and arranging transportation (see table 8).
Table 8. Percentage distribution of those who sought care,
by timeliness in receiving care
Timeliness in receiving care

Number

Percentage

Delay in receiving required treatment

39

45.4

Delay in making decision

20

23.3

Delay in arranging transportation

4

4.7

No delay

23

26.7

Total

86

100.0
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Delay in receiving required care and treatment
Thirty-nine of 63 (62 per cent) maternal deaths could have been prevented if the
women had received appropriate care and treatment or, more precisely, had gone to
an adequate health facility during their first emergency visit. In those cases, the
pregnant women called on multiple providers or facilities to seek appropriate care and
treatment, but were unsuccessful because of absent medical personnel and/or
inadequate facilities at government and private clinics. During this search for
appropriate care, precious time needed to save lives was lost. Eight of these 39 (20 per
cent) maternal death cases received inappropriate and wrong treatment at health
facilities. Twenty-two of 39 (56 per cent) of these deaths were associated with
post-partum haemorrhage with or without retained placenta. This calls for providing
first level health-care facilities with emergency obstetric care equipments, particularly
for blood transfusions. The findings also call for further skill development of
community-based health workers in proper risk identification and management,
better communication with families and timely referral of emergency obstetric cases
to appropriate facilities.
Delay in seeking care
Twenty out of 63 women (31.7 per cent) whose lives could have been saved
died owing to delays in seeking care. Although the exact reasons for such delays
could not be determined from the case studies, a variety of factors can be identified:
(a) lack of understanding of the seriousness of the risks associated with pregnancy, (b)
non-availability of doctors at government health facilities and concern of cost for
maternity services, (c) traditional beliefs and practices, (d) apathy towards modern
allopathic treatment and (e) lack of negotiating power of women to ask for care owing
to their lower social position and dependency on men. This calls for raising awareness
and community education on the life-threatening risks of pregnancies.
Delay in arranging transportation
In four cases only, delay in seeking care was caused by delay in arranging the
transportation. This may have also resulted from a delayed decision to seek timely
care i.e., when the decision is made, the condition is already too serious and leaves
little time for arranging transport, particularly if it happens late at night and the
village is far from a health centre.

Socio-economic and sociodemographic factors
affecting maternal mortality
The effect of sociodemographic factors on MMR is examined at bivariate and
multivariate levels. At the bivariate level, simple two-way relationships are

72

Asia-Pacific Population Journal, Vol. 23, No. 1

examined between MMR and sociodemographic variables. At the multivariate
level, the net effect of a sociodemographic variable (independent variable) on
MMR (dependent variable) is examined taking into account the effect of other
sociodemographic variables, using a logistic regression specification:

ln(

rv
p
) = Xb + e
1- p

(a)

p is the relative frequency of MMR in the ith sample
X is a vector of independent variables (age, gravidity, socio-economic
status, anaemia, tetanus and smoking status)
b is the corresponding vector of coefficients
e is the stochastic disturbance term.
Equation (a) is estimated using the generalized least square estimator. Some
of the significant factors that emerging from the econometric analysis (see
Appendix for results) are described below:

• Maternal mortality is higher among very young and much older
childbearers (a U-shaped relationship between age and MMR);

• There is also a U-shaped relationship between gravidity (number of
pregnancies experienced prior to the birth and death event) and MMR,
which is relatively higher among women giving birth for the first time. The
rate falls sharply for women with one or two previous pregnancies, and
rises again among women with three or more prior pregnancies;

• Mothers who were vaccinated against tetanus are less likely to die
compared to mothers who have not been vaccinated.

• Pregnant women with moderate to severe anaemia are 35.45 times more
likely to die, compared with pregnant women with normal haemoglobin
levels or mild anaemia.

• Pregnant women who smoke are 14.17 times more likely to die, compared
to women who do not smoke.

Policy lessons
Professional health workers and trained birth attendants can manage most
life-threatening complications faced by mothers, in particular the five most frequent
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cases: haemorrhage, eclampsia, obstructed labour, ruptured uterus and complications
from abortion. For example, the present findings suggest that most cases of
post-partum haemorrhage fatalities caused by a retained placenta could have been
prevented with intra-muscular oxytocin injections, manual removal of the placenta
and timely referral. The finding that non-availability of required services at the
first-level health-care facility explains more than 50 per cent of PPH- and
eclampsia-related deaths underscores the need for stronger first-level health-care
facilities (union health and family welfare centers) with appropriately trained staff5
and basic emergency obstetric services (e.g., availability of misoprostol, oxytocin,
safe blood transfusion, essential antibiotics and proper refrigeration). It also further
confirms that MMR could be even lower in GK areas if complementary public
services such as emergency obstetric were more efficient.
The finding that nearly one third of maternal deaths due to pregnancy and
childbirth-related complications result from a delay in seeking care underscores
the need to raise community awareness, including that of family decisionmakers
on the likely adverse consequences of pregnancy and childbirth if timely care is
not sought. Likewise, antenatal health services could prevent most cases of
eclampsia. Further reductions in MMR are possible through vigorous
anti-smoking campaigns, discouraging births to women with four or more
children and delaying births to primigravidas, treatment of aneamia and
promotion of full doses of tetanus vaccination among pregnant mothers.
There are two major distinctions between the GK and government
strategies, which has direct implications for the lives of poor rural mothers. First,
while it is understandable that a Government cannot adequately provide doctors,
nurses and paramedics at the village level, the Government is not currently
tapping into the potential capacity of utilizing traditional birth attendants. The GK
experience of involving village-level trained paramedics and trained traditional
birth attendants in rendering maternal and child care services under close
supervision can be replicated by the Government. This would entail the training of
grassroot-level health and family welfare workers (family welfare assistants,
sub-assistant community medical officers and health assistants) in basic health for
six months and improving the skills of traditional birth attendants in pregnancy
management through continuing in-service training, linked with the existing
reproductive-health-care systems. The finding that over 80 per cent of births are
being delivered safely by trained birth attendants at home clearly indicates that
much can be achieved in the absence of skilled birth attendants or doctors in rural
settings if well-trained low-cost traditional birth attendants are available. This
highlights the importance of trained traditional birth attendants in improving
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maternal and child health in rural settings; every attempt should be made to
integrate them into the formal rural-health-delivery system of the Government.
The country would benefit from using traditional birth attendants and upgrading
their skills rather than unjustifiably discarding them from the system.
The second major distinction is the paramount issue of accountability.
Reduction in MMR is possible in rural areas, keeping the place of delivery at home
and lowering cost,6 if trained birth attendants are used. However, they must be
closely monitored and supervised in discharging their duties and linked to a system
of referrals to health services. Not only are GK paramedics held accountable to
their supervisors (in turn accountable to their superiors), they are also held
accountable by the community they serve through village-level health committees
and local governments. Currently, government health workers are not accountable
to local governments or the communities they are supposed to serve. Even for the
most well-intentioned State, it is difficult to centrally monitor service providers at
the micro-level. It will take a fundamental shift in the current nature of public
service provision in Bangladesh to make public service providers directly
accountable at the local level.
The grassroots-level government health officials should be engaged in
rendering basic maternal and childcare services similar to those performed by GK
paramedics under the close supervision of elected local government officials. In
turn, these government paramedics (and their supervisors) must be held
accountable to the communities they serve.
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Endnotes
1. A skilled attendant is a health professional with the competencies for care during normal birth and the
capacity to recognize, manage and refer complications in the woman and newborn (WHO, 2004).
2. Gonoshasthaya Kendra is a Bangla name. Gono stands for people, Shasthaya means health and
Kendra means centre; the name could be translated literally as “People’s Health Centre”.
3. For administrative purpose, Bangladesh is divided into 64 districts. Each district is divided into 508
subdistricts, which are called “upazilas”. Each “upazila” consists of 9-15 unions, each 25,000-45,000
people.
4. All data are recorded in Bangla and the Bangla calendar was followed. Baishak is the first month of
the Bangla year, which begins on 14 or 15 April, while Chaitra is the last (12th). Magh is the ninth
month of the Bangla year.
5. Not only should these government health-care workers be appropriately trained and posted in these
facilities, but policymakers should ensure that these workers are present and perform their duties
diligently.
6. The cost of providing health-care services in GK programme areas is estimated to be around Tk 0.30
(1US$=68.6 Bangladesh Taka) and Tk 130 per person and per client respectively. The cost of vaccines
and family planning supplies were not included as they are supplied by Government free of charge.
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Appendix. Logistic Binary Regression Model of Determinants
of Maternal Mortality
(Chances of survival of pregnant women)
Independent variable

Regression
coefficient

Level of
significance

Age of mother
20-29

-

-

15-19

1.11

0.80

30-39

1.10

0.52

40 and over

1.82

0.17

2.29

0.01

Gravidity (previous pregnancies)
Zero
One to two
Three and over

-

-

2.25

0.01

Mother’s education
Some education
None

-

-

1.24

0.41

Smoking status
Not smoking
Smoking

-

-

14.17

0.00

Immunization against tetanus toxoid
Not immunized
Immunized

-

-

-0.18

0.00

-

-

-0.82

0.58

-

-

35.45

0.00

Economic Status
Very poor or poor
Well off
Anaemia (haemoglobin) level
Normal to very mild
Moderate to severe
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Urban Migration
and Urbanization in Nepal
A model based on small and medium-size human settlements
across the mountainous and hilly zones of Nepal, where small and large
valleys constitute ideal islands for the establishment of typical urban
centres, seems to be the best possible option for the country.

By Indra P. Tiwari*
The historic role played by cities and towns as centres of population
concentration with occupations other than primary activities and as hubs for
commerce and business, innovation and diffusion of ideas and technologies, and
decision-making clearly demonstrates that urbanization is synonymous to
development. This perception has prevailed not only among urban dwellers, but
also among rural inhabitants as well as development agents (planners and decision
makers). A high correlation between urbanization and economic development,
measured in terms of per capita gross national product (GNP) further indicates that
* Faculty Expert, Graduate School of Management and Innovation, King Mongkut’s University of
Technology Thonburi, Bangkok, e-mail: tiwari.hsdc@gmail.com or indrap.tiw@kmutt.ac.th.
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urbanization leads to development, particularly until a country reaches a mature
stage of development. Thus, a certain level of urbanization is desirable for the
overall development of a country.
Migration, specifically net in-migration, plays a major role in urbanization,
as it is one of the three contributing factors to urban growth, the other two being
natural growth of population and expansion in an urban area owing to structural
change. Major theories on the origin of cities, including (a) hydraulic theories, or
the concept of surplus; (b) economic theories, or the growth of markets; (c) military
theories, or the growth of defensive strong points; and (d) religious theories, or the
city as temple (Carter, 1983: 3-8), recognize this contribution. A review of urban
development in nineteenth-century western countries reveals that urbanization
took place alongside economic take-off. It was supported by industrial
development in cities and agricultural modernization in rural areas. Migration
contributed to urbanization in two ways: peasants migrated to cities in developed
countries and returnee migrants settled in urban areas of their home country
(Carter, 1983; Bairoch and Goertz, 1986; Fields, 1999).
The objective of this paper is to assess, analyse and explain the structures,
processes and states of migration and urbanization in Nepal. These issues are
complex and need to be understood clearly in order to formulate effective
long-term policies as well as short-term strategies that strengthen the overall
development of the country.

Study method
The study is based on secondary sources of data. For diagnosis, analysis,
description and prognosis of migration and urbanization in Nepal, data are taken
from published sources, largely censuses and surveys. This study is based on a
common definition of migration, in particular the one used in the Population
Census 2001 (Nepal, 2001), which defines a migrant as an individual who has been
away from his residence at least for a six-month period before the Census
enumeration.1
Data are derived at two levels–the district and the municipality 2-from the
Population Census National Report 2001 published by the Central Bureau of
Statistics of Nepal, and Municipality Association of Nepal database (2006). The
2001 census report presents the population by districts and according to four
streams of migration: rural-to-urban, rural-to-rural, urban-to-urban and
urban-to-rural, and also presents data about the population in each urban centre
(municipality). It also provides migration data at the municipality level, including
details on native population, on migration from the same or other districts (from
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Village Development Committees3 and municipalities) as well as on migration
from foreign countries. Further details on municipalities are derived from the
Municipality Association of Nepal database (2006). Urban-centre population data
for past census periods are taken from previous census reports. Logical patterns in
data and information gathered from other secondary sources are used to identify
historical trends of migration to urban areas. To analyse the state of migration and
urbanization, relevant quantitative analyses, such as correlation and regression,
were performed using SPSS.

Migration patterns and development
Migration is the temporary or permanent move of people from a native
locality to a new locality, settlement, region, country or continent. Ravenstein’s
laws of migration state, inter alia, that people move from areas of low
opportunities to areas of high opportunities, where the destinations are determined
by distance, tend to be nearby and favour urban areas (Ravenstein, 1885 and
1889). The determinants of such moves are either demographic (large household
size), geographic (place utility), socio-psychological (the “bright light” effect),
economic, or attitudinal (aspirations to improve one’s economic status and
income) (Bilsborrow, Oberai and Standing, 1984: 14-15).
Theoretically, migration takes place between two locations-rural and
urban-constituting, based on origin and destination, four categories:
rural-to-rural, rural-to-urban, urban-to-urban and urban-to-rural. A number of
explanatory theories exist: the neoclassical macroeconomic theory of migration,
the microeconomic model of migration and the neoeconomics of migration, as
well as theories on the dual labour market, the world system network, institutional
migration and cumulative causation and migration (Lewis, 1954 and 1958; Fei
and Ranis, 1961; Todaro, 1971 and 1976; Messey and others, 1993). These
theories cover supply and demand mechanisms of labour, individual or household
decisions to migrate, the structure of the world market, networks of interpersonal
ties, the institutionalization of labour supply, cumulative causation of movement
or measure of stability, and structure over space and time.
Migration can be categorized as international or internal. International
migrants include settlers, migrant workers, highly skilled workers, students,
asylum-seekers (Skeldon, 1992) and businessmen. Such migrants originate in
both rural and urban areas and their destinations are normally urban centres.
Internal migration tends to be undertaken by students, service holders, farmers,
skilled and unskilled workers, informal petty traders, businessmen, service
providers, politicians, social workers, land-encroachers, displaced persons and
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others. Depending on its time frame, internal migration can be categorized as
permanent, temporary or seasonal. In one ideal development path, people remain
in their respective places of birth. There, they either develop the necessary
physical, economic and social infrastructures to create opportunities and access
the required economic and social services or the Government develops and
provides these foundations for development. In this scenario, settlements or
individual homesteads are scattered evenly across the country over habitable areas
and a new organization of spatial economy emerges. This not only minimizes the
phenomena associated with migration, but also eliminates regional and spatial
disparities and alleviates poverty.
This does not occur in reality. And there are no indications that development
would move in such a direction. Rather, development has taken on a
spatio-temporal dimension. Consequently, only certain areas benefit from an
environment of prosperity and develop into towns and cities to which people
migrate, while other areas remain rural and underdeveloped. Rationales for
moving from one place to another at a particular time depend upon individual
decisions, the spatio-development situations of the places of origin and
destinations and an assessment of the rural and urban development policies
formulated by the Government.
Like in most places, migration in Nepal is a historical phenomenon. It is
driven by oppressive land and labour policies, overpopulation, exceeded carrying
capacity of land resources and a lack of non-farm employment opportunities
(Hitchcock, 1961; Shrestha, 1985; Hrabovszky and Miyan, 1987; Thapa, 1993),
encouraged by available or expected opportunities and facilitated by various
rationales (Goldstein, Ross and Schuler, 1983; Gurung, 1989; Tiwari, 1996).
Migration decisions in Nepal have been based on expected spatial dynamics of the
places of destination. The form, however, has not been that of the rural-to-urban
migration flow hypothesized by Goldstein and others, who suggested that Nepal
was “shifting from a rural hill and mountain society to an urban-subtropical plains
state” (Goldstein, Ross and Schuler, 1983). The Census 2001 data clearly indicate
that Nepal is still one of the least urbanized countries in the world, with only 13.9
per cent of the total population identified as urban (Nepal, 2001). Nepal is also one
of the least developed countries in the world. Similarly, the Census 2001 data
reveal that only 25.5 per cent of all migrants followed the rural-to-urban migration
pattern as compared to the 68.2 per cent who followed a rural-to-rural pattern
(Nepal, 2003).
Urbanization is viewed as one of the most viable processes of development.
However, it has not yet unfolded in Nepal and the state of urbanization shows that
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over the last half century, urbanization has been discouraged and even hampered.
Thus, there is an urgent need for a rapid urbanization process in Nepal. Based on
observations of development in Nepal, sluggish migration to urban areas and slow
urbanization, the following research assumptions were formulated:
1. Migration and urbanization tend to be perceived as negative phenomena,
and the wrong approach to development;
2. Urban development can be an engine of growth and development;
3. The Government of Nepal has discouraged and restrained migration to
urban areas and left processes of urban migration and urbanization largely to
the spontaneous response of population movements and adjustments;
4. The low level of urbanization of Nepal is partly the result of sluggish
migration to urban centres;
5. Migration phenomena in Nepal compel us to revisit (a) the mode of
migration described by Lewis and by Fei and Ranis, according the Todaro
model of migration, according to which labourers migrate from the rural
labour-surplus market of the traditional subsistence economy to the modern
commercial sector in urban centres, which maintains equilibrium in the
supply and demand of labour in a situation of geographic differences; and (b)
the Todaro model of migration according to which rural labourers migrate to
urban areas expecting to find employment in the modern industrial and
services sectors and a higher income;
6. The absence of a comprehensive national human settlements policy,
particularly an urbanization policy, has prevented the promotion, facilitation
and management of migration and urbanization in Nepal;
7. Migration and urbanization are recognized in Nepal as contributors
to economic growth and overall development, but at a much lower importance
level than that accorded to them in the globalizing world.

Nature and trends of migration in Nepal
Permanent immigration to Nepal started with the expansion of the Hindu
civilization some 1,000 years ago, followed by a military conquest and migration
(Caplan, 1970:1). During the twelfth century, Brahmans and Rajputs (Chhetri), the
high caste and socially advantaged Hindu segment of the population, were
dislodged by the Muslims invading Western India and migrated to Western Nepal
(Bista, 1972:2). Unpublished pedigrees of Brahman and Chhetri families record
facts of short-distance migrations as a result of marriage and priesthood,
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institutions through which migrants were able to obtain housing and lands for
permanent settlement. A major migration influence in Nepal’s modern history was
an eighteenth-century royal order to collect revenue: trusted collectors were sent to
various centres, and were given a parcel of tax-free land as salary or remuneration,
in what was known as the birta system (Regmi, 1988).
A second wave of migration in Nepal took the form of emigration-people
leaving one environment, region or country to settle in another. It picked up during the
unification of Nepal, some 240 years ago. At that time, migrants tended to be
members of the royal dynasty, its priestly advisors and subordinate clans, or members
of two ethnic communities-Gurung and Magar (fighters also collectively known as
Gurkhas). The clans and the Gurkha were heavily involved in military services
(Bista, 1972). Two types of emigration were observed: permanent (among the ruling
class) and temporary (among the service class–military servicemen and ordinary civil
servants). After the establishment of Kathmandu as the capital of unified Nepal in
1768 and the unification of principalities, the business community got involved in the
process and migrated along with the ruling families and civil servants to the various
newly established administrative centres and petty-trade nodal points along major
trail routes. The majority of business migrants were from Bhaktapur, the third largest
town, followed by those from Lalitpur–at that time the largest town in the Kathmandu
Valley. This migration was permanent, and voluntary and driven by opportunities. It
is notable that the destinations were essentially towns and market centres–the lower
order centres in the hierarchy of cities and central places.
Emigration outside the country started after the Anglo-Nepalese war of
1814-1816, when the British India Government enlisted 3,000 Nepalese soldiers
from among the prisoners of war and founded the first Gurkha Battalion of the
British Indian Army. Some of the Nepalese army officers who strongly disagreed
with the 1816 Treaty of Sugauli joined the army of Punjab, a strong principality in
Western India. From that time onwards, serving foreign armies became a common
occupation for Nepalese, along with working in public and private sectors. The
high, regular pay and the provision of a pension attracted Nepalese hill people to
join the ranks of the British Indian Army, and gave them a prominent
socio-economic standing among the hill communities. Nepalese men continued to
join the British Indian Army, moving with their families to the settlements
established initially for the Gurkhas in the hilly areas of Northern India.
Thus began the temporary emigration of young males, particularly those from
the ethnic hill communities who had had the opportunity to find secure and
prestigious employment overseas after the Sipahi Mutiny of India in 1857. As a
reward for the generous assistance that Nepal had extended to the British Indian
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Government, a large number of ethnic community Nepalese from the hill and
mountainous zones were recruited into Gurkha regiments of the British Army.
Expansion of the British India regime and its contribution to industrial development
in India opened new opportunities for Nepalese migrants, particularly those from
upper caste communities who were not qualified for the army. This type of migration
was also motivated by the permanent nature of employment in service sectors that
usually offered high earning potential. All returnees, regardless of which type of
employment they had engaged in abroad, opted to settle in their places of origin,
where the rest of their family continued to live and work as rural farmers.
Nepalese nationals today serve in many countries as security guards. The
recruitment of Gurkhas continued after the independence of India in both the British
and Indian Armies. Opportunities to enrol in the British Army gradually declined and
began to trickle off in 1991. More people began searching for private sector jobs in
Australia, the European Union, India, Japan, Malaysia, Persian Gulf States, the
Republic of Korea and the United States of America, as population pressure on hill
resources increased and Maoist insurgency conflicts in rural Nepalese areas escalated.
Out-migration further increased when new opportunities in non-agricultural activities
failed to materialize in the spontaneously developed small market centres;
employment in a foreign country became even more attractive to rural citizens both
financially and psychologically.
Throughout history, the rural population had been stagnant in terms of
occupational mobility, although the location of settlements continually changed.
Depending on the land fertility, availability of water and common grazing lands,
collection of fodder and suitability of settlement, people-particularly those with
previous migration experience-frequently migrated again, both horizontally (within
the same ecological zone) and vertically (across different ecological zones).4 Hence, a
rural-to-rural migration took place spontaneously as people adjusted to the
environment and sought new opportunities while trying to avoid natural calamities
and conflicts. When it started, the destination of such migration was Assam (India),
reached through Burma5; after 1949 it was limited to the eastern part of India. This
process was further encouraged by spontaneous migration and planned rural
resettlement programmes in Nepal. The planned programmes were launched when
forest lands were gifted to migrants in the terai of the Rapti Valley, facilitated by the
malaria eradication programme in the 1950s. Those programmes, which continue
today on a small scale in the plains zone of far western Nepal, attracted rural migrants
to new rural settings. The destinations within the country itself appear more attractive
than those in India, and thus rural-to-rural migration has remained a dominant
phenomenon in Nepal (Tiwari, 1996).
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Table 1. Regional distribution of migration streams, 2001
Total migration

Rural-to-urban
migration

Urban-to-urban
migration

Migrants

MiPerMiPergrants centage grants centage

Rural-to-rural
migration

Urban-to-rural
migration

Region

Nepal

Percentage

2,926,849 100.0

Migrants

PerMiPercentage grants centage

746,285

25.5

81,335

2.8

1,997,847

68.2

101,382

3.5

Regional distribution
Eastern

718,911

24.6

132,285

18.4

9,537

1.3

553,930

77.1

23,159

3.2

Central

1,074,086

36.7

409,780

38.2

59,346

5.5

565,663

52.7

39,297

3.7

534,572

18.3

106,148

19.9

4,425

0.8

405,314

75.8

18,685

3.5

Western
Mid-western

268,965

9.2

36,587

13.6

2,456

0.9

220,025

81.8

9,897

3.7

Far-western

327,288

11.2

61,485

18.8

2,571

0.8

252,888

77.3

10,344

3.2

Ecological distribution
Mountain
Hill
Plains
Kathmandu
Valley

41,363

1.4

2,150

5.2

188

0.5

36,701

88.7

2,324

5.6

433,125

14.8

74,920

17.3

7,844

1.8

325,249

75.1

25,112

5.8

1,997,014

68.2

363,762

18.2

25,729

1.3

1,541,156

77.2

66,367

3.3

455,347

15.6

305,453

67.1

47,574

10.4

94,741

20.8

7,579

1.7

Given the internal migration trends worldwide, one would expect the
predominant form to be rural-to-urban followed by urban-to-urban, then
rural-to-rural and finally urban-to-rural. However, in Nepal rural-to-rural
migration alone constituted 68.2 per cent of total internal migration at 2001, while
the rural destination migration stream (combined rural-to-rural and urban-to-rural)
constituted 71.7 per cent of total internal migration (see table 1). This was
characterized by short- and long-distance inter-ecological patterns of migration in
which short-distance movements from higher to lower elevations (vertical
migration) were predominant, followed by horizontal (intra-ecological)
movements and, to a lesser extent, inter-district movements (Gurung, 1989).
Short-distance movements were mostly from the ridge and spur settlements (gaun)
in the hill or mountain ecological zones to farmlands within the zone but at a lower
elevation (bensi), which have since emerged as valley settlements or to the nearest
road (Tiwari, 1996). Long-distance migrants were predominantly from hilly and
mountainous areas, while their destinations were places in the terai (Gurung,
1984). Although no significantly higher opportunities were gained in
short-distance destinations, this type of migration prevails, confirming the friction
of distance in migration theory (Tiwari, 1996).
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Refuting the assumption that rural-to-urban migration would be the largest
phenomenon in a predominantly rural society like Nepal, rural-to-urban migrants
represented only 25.5 per cent of internal migration. Although urban-to-urban
migration is expected to follow rural-to-urban movements in the first phase of
urbanization and development, urban-to-urban migrants constituted only 2.8 per
cent of the total number of migrants. In terms of regional patterns, only the central
region has higher proportions of rural-to-urban and urban-to-urban migration
than those reflected nationally. Ecological patterns of migration follow those of
regional migration, showing a significantly higher share of rural-to-urban and
urban-to-urban migration in the Kathmandu Valley (see table 1). The regional
distribution of origin and destination of migration follows the general pattern of
the regional distribution of migration streams. However, in the latter case, the
percentage share is calculated across regions. The central region clearly
dominates in all migration streams, accounting for more than 50 per cent of
movements with urban origins and urban destinations. However, when viewed in
terms of ecological zones, the plains zone accounts for more than 50 per cent of
migration in all streams except urban destinations, where it represents just under
50 per cent (table 2).
Table 2. Regional distribution of origin and destination of migration, 2001
Rural origin
Region

Rural destination

Urban origin

Urban destination

Migrants

Percentage

Migrants

Percentage

Migrants

Percentage

Migrants

Percentage

2,744,132

100.0

2,099,229

100.0

182,717

100.0

827,620

100.0

Eastern

686,215

25.0

577,089

27.5

32,696

17.9

141,822

17.1

Central

975,443

35.5

604,962

28.8

98,643

54.0

469,426

56.7

Western

511,462

18.6

423,999

20.2

26,110

14.3

113,573

13.7

Mid-western

256,639

9.4

229,949

11.0

12,353

6.8

39,043

4.7

Far-western

314,373

11.5

263,232

12.5

12,915

7.1

64,056

7.7

38,851

1.4

39,025

1.9

2,512

1.4

2,338

0.3

Nepal

Regional distribution

Ecological distribution
Mountain
Hill
Plains
Kathmandu Valley

400,169

14.6

350,361

16.7

32,956

18.0

82,764

10.0

1,904,918

69.4

1,607,523

76.6

92,096

50.4

389,491

47.1

400,194

14.6

102,320

4.9

55,153

30.2

353,027

42.7
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Nature and trends of urbanization in Nepal
Urbanization over the past five decades in Nepal has been extremely slow.
In 2001, Nepal was ranked the fourth least urbanized country in the world, just
ahead of Rwanda, Bhutan and Burundi. The status of urban and rural populations
from 1952 to 2001 and thus urbanization trends for this period are shown in table
3. The urban population of Nepal increased from 2.9 per cent in 1952/1954 to
13.9 per cent in 2001. This share of urban population is substantially lower than
the world average of 55 per cent and the Asian average of 42.6 per cent; the
average urban population among countries of the South Asian Association for
Regional Cooperation (SAARC) is 22.8 per cent (UNDP, 2003).
Table 3. Status of urban and rural population in Nepal, 1952/1954 -2001
Region

Population as of census year
1952/1954

1961

1971

1981

1991

2001

Urban
Absolute
Percentage

238,275
2.9

336,222
3.6

461,938
4.0

956,721
6.4

1,695,719
9.2

3,227,897
13.9

Rural
Absolute
Percentage

8,018,350
97.1

9,076 ,774
96.4

11,139,045
96.0

14,066,188
93.6

16,795,378
90.8

19,923,544
86.1

Total
Absolute
Percentage

8,256,625
100.0

9,412,996
100.0

11,555,983
100.0

15,022,839
100.0

18,491,097
100.0

23,151,423
100.0

Sources: Central Bureau of Statistics, 1995 and 2003.

Over the past 50 years, the population growth rate in Nepal has been uneven.
It increased from 1.54 per cent per annum in 1952 to 2.66 per cent in the
1971-1981 inter-census period. The growth rate declined during 1981 and 1991,
and increased again during the 1991-2001 inter-census period. The growth rate of
the rural population has been declining since the 1971-1981 period, although total
rural population as such has not yet started declining. Urban growth rate patterns
have been similar with highs and lows. During the last inter-census period, i.e.
1991-2001, the annual growth rate observed stood at 6.65 per cent per annum.
However, urbanization in Nepal has not been a one-dimensional spatial
population growth phenomenon, as the total rural population is still increasing and
the take-off stage of urbanization has not been completed. Interestingly, the
growth rate at present remains below the linear and exponential growth trends (see
figure 1).
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Figure 1. Growth rate of urban, rural and total population in Nepal,
1952/1954 -2001
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Although the first two were designated in 1918, by 1953 there were still only 10
urban centres in Nepal. Now, with the most recent designation dating back to 1997,
there are 58 urban centres (known as municipalities). Basic criteria for defining a
municipality or urban area include the presence of a cluster of 10,000 inhabitants and
a well-developed market. Urban centres were designated in 12 different phases and
announced in 26 different issues of the Nepal Gazette, which provides them the status
of municipality. Generally, the older the urban centre, the larger its size, as the
correlation coefficient of population size and date of urban establishment is derived at
0.616. As their size, urban functions and level of revenue collection increase, they are
designated as sub-metropolitan and metropolitan centres.
At present, urban areas in Nepal spread across 3,276 km2 but cover only 2.2 per
cent of the total area of the country. The smallest urban area covers 5.6 km2 while the
largest spreads across 319.9 km2. The average size of an urban centre is 56.5 km2. The
mean population in urban centres in Nepal is 55,477. Densities in urban areas range
from 132 to 13,586 persons per km2, with 1,752 as the mean (see figure 2).
Another parameter for analysing urbanization is urban primacy, which focuses
on the degree of concentration of the population in one city. Primacy is normally
measured with the four-city index.6 In large countries such as India and China,
primacy does not exist, as no urban centre is exceptionally larger than the second,
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third and fourth largest cities. In Nepal, Kathmandu has been identified as the primate
city, with an index of 1.38.7 It is a high primacy index value that has been gradually
increasing: it was 1.03 in 1961, 1.04 in 1971, 1.05 in 1981 and 1.25 in 1991. Such a
trend was observed during the golden period of economic prosperity in Japan, with
the highest primacy recorded in 1960, as well as during the economic take-off of
Thailand, with the highest primacy of Bangkok observed in 1975. Bangkok reached a
maximum of 60 per cent of the total urban population, being 50 times bigger than the
second largest city, Chiang Mai.
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Figure 2. Urban population, urban area and number of urban centres in
Nepal, 1952/1954 -2001
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Regional pattern of urbanization
The regional development policy introduced in Nepal during the Fourth Plan
(1970-1975) adopted the urban-industrial growth pole model which, by default,
designated four cities as regional centres and 15 urban centres and market towns as
growth centres (Nepal, 1970). It also covered the three ecological zones of plains, hill
and mountain. Meanwhile, other growth centres formed during the natural course of
urbanization. The regional distribution of urbanization, however, has not followed the
general distribution of national population (see table 4). The central region, which has
just over one third of the total population, is actually home to almost half of the total
urban population, while the mid-western region, which has 13 per cent of the total
population, is home to only 7.2 per cent of the total urban population. The same two
regions deviate greatly from the national urban population proportion of 13.9 per
cent: the central region is the most urbanized, while the mid-west is the least
urbanized. At the same time, even the most urbanized region of Nepal, i.e. the central
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region (20.0 per cent urban population) is not only less urbanized than the Asian
average of 22.8 per cent, but it is also the least urbanized region of any country in
Asia, except for Bhutan and the Lao people’s Democratic Republic.
Table 4. Regional distribution of urban population
in relation to total population, 2001
Total population
Region
Population

Percentage

Number of
urban centres/
municipalities

Urban population
Percentage
Population
Total

Region

Eastern

5,344,476

23.09

14

624,610

19.4

11.5

Central

8,031,629

34.69

20

1,605,264

49.7

20.0

Western

4,571,013

19.74

12

520,844

16.1

11.4

Mid-western

3,012,975

13.01

6

231,375

7.2

7.7

Far-Western

2,191,330

9.47

6

245,804

7.6

11.2

23,151,423

100.0

58

3,227,897

100.0

13.9

Total

The urban primacy indices for the regions range from 0.47 for the mid-western
region to 0.92 for the far-western region, excluding the central region (1.84). There is
clearly no urban primacy situation on a regional basis in Nepal, except for the central
region, where the location of the national capital has created a strong regional urban
primacy (see table 5).
Table 5. Largest urban centre and urban primacy measured
by the four-city size index, 2001
Largest urban centre
Region
Name

Population (2001)

Four-city size
index

Eastern

Biratnagar

166,674

0.83

Central

Kathmandu

671,846

1.84

Western

Pokhara

156,312

0.92

Mid-western

Nepalgunj

57,535

0.47

Far-western

Mahendranagar

80,839

0.63

Nepal

Kathmandu

671,846

1.38

Given the unique physiography of the country, it is equally important to
analyze the distribution of urbanization in relation to ecological zones. In terms of
distribution by ecological zone, more than 50 per cent of the total population has
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settled in the plains (terai) zone, but the ecological distribution of urbanization is
highly concentrated in the Kathmandu Valley. The combined urban population
share (21 per cent) of the difficult mountainous and hilly zone is smaller than the
two zones’ combined 40-per-cent share of the total population (see table 6). The
plains zone, which has the majority of the total population, also reflects an almost
equivalent proportion of urban population. All regional headquarters, except
Kathmandu in the Kathmandu Valley, are located in the hill zone. However, the
largest cities of three regions (eastern, mid-western and far-western) are located in
the plains zone; only that of the western region is not.
Table 6. Ecological distribution of urban population
in relation to total population, 2001
Total population
Zone
Population

Urban population
Number of
urban
Percentage
Percentage centres/muni- Population
cipalities
Total
Region

Mountain

1,382,002

5.97

2

43,705

1.35

3.16

Hill

7,876,654

34.02

20

632,182

19.58

8.03

12,247,676

52.90

31

1,556,044

48.21

12.70

1,645,091

7.11

5

995,966

30.85

60.54

23,151,423

100.00

58

3,227,897

100.00

13.90

Plains
Kathmandu Valley
Total

An analysis of the urbanization at a lower-order level -the district- shows
that only 43 of 75 districts in Nepal are urbanized (having at least one urban
centre) while 32 districts have no urban centre. The urban population in 16
urbanized districts represents less than 10 per cent of the total district population.
In 9 districts the proportion is above 10 per cent but below the national average of
13.9 per cent, in 10 it is above the national average and below 20 per cent, in 5 it is
between 20 and 50 per cent, and the remaining 3 each house more than 50 per cent
of the district’s total population in urban settings (see table 7), including the
capital district, which has an urban population of 66 per cent. In terms of area size,
the 32 districts with no urban centre-exclusively rural districts-cover 50.3 per
cent of the total area of the country, all in mountainous or hilly zones. In these
districts, 21.3 per cent of the total district population is not served by any
convenient urban centre. By contrast, almost one third of the urbanization extends
through only three districts, which occupy a mere 1.7 per cent of the district areas
and house only 7.3 per cent of the total national population (see table 7).
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Table 7. Status of urbanization in relation to
district area and population, 2001
Status of
Number of
urbanization
districts
(percentage)
0
0-10.0

Total area

Total population

Urban population
Percentage

Area

Percentage

Population

Percentage

Population

32

73,972

50.3

4,926,844

21.3

0

0.0

Total

District
0.0

16

25,186

17.1

6,652,745

28.7

400,500

12.4

0.6

10.1-14.0

9

18,130

12.3

2,745,010

11.9

323,762

10.0

11.8

14.1-20.0

10

20,539

14.0

4,828,440

20.8

829,791

25.7

17.2

20.1-50.0

5

6,823

4.6

2,310,584

10.0

643,170

19.9

27.8

Above 50
Total

3

2,531

1.7

1,687,833

7.3

1,030,656

32.0

61.1

75

147,181

100.0

23,151,423

100.0

3,227,897

100.0

13.9

Migration-urbanization relationship
It can be assumed that the destinations of migration flows in developing
countries are urban areas as the process of development and urbanization tend to
go side-by-side. The previous section described a strong spontaneous
out-migration from rural areas in Nepal. However, the destination was not urban
areas, as would have been expected. This contradicted the Todaro model of
migration, according to which rural labourers migrate from rural villages to urban
centres, usually expecting to find a better-paid job in the modern sector. This
pattern also suggested that the modern urban sector in Nepal did not develop the
ability to attract the rural labour force and maintain the equilibrium in labour
supply and demand theorized by Lewis (1954) and Fei and Ranis (1961).
To analyse the migration pattern by district (observing the relationship among
such major variables as population, district size, migration streams, urban and rural
origin and destination of migration), a correlation coefficient among variables was
calculated (see table 8). From this analysis, it is clear that large districts have a
negative correlation with all migration typologies except that of urban origin of
migration. However, the relationship is weak and only a few correlations are
statistically significant. By contrast, the size of the population by district and
migration attributes (nature, typologies, origins and destinations) as well as the
migration attributes themselves have statistically significant positive correlations. The
only less significant correlations are those of temporary migration with various
migration attributes. However, it is clear that the migrant population has a significant
negative correlation with the size of the population of a district, which also has the
strongest correlation among the various migration attributes.
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Table 8. Correlation matrix of district-level migration situation
in Nepal, 2001
Rural- Urban- Rural- UrbanTempoNumtotototoUrban
Rural
Popu- In-mi- rary
Urban
Rural
ber of
urban urban rural
rural
destidestilation gration migraorigin
origin
urban
migra- migra- migra- migra
nation
nation
tion
centres
tion
tion
tion
tion
Area
Population

-0.358* -0.195

-0.223

-0.198

-0.242* -0.119

-0.156 0.186 -0.262* -0.204 -0.122 -0.252*

0.817* 0.320* 0.599* 0.512*

0.758* 0.594* 0.818* 0.654* 0.593* 0.759* 0.676*

Inmigration

0.272* 0.826* 0.697*

0.846* 0.655* 0.999* 0.833* 0.816* 0.846* 0.636*

Temporary
migration

0.178

Rural-tourban
migration
Urban-tourban
migration

0.093

0.285*

0.121 0.281* 0.124

0.169 0.281* 0.261*

0.947*

0.400* 0.313* 0.807* 0.916* 0.999* 0.400* 0.426*

0.228* 0.237* 0.667* 0.932* 0.958* 0.231*

0.34*

Rural-torural
migration

0.745* 0.864* 0.471* 0.382* 1.000* 0.623*

Urban-torural
migration

0.652* 0.574* 0.306* 0.766* 0.683*

Urban
origin
Urban
destination
Rural
origin
Rural
destination

0.807* 0.795* 0.864* 0.635*
0.922* 0.481* 0.528*
0383* 0.416*
0.633*

The 2001 Census showed that out of the 3,227,897 people making up the
total urban population, 2,257,392 (69.9 per cent) were born in the district they
were living, while the remaining 30.1 per cent were born elsewhere. As expected,
the majority of migrants from outside the district were from rural areas in other
districts (22.7 per cent), followed by those born in a foreign country (4.4 per cent)
and those who had migrated from urban centres in other districts (2.5 per cent).
The general migration trends and the migration attributes of urban population
have shown strong correlations between urban population and origin of birth and
origin of migration streams (see table 9). It is clear from this analysis that the larger the
urban centres, the larger the volume of migrant population from elsewhere.
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Table 9. Relationship between general migration trends and
migration attributes of urban population, 2001
Born in
or mi- Migrated Migrated Migrated PopulaTotal
tion
Native
grated
from
from
urban popula- from
from
absent
other
other
populaforeign
from
tion
the
district district country
tion
housesame
(rural) (urban)
holds
district
Area (km2)

0.035

Total urban population

0.038

0.030

0.065

1.000*

0.994*

0.983*

0.963*

0.870*

0.851*

0.993*

0.984*

0.966*

0.858*

0.854*

0.959*

0.951*

0.876*

0.833*

0.954*

0.814*

0.869*

0.775*

0.803*

Native population
Born in or migrated from
the same district

-0.052

Migrated from other
district (rural)

-0.033

Migrated from other
district (urban)

0.104

Migrated from foreign
country

0.674*

Note: * Correlation is significant at the 0.01 level (2-tailed).
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Figure 3. Level of in-migration and location of urban centres in Nepal
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The relationship between the above-mentioned migration and urbanization is
depicted in figure 3, which reflects a high level of in-migration in districts that
have urban areas. Except for four districts, all districts with very low migration
level have no urban centres. In other words, districts without urban centres tend to
be unattractive to in-migrants. The Kathmandu Valley and virtually all the terai
zone districts have high to very high levels of in-migration; there, more than 10 per
cent of the population are migrants. Most of the migration is short-distance and/or
rural-to-rural. Almost 3 million people migrated from their rural or urban places of
settlements during the last 10 years, while fewer than 1 million migrated to urban
areas. Since many of the district headquarters still have not qualified as
municipalities, migration to these district headquarters remains categorized as
rural-to-rural. Nevertheless, market centres in those districts have not succeeded in
attracting the rural population, even with economic incentives.

Discussion of results, causes and consequences
Urban development in Nepal remains a spontaneous process. The positive
aspects of cities and towns as engines of economic growth in the context of national
development have not been adequately appreciated by policymakers, planners,
academics and development partners. Rather, the general reaction of development
agents to a spatial approach to development is that Nepal is a predominantly rural
society, and that urbanization could drain resources from rural areas to urban
centres. In many instances, the populist emphasis on rural and agricultural
development as the only strategy has caused development agents to depict
urbanization as the wrong path to development, highlighting the negative aspects
of urbanity. Thus, due attention to urbanization has never been part of the planned
development of Nepal. The Preliminary Report on Regional Development Areas in
Nepal (Okada, 1970) and related documents, including the Regional Development
Planning for Nepal (Gurung, 1969) and the introduction of regional development
planning in Appendix III: Regional Development Planning of the Fourth Plan
(1970-1975) (Nepal, 1970) do not analyse urbanization nor do they highlight
urbanization policy matters. Such strategic documents did not show any clear
national urbanization or urban development policy until the Seventh Plan
(1985-1990), which introduced urbanization and habitation policy, including
regional development policy (Nepal, 1985).
The urbanization policy included in the Seventh Plan was actually
supplementary to a plan aimed at strengthening rural development. The policy
was not substantiated by any urbanization strategy, sector plan or action plan.
Thus, the questions of where and how to develop urban centres were not
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answered and urbanization was bound to develop spontaneously. The Eighth
Plan (1992-1997) did not formulate any urbanization policy separately either.
Rather, it incorporated urbanization policy issues under the regional policy
framework (only two points mentioned urbanization policy). These two points
outlined steps that should be taken to establish (a) urban centres along the
east-west highway and north-south corridors and (b) small-town development
to support rural development (Nepal, 1992). A housing and urban
development sector programme was prepared during the Eighth Plan, which
mentioned market-centre development in seven areas as well as the study of 29
district headquarters for the development of service centres.
Despite some discussions on initiatives to promote small and
medium-sized towns in Nepal, no workable urbanization policy was laid out
until the Ninth Plan (1997-2002). This Plan integrated urbanization policy into
regional policy, in a programme “to support market-oriented urban systems in
the course of regional development”. The plan also had sector activities and
presented some ideas on urban development, notably by preparing physical
plans for newly and soon-to-be designated urban centres (Nepal, 1997).
The Tenth Plan (2002-2007) includes a housing and urban development
sector plan (Nepal, 2003). However, like earlier plans, it has not specified any
systematic and comprehensive urbanization policy. It includes plans on urban
development, particularly preparation of the town plan, establishment of
infrastructure, urban services and others. Yet there is no national urbanization
policy as such, nor any urban migration policy to deal with or manage migrants
in urban areas.
This study demonstrates that population in Nepal is actually highly
mobile. Yet the proportion of migration to urban centres is smaller than
expected, which departs from the Lewis, Fei and Ranis, and Todaro models of
migration. It also departs from the European urbanization pattern, which was
characterized by equal numbers of migrants from rural areas and returnees
from abroad. In the first wave of the great European migration, the rural
population first migrated to large cities abroad and later settled in urban areas
in home countries (Bairoch and Goertz, 1986). Similarly, Nepalese people
migrated to India and other countries-usually to large cities. However,
regardless of the area they were from, rural areas were the main
return-migration destinations (Tiwari, 1996). Urban centres in Nepal are not
economically strong, since most are petty trading centres and do not fulfil the
manufacturing or basic functions of a urban centre.
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Unlike in many developing countries, such as the Philippines and Sri Lanka, the
migrant population in Nepal is generally not educated, skilled or even semi-skilled.
Those who migrated out in search of opportunities were searching for land-based
options; their destinations were the fertile plain areas in the south. The major
opportunities for those who temporarily migrated to urban areas were salaried jobs in
urban centres in Nepal, in the military and civil services in India, and in the military
service in the United Kingdom of Great Britain and Northern Ireland. Until recently,
most of those who had migrated abroad returned to their home villages or migrated to
new rural environments where the rest of their family lived. A breakthrough in this
trend has been observed as numerous returnee migrants have opted to settle down in
urban or market centres near their home villages. Migration from rural areas to district
headquarters and larger urban centres is also intensifying, partly because of the rising
number of conflicts in rural areas. This pattern remains to be confirmed, as most
conflict victims are well established in their home village and generally intend to
return when peace resumes.
In most cases, the four major facets of urbanization are commerce,
manufacturing, an occupational shift towards secondary and tertiary sectors and
the politics of nation-building (Fields, 1999). None of those facets developed in
Nepal as expected, but they are not completely absent. For example, there were
some commercial opportunities near the Indian rail-head in the border area of
Nepal, including some manufacturing establishments; there, urban centres have
developed reasonably well. These centres facilitate the export of primary products
such as rice, timber, jute and other products and the import of goods such as
ready-made garments and electronics. More than one third of urban centres in
Nepal currently function as break-of-bulk points, due to their proximity to the
Indian rail-head. Another group of urban centres are located within the terai
districts and directly linked to the border towns of the north-south corridor, up to
the nearby foothills, which are also break-of-bulk points for road transport. In the
central region, a cluster of urban centres has developed around Kathmandu, the
national capital.
Until recently, urban services were not attractive to rural populations.
Neither the national infrastructure nor the provision of economic and social
services were sufficient to encourage this population to migrate to urban centres.
Moreover, the lack of an appropriate national policy has left migration and
urbanization to unfold spontaneously. The resulting urbanization process is not
slower, but it ignores certain areas; for example, the transport network and other
basic infrastructure are deficient throughout the entire northern mountain zone
and most of the hill zone.
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Task ahead
The strongly significant correlations among population and migration
(particularly urban) attributes allow the author to conclude that migration, along
with economic development, has a significant impact on both general population
adjustment and urbanization. The discussion presented in this paper highlights the
need for migration and rapid urbanization to take place in Nepal in order to boost
the country’s economic development and facilitate population adjustment. Yet a
number of tasks remain.
First, the level of urbanization that would be most suitable for a country like
Nepal should be delineated. This must take into consideration that poorly
urbanized Nepal urgently requires the establishment and rapid expansion of urban
functions particularly in hilly and remote areas, a disintegrated primary
production-based economy and a decentralization of development benefits
through an integrated spatial development strategy.
Second, a comprehensive urbanization policy should be developed, taking
into account migration to urban areas. Examples of rural-to-urban migration and
general urban problems faced by other developing countries highlight the
importance of careful human-settlements planning in fostering equitable
distribution of income and opportunities as well as balanced growth and
development of all economic sectors, both in rural and urban areas. To this end, the
four distinct models of urbanization trends and policies in Japan, Malaysia and
Thailand can be reviewed. All are either developed or heading towards a high level
of development.
Third, in order to prepared for the expected massive influx of migrants to
urban centres a comprehensive national physical plan should be developed to
clearly define the basic functions of these centres as well as of groups of urban
settlements.
Fourth, sources of migrants in rural areas should be identified, in order to
meet the threshold population required for each urban centre in view of its new
functional perspective.
Fifth, the objectives of the national urbanization policy should be balanced
with environmental conservation.
The Republic of Korea presents a very high level of urbanization with large
cities, whereas Japan has a mix of large and small cities. Malaysia is moving
towards a moderate level of urbanization, avoiding a high level of primacy, while
Thailand shows a relatively low level of urbanization with a high level of primacy.
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Given its geographical attributes, Nepal could follow the Japanese pattern; given
its state of economy it could follow a combination of the Malaysian and Thai
urbanization patterns, i.e. avoiding a high level of primacy, maintaining a relatively
low level of urbanization, and basing that urbanization on services and agriculture.
Thus, it is important for the urbanization policy of Nepal to seriously
consider the scattered population distribution across the difficult-to-access hills
and mountainous terrains. It is almost impossible to provide basic services, such as
roads, to all villages, let alone to each household. Providing basic social and
economic services to populations residing in scattered households would be
tremendously expensive. Moreover, many services require a fairly large threshold
population-a threshold the thinly distributed population in the mountainous and
hilly ridges and spurs in Nepal cannot meet. To tackle these challenges and manage
further complications, a model based on small and medium-size human settlements
across the mountainous and hilly zones of Nepal, where small and large valleys
constitute ideal islands for the establishment of typical urban centres, seems to be
the best possible option for the country.
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Endnotes
1. This definition takes into account lifetime migrants.
2. A municipality is a generic term used for the lowest-level urban (towns and cities)
politico-administrative unit in Nepal and technically refers to metropolitan cities, sub-metropolitan
cities and municipalities.
3. A village development committee is the lowest level rural politico-development structure in Nepal.
4. For the purpose of studies and analyses of economic, social and political developments, Nepal is
divided into three distinct longitudinal geographical divisions : (a) the mountain zone in the north; (b)
the hill zone in the centre; and (c) the plains (or terai) zone in the south, besides the Kathmandu valley.
In literature, these zones are referred to as ecological zones or ecological belts.
5. Burma declared independence in 1948. By 1949, foreigners were not only prevented from
immigrating, they were forcefully expelled from that country. Thereafter the destinations were limited
to the eastern part of India, include present-day Assam, Arunachal Pradesh, Manipur, Meghalaya,
Mizoram, Nagaland and Tripura.
6. The four-city primacy index is computed by dividing the population of the largest city by a combined
population of the second, third and fourth largest cities in the country. If the calculated index value is 1
or more, the first city is considered a primate city; the higher the value, the higher the level of primacy.
7. The four-city primacy index for Nepal was calculated by dividing the population of the largest city
(Kathmandu) by the combined population of the second, third and fourth largest cities (Biratnagar +
Lalitpur + Pokhara): 671,846 / (166,674 + 162,991 + 156,312) = 1.38.
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Demographers’ Notebook

The Japanese Elderly
as a Social Safety Net
Despite the fact that multigenerational co-residence has been
deteriorating over the past few decades, the Japanese elderly are still
playing a vital role in providing financial support for their offspring
when the latter encounter economic difficulties.

By Naohiro Ogawa*
Unprecedented demographic transition
and changing economic growth performance
In the post-Second World War period, Japan’s fertility decline was not only
the earliest to occur but also the greatest in magnitude among all industrialized
nations. From 1947 to 1957, the total fertility rate (TFR) declined by more than 50
per cent from 4.54 to 2.04 children per woman. This 50 per cent reduction of
fertility over a 10-year period is a first in human history. In the 1960s, there were
* Director, Nihon University Population Research Institute, Tokyo, e-mail: ogawa@eco.nihon-u.ac.jp.
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only minor fluctuations around the replacement level of fertility (2.1), but
subsequent to the oil crisis of 1973, the TFR started to fall again, reaching 1.32 in
2006. These demographic developments have been causing a great amount of
concern in various spheres of contemporary Japanese society. For example, rapid
population ageing has already imposed serious financial pressures on the social
security system, and these pressures are expected to increase further in the coming
years. The Government of Japan has been increasingly concerned about this
problem in recent years and has tried to shift some of the costs of the social
security system back onto families.
As a consequence of these demographic transformations, the age structure
of the Japanese population has been shifting to a pronounced degree. The
proportion of those aged 65 and over increased from 5 per cent in 1950 to 20 per
cent in 2005, making Japan’s population the oldest national population in the
world. In addition, the size of Japan’s population began declining from the end of
2005.
What is the outlook of Japan’s population for the next few decades? A
projection based on the population-economic-social security model constructed
by the Nihon University Population Research Institute (NUPRI) shows that the
proportion of those aged 65 and over is expected to increase from 20 per cent in
2005 to 31 per cent in 2025, which suggests that Japan’s population is likely to
continue to be the world’s oldest national population for the next 20 years.
Japan’s postwar demographic transformations have been phenomenal, but
its economic growth has been equally spectacular. At the end of the Second World
War, the Japanese economy was severely damaged, but its productive capacity
had recovered to the pre-war level by the end of the 1950s. During the 1960s,
Japan’s real gross domestic product (GDP) grew at a phenomenal rate of about 11
per cent per annum. Along with such rapid economic growth, the social security
system was established and expanded remarkably in the early 1960s. In 1961,
universal pension and medical care schemes were instituted.
Subsequent to the oil crisis of 1973, Japanese economic growth
performance lost the impressive momemtum of the 1960s. In the mid-1980s,
however, the Japanese economy entered a bubble phase. The investment boom
abruptly ended in the second half of 1990, and a number of leading banks and
other financial institutions went into bankruptcy. Government tax revenues
dropped dramatically and government debts accumulated at an alarming rate.
Some economists call the 1990s “Japan’s lost decade”. Only after early 2002 did
the economy finally enter a period of slow but steady growth that has persisted
until the present time.
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In the face of those economic ups and downs, the amount of social security
benefits paid out increased continuously from 5 to 24 per cent between 1961 and
2005, owing mainly to population ageing and the maturity of old-age pension
schemes.

Declining co-residence and abrupt normative shifts
Although Japan’s current demographic and economic situations are similar
in many ways to those of other industrialized countries, family organization is a
vital factor that sets Japan apart from the rest of the developed countries. Unlike in
Western European countries, multigenerational households are still fairly common
in Japan. The Government of Japan views the persistence of co-resident
households as a latent asset that can be tapped to offset the adverse effects of
population ageing. However, the proportion of the elderly aged 65 and over living
with their married children declined from 87 per cent in 1960 to 47 per cent in
2005. Another piece of evidence demonstrating the downward trend of
multigenerational households is the decline in the proportion of newly married
couples who co-reside with parents. Between 1955 and 2002, the proportion of
newly married couples with such living arrangements fell from 64 to 29 per cent. If
these trends in co-residence persist in the years to come, the Government’s view of
the co-resident household as a latent asset will prove to be illusory.
In addition to these household structural changes, the norms of
intergenerational family support have been shifting to a considerable extent, as
documented by time-series data, gathered in a series of nationwide surveys
concerning fertility and family planning, which have been carried out every other
year since 1950 by the Mainichi Shimbun newspaper. Since the first round of the
survey, with the exception of a few rounds, a question regarding the dependence on
children for old-age security has been asked to married women of reproductive age
who had at least one child. The precoded responses are as follows: (a) “expect to
depend”, (b) “do not expect” and (c) “never thought about it”. Almost two thirds
of Japanese married women in 1950 expressed an expectation to depend on their
own children for old-age security, while in 2004 only 11 per cent intended to do so.
Furthermore, since 1963, a question about the attitude of wives towards taking care
of their aged parents has been asked in the successive rounds of the Mainichi
Shimbun surveys. The precoded response categories are as follows: (a) “good
custom”, (b) “natural duty as children”, (c) “unavoidable due to inadequacy of
public support resources” and (d) “not a good custom”. The proportion of
respondents who felt that providing care for elderly parents was either a good
custom or a natural duty had been, by and large, stable over the period 1963-1986.
From 1986 to 1988, however, the percentage distribution changed dramatically,
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and the declining trend is still under way. The timing of this abrupt change in
married women’s attitudes towards their elderly parents coincided with a host of
changes in public policies with regard to the provision of long-term care for frail
elderly persons, namely transferring responsibilities from government to families.

A new analytical approach to population ageing:
national transfer accounts
Those demographic and socio-economic transformations in postwar Japan
have been affecting the pattern and mode of intergenerational transfers over time.
To analyse these changes, an international collaborative research project headed by
Andrew Mason and Ronald Lee has been conducted, with a major goal of
developing the National Transfer Accounts (NTAs), which is a system for
measuring economic flows across age groups. The NTA system provides a
comprehensive framework for estimating consumption, production and resource
reallocations by age. The accounts are constructed so as to be consistent with and
complementary to the National Income and Product Accounts system.
NTA, which measures intergenerational flows for a certain period of time
(usually a calendar or fiscal year), is governed by the following relationship:

y l + r ( K + M ) + t g+ + t +f = C + I K + I M + t g- + t -f

(1)

where yl = labour income; rK = returns to capital; rM = returns to land and
credit; t g+ = transfer inflows from the public sector; t +f = transfer inflows from
the private sector; C = consumption; IK = investment in capital; IM = investment in
credit and land; t g- = transfer outflows to the Government; t -f = transfer outflows
to the private sector.
Furthermore, the lifecycle deficit, which is the difference between
consumption and production, is matched by age reallocations consisting of
reallocations through assets and net transfers as expressed below:
C
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For illustrative purposes, these mathematical relationships are depicted in
figure 1.1
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Figure 1. Per capita total reallocations in Japan, 2004: lifecycle deficits
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The impact of population ageing
upon public and familial transfers in Japan, 1984-2004
Figure 2 compares the changing pattern of three reallocation components of
the lifecycle deficits in Japan from 1984 to 2004. The components include
reallocations through assets, public transfers and private transfers, measured on an
annual basis. Panel A illustrates the annual reallocation of the lifecycle deficits
observed in 1984, Panel B in 1994 and Panel C in 2004.
A brief glance at these panels reveals the following points of interest. First, the
nominal values of these three components increased substantially over the period
1984-1994 as a consequence of the bubble economy (1986-1990). By contrast, the
corresponding values for the subsequent 10-year period (1994-2004) changed to a
less pronounced degree owing to the influence of “Japan’s lost decade”.
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Figure 2. Changing pattern of three components of reallocation of
lifecycle deficits, adjusted to the total population
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Figure 2. (Continued)
Panel C: 2004
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Second, the composition of transfers to the elderly population changed
dramatically over the 20-year period. As can be easily seen by comparing the three
panels of figure 2, the amount of net public transfers to the elderly population
increased significantly. Similarly, the amount of asset-based reallocations grew
considerably over time. By contrast, the relative importance of familial transfers
from the young to the elderly declined to an appreciable extent. These results seem
to indicate that the Japanese elderly have been increasingly dependent upon public
transfers (predominantly old-age pensions and medical care services) and
asset-based reallocations in supporting their retirement life.
Third, and more importantly, as marked by two circles in figure 2 (one in
Panel B and the other in Panel C), the amount of net familial transfers to the
relatively young elderly persons (roughly in their 60s and early 70s) was negative
in both 1994 and 2004, implying that the amount of financial assistance the
relatively young elderly persons provided to their adult children and/or
grandchildren exceeded monetary assistance from the latter to the former. It is also
worth noting that the amount of such negative net familial transfers from the
relatively young elderly to other age groups rose during the period of Japan’s lost
decade, in which the unemployment rate remained at a very high level by Japanese
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standards (ranging from 4 to 5 per cent) whereas labour income hardly grew in both
nominal and real terms. The data displayed in figure 3 further substantiates the
validity of this interpretation: all age groups received positive net intra-household
transfers from the age group 60-74.
Figure 3. Net per capita intra-household net transfers by age group, 2004
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Moreover, according to a nation-wide survey undertaken by the Nihon
University Population Research Institute in April 2007, the proportion of the
survey respondents in their 40s who had received financial assistance from their
parents over the previous 12 months was approximately 50 per cent higher than
that of those who had provided their parents with financial assistance. These results
suggest that, despite the fact that multigenerational co-residence has been
deteriorating over the past few decades, the Japanese elderly are still playing a vital
role in providing financial support for their offspring when the latter encounter
economic difficulties. Although older persons in Japan are often considered
liabilities for the country, they are actually playing a key role as a safety net. For
this reason, they should be considered latent assets in contemporary Japanese
society.
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Endnote
1. A fuller explanation of the basic NTA concept, the crucial computational assumptions utilized and
the definitions of other key variables are available on the NTA home page http://www.ntaaccounts.org.
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