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Handout for Week 17 Lecture on Mortality and Fertility in Less-Developed Countries

MORTALITY

Data, patterns and trends

Overhead: Extract from Table 2.14 on p88 of World Bank. 1997. 1997 World Development Indicators. Washington D.C.: World Bank.

Overheads: Figures 2.6 and 2.7 from Gray, A. (ed.) 1993. [pp17-18].

The overheads show (trends in) the differences between the mortality rates of less-developed and more-developed countries, and also highlight the variations between regions/between different less-developed countries. (Phillips, 1990, notes that the mortality patterns in less-developed countries are ‘surprisingly’ heterogeneous). Note the emphasis on age-specific rates and life expectancies; the crude death rate is a particularly problematic measure of mortality in this context, since even if age-specific mortality rates are constant it can vary because of changes in age structure.

Explaining change and the persistence of differences
Mortality decline can be seen to be the result of improved nutrition and health care, and the eradication of infectious diseases. Increases in life expectancies in the mid 20th century can also be seen to be due both to economic development and improvements in infrastructure and also to immunisation against infectious diseases and public health measures [Note the existence of the World Health Organization {WHO}]. (Findlay and Findlay, 1987; c.f. historical mortality in Britain). Jones (1990) also notes the dichotomy of development and medical/public health change.

Findlay and Findlay suggest that the lack of convergence of life expectancies in less-developed countries with those in Europe/America reflects the following:

· Poverty

· Malnutrition

· Inequalities in medical provision

· Lack of a low risk environment (lack of sewerage; polluted water)

· Lack of education in relation to health care for children

Jones comments more specifically that a high rate of infant mortality prevents convergence. He also notes that urban/rural differences in health provision, and rural poverty, lead to significant class-related differences in infant mortality: for example, he reports that the magnitude of the variation across classes of the infant mortality rate in Costa Rica is about a factor of 5, compared with a factor of 2 for the UK. Livi-Bacci (1992) notes further that reducing infant and child mortality would diminish inequalities between less-developed countries, lead to health improvements at a crucial age (and might stimulate fertility decline?)

In some parts of Africa AIDS-related mortality has grown to be of considerable significance, and Livi-Bacci (1992) notes the ongoing significance of infectious diseases.

Ways forward?

Livi-Bacci (1992) notes that an initial leap forward in mortality decline achieved via cheap, large-scale medical intervention (e.g. effective forms of intervention such as rehydration in the case of diarrhoea) can slow to a crawl later on, especially if sophisticated (Western) technology and hospitals are prioritised over simple, effective technology and widespread community participation. Jones notes that the cost of vaccination programmes can be problematic. In many ways, ‘West is not best’, since, for example, the West can be blamed for the increased bottle-feeding of babies, the actions of drug companies, and the actions of tobacco companies. Phillips (1990) makes the point, that the ‘epidemiological transition’, while it is associated with lower mortality rates, has implications for the nature of health care provision in less-developed countries, as the balance of sources of mortality and health problems shifts towards a ‘Western’ pattern.

Findlay and Findlay note the importance of maternal education for the level of infant mortality, and Jones notes that rising female status/autonomy reduces mortality. (This issue is discussed in more detail by Caldwell and Caldwell in Federici et al., 1993; it is useful to identify that women’s education and autonomy are important, but it is more difficult to identify why this is the case and to provide an appropriate policy response). Livi-Bacci notes that women’s roles in the contexts of child-rearing, hygiene and food preparation are important. The WHO emphasis on promoting local community-based health provision is also important.

Jones observes that AIDS is increasingly empirically important in Central Africa and needs to be combated by changing lifestyles. (See also Caldwell, J., Caldwell, P. and Quiggin, P. 1989). Caldwell (1990) suggests that social, cultural (including ethnic) and behavioural factors are of greater significance in terms of mortality than a ‘conventional’ focus on economic, medical/public health and nutritional factors allows for. This is a rather different picture than the one that we built up of the mortality decline in Britain!

Livi-Bacci (1992) notes that the range of factors underpinning mortality often operate in combination. Consequently the ways forward also need to be diverse: vaccination, environmental change, better hygiene, disinfestation (with regard to malaria), supplements to diet, changes in breast-feeding behaviour. Livi-Bacci stresses the need for material resources and technical knowledge and changes in collective/individual awareness brought about via education and development. Without equality of distribution and an appropriate level of awareness money in itself is of little value.

Caldwell (1986) studied instances of (relatively) low mortality in less-developed countries, i.e. cases such as Sri Lanka, Kerala (India), Costa Rica, and China. He concluded that:

· Low mortality is possible in poor countries by devoting high proportions of national income to education and health (including food subsidies).

· There is a need for a social consensus as to the value of educational and health goals, and a political will to implement appropriate policies.

· There is a need for ideological commitment to gender equality to generate female autonomy and to underpin female education on a par with male education.

· Mortality decline “will not come as an unplanned spin-off of economic growth” and “much international advice on maximising the rate of economic development may minimise mortality decline”.

· If individuals are allowed to use the market in relation to health care, then (a) money may be spent on something quite different, and (b) there is a problem of patriarchal control of family expenditure, which may prevent other members of households getting what they need. Government intervention is therefore preferable.

· See also Kuhn (2010) for a follow-up to Caldwell’s article.

FERTILITY

Patterns and determinants of change

McNicoll (1992) notes that average fertility in the ‘Third World’ declined from about 6 children per woman in the 1960s to about 4 in the 1980s. [Data on the fertility patterns and trends of various less-developed countries are available from the World Fertility Survey (WFS: 1972 onwards) and, for later periods, from the DHS programme (Demographic and Health Surveys). Additional information is available from other sources, notably the Bangladeshi field research station, Matlab].

There are strong parallels in this context with the ideas that came up in the British fertility decline topic last term. Changes relating to proximate determinants (e.g. contraception, age at marriage, etc.) are ‘caused’ by underlying changes such as: industrialisation; urbanisation; education; secularisation; modernisation (the breakdown of traditional society).

A proximate determinants model devised by Bongaarts can be used to show that the decline in fertility in Thailand between the 1960s and mid 1980s was largely due to contraception and induced abortion (see McNicoll, 1992). However, the balance of the proximate determinants in terms of their influence on fertility levels varies between countries!

McNicoll (1992) comments that during the 1960s to 1980s period the level of homogeneity of the demographic situations of ‘Third World’ countries declined. He notes the following regional variations (listed roughly in order of extent of fertility decline):

· Latin America: A 40% decline in fertility occurred from the 1960s to early 1990s (Due to: household survival strategies? Family planning programmes? The activities of health practitioners?)

· East/South-East Asia: Here the ‘Demographic Transition’ is far-advanced, as is economic growth (with the fertility decline being due to: Government effort? Rising incomes? Effective family planning programmes? Cultural patterns/change?)

· South Asia: The decline in fertility is sluggish and heterogeneous between/within countries (The heterogeneity reflects variations in: Female autonomy? Economic performance? Government effectiveness?)

· West Asia/North Africa: Total Fertility Rates are still high

· Sub-Saharan Africa: Here there is least evidence of a decline (but is this due to lack of economic growth or to distinctive belief systems?)

[See also the Boserup handout, which documents regional variations in patterns and trends in combination with a consideration of the relevance of national levels of technological development].

McNicoll (1992) suggests that the key exemplars of varying patterns of fertility change in less-developed countries include: China, India, Bangladesh, Brazil, Thailand and Indonesia. He has more recently suggested that there is a value in comparing pairs of countries with apparent similarities but which belong to regions, e.g. East Asia and sub-Saharan Africa, with different demographic trajectories.
Demographic Transition Theory:

The process of fertility change in less-developed countries is often referred to as the ‘fertility transition’ (McNicoll, 1992); the broader idea of ‘demographic transition’ dates back to Kingsley Davis and Frank Notestein in 1945 (see Szreter, 1993). However, the persistence of the idea is problematic, among other reasons because the idea is associated with a dated methodology (orientated towards finding general laws as opposed to identifying a complex specificity).

In addition, ‘Demographic Transition Theory’ is often viewed as an offshoot of ‘modernisation theory’ and is thus seen as problematic (since ‘modernisation theory’ has been severely criticised in the development literature; see McNicoll, 1992).

Many writers (e.g. Hirschman and Guest, 1990) argue that ‘Demographic Transition Theory is only satisfactory in a very crude sense, with authors such as Hirschman (1994) noting the problem of the diversity of fertility declines and discussing the possibility of a theoretical framework to accommodate this diversity.

Cleland and Wilson (1987) note that classical transition theory viewed declining mortality (especially infant mortality) as important, but this can be seen empirically not to have been the case in the European fertility transitions.

In terms of theory more broadly, McNicoll (1992) notes that the ideas of Becker, Easterlin, and Caldwell feature prominently in many discussions of fertility trends in less-developed countries; input from a feminist perspective has been less visible [until recently?]

Dimensions of explanation

Pollak and Watkins (1993) make a theoretical comparison of cultural and economic approaches to explaining fertility. More specifically, Knodel (1977), in a comparison of modern Asia and historical Europe, focuses on the spread of innovative behaviour/diffusion of the idea of family limitation rather than on fertility change simply as a response to socio-economic development.

While Fricke (1990) provides support for the explanatory relevance of Caldwell’s theory of wealth flows (which says that in stable high fertility societies, the flow is from younger to older generations, but that in low fertility societies, the flow is from older to younger generations), Cleland and Wilson (1987) suggest (with reference to the World Fertility Survey and Wrigley and Schofield’s analysis for England) the need for a shift of emphasis away from the ‘demand for children’ approach of authors such as Becker. They note the empirical unimportance of change in the demand for children (citing relevant evidence for Asia and Latin America, though not for Africa).

Cleland and Wilson argue that ideational rather than structural, economic change is central to the fertility transition, and that attitudes to birth control are crucial. They note the importance of ‘culture’ as a factor influencing reproductive behaviour, specifically education/cultural affiliation. In general they suggest that analysts should use all of Coale’s three pre-conditions for fertility decline: not just the incentive part (like demand theory does), but also the conscience part (in relation to the diffusion of innovative behaviour, and to education shifting attitudes until they are more secular and rational).

Another explanatory approach, though one that is criticised by Fricke (1990), is Turke’s (sociobiological) approach (Turke, 1989):

Human beings are conditioned to strive for ‘success’

+ The breakdown of extended kin networks focuses child-related costs on parents

> Parents minimise the number of children that they have to maximise both their own chances of ‘success’ and to concentrate their resources on a small number of children to increase the children’s chances of success.

Specific regions I: South-East and East Asia

Leete (1987) compares E/SE Asia with Europe, and notes that the decline in fertility in E/SE Asia has been very rapid and has overtaken Europe in places, with fertility dropping to well below replacement level. Rapid fertility decline is seen as due to rapid socio-economic development, facilitated in places by the provision of contraception and liberal abortion provisions. For example, Japan’s early fertility decline in the 1950s was largely achieved through abortion. However, Cleland and Wilson (1987) suggest that the rapidity of change in SE Asia defies the socio-economic development perspective on fertility decline.

Hirschman and Guest (1990) suggest that the timing of the onset of fertility decline, and its pace, depend on changes in social and economic institutions, plus the diffusion of ideology, plus the means of birth control. They note that in South-East Asia (in the 1970s) changes in marriage patterns (delayed marriage) were only of minor importance. Instead marital fertility was crucial, with contraception used for postponing and stopping fertility.

Hirschman and Guest note the existence of variations between countries. In the Philippines and Indonesia, the fertility decline was led by modern segments of the population (especially well-educated women), whereas in Malaysia and Thailand, the decline was greater for less-educated women with higher initial fertility. From Hirschman and Guest’s perspective, support for the modernisation/diffusion interpretation of the fertility decline is provided by the sharpest decline being in areas “affected by modernisation and exchange with core areas”.

Ogawa and Retherford (1993) comment on a further decline in Japan between 1973 and 1992: concern about this within Japan suggests a perceived need for a pro-natalist policy. The decline is seen as reflecting delayed marriage, women’s rising educational attainment, rising female wages/women’s work, and changes in values.

Specific regions II: (sub-Saharan) Africa

The demography of less-developed countries in Africa reflects some distinctive cultural and behavioural phenomena (e.g. Caldwell and Caldwell, 1977, examine the role of marital sexual abstinence in determining fertility, focusing on the Yoruba in Nigeria).

More generally Caldwell and Caldwell (1987) note the high/stable level of fertility in sub-Saharan Africa, tied to cultural systems (and religious beliefs) that place a high value on high marital fertility. They note that the weakness of the conjugal link means that men don’t feel the burden of the children that they father and that women are ultimately dependent on their children. They also observe signs of destabilization, and suggest that a change to a more secular society is the only way that low fertility will be hastened.

Sanko’s (1994) consideration of sub-Saharan Africa also places an emphasis on culture, and notes a high demand for children, with no sign of this diminishing. She suggests that to achieve a decline in fertility increased female education is needed, so that women can participate more in the labour force. She reflects on whether moves towards a fertility decline in Zimbabwe, Botswana and Kenya constitute the beginning of a general movement towards fertility decline. These movements appear to be the result of contraceptive usage, female education and declining child mortality, but may be partly an artefact of the measurement process. Her conclusion is that it would be premature to see these as heralding the demographic transition in sub-Saharan Africa.
Bongaarts (2008) notes that, at the tail end of the 20th Century, fertility decline was typically occurring at a significant pace in ‘developing countries’, but that the decline had stalled in many of the countries in sub-Saharan Africa. See Romaniuk (2011) for a case study of the persistence of high fertility in the Democratic Republic of the Congo.
RECENT ISSUES AND PUBLICATIONS

Wilson (2001) assesses the extent to which changes in mortality and fertility have led to the convergence of demographic patterns around the world. In a later paper (Wilson 2011), he identifies five distinct regional histories for mortality, and three for fertility, suggesting that global convergence has moved more rapidly and unambiguously in fertility than in mortality. Edwards (2011) notes the importance for contemporary world inequality in length of life of between-country inequalities in adult mortality, which have not diminished like infant mortality differences have, and have, in particular, been growing for developed countries.

HIV/AIDS is obviously a key issue in examining contemporary mortality at the global level. Caldwell (2000) suggests that the African AIDS epidemic is in part a reflection of political leaders at the national level failing to respond appropriately to the issue. Feeney (2001) notes that in the countries most severely affected by HIV/AIDS, deficiencies in national statistics make it difficult to gauge the demographic impact of the epidemic, but quotes a report showing that 25% of adults in Zimbabwe are living with HIV/AIDS, and reflects upon the social and economic consequences of the epidemic. (See also Anon. [United Nations], 1998).

Shell (1999) contains a well-documented assessment of the demographic, social and economic impact of AIDS in Southern Africa. His paper indicates that the turning point in terms of life expectancy in South Africa (specifically) was in 1992, and he quotes projections suggesting that during the 1990-2000 period in South Africa life expectancy (which had steadily increased in the late 1980s) dropped from 63 to 56.5, the child mortality rate rose from 67 per 1,000 to 91 per 1,000, and the chance of a 15-year old dying by age 60 rose from 27 per 1,000 to 40 per 1,000.

Soares (2007) highlights the difference in global trends in mortality between the three decades before 1990 and the period from 1990 onwards, which reflects the impact of HIV/AIDS. His findings suggest that increases in life expectancy between 1960 and 2000 (which between 1960 and 1990 related to current levels of life expectancy in a fairly consistent way#) were largely independent of improvements in income, whereas public health infrastructure, immunization, targeted programs, and the spread of less palpable forms of knowledge all seem to have been important factors. The balance of importance of the new technologies incorporated in medical equiqment and drugs and other factors such as schooling and the provision of public health goods appears to vary in relation to the degree of poverty of less developed countries.

# Specifically, increases were greater at intermediate levels of life expectancy than at higher or lower levels (in terms of the distribution of levels across countries).

Riley (2005) points out that using the health transition in England and Wales as a point of reference for understanding transitions in other countries may be problematic given that the transition in England and Wales was atypically slow. Countries that began health transitions relatively late made gains at a faster pace, and such faster gains are usually associated with the dissemination of Western medicine. However, Riley comments that rapid gains occurred in many countries during the period 1920–50, largely before the availability of antibiotics or modern vaccines. Furthermore, while especially rapid gains came in the years immediately after World War II in countries where the leading causes of death were communicable diseases that could be managed with antibiotics, such gains also occurred in countries where the leading causes of death were, instead, degenerative organ diseases.
Bryant (2007) assesses the relative importance of socio-economic theories of fertility decline, which focus on changes in social and economic conditions and ‘diffusionist’ theories which focus on new techniques for, or new ideas about the desirability of, limiting fertility. He concludes that socio-economic theories are more consistent with the empirical evidence than has often been suggested.
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