The International Conference on Population and
Development in Cairo, 1994 (ICPD), heralded a
new erain global population and development
initiatives. All countries present accepted that
population concerns are central to sustainable
development strategies (see Regional Overview
and Global Trends). They recognised that rapid
population growth helps to perpetuate poverty (see
Jobs, Income and Poverty).

ICPD dispensed with the concept of “population
control” and replaced it with the more constructive
concept of “free choice in access to reproductive
health care” (see Quality and Choice and The
Human Right to Family Planning).

J T ey T e L
Countries which invest in education, health and family planning
perform best economically

ICPD also drew more attention to the importance
of education for women and girls, and the
importance of improving infant and child health
and reducing infant and maternal mortality (see
Education, Health and Gender, Development
and Fertility). Governments participating in ICPD
agreed to increase annual spending on population
and related programmes to US$17 billion ayear by
2000, with a further increase to US$22 billion a

Why Are Population
Issues Important?

year by 2015. One third of this would come from
more developed countries (see Financing Family
Planning, Policies and Programmes and NGOs
and the Private Sector).

The population of less developed countries as a
whole is growing by 1.7% per year, while their
urban populations are increasing at 3% per annum
(see Migration). The need to feed greater numbers
is placing increasing pressure on the environment
and natural resources (see Land, Food and Water
and Environment).

Policy makersin both more and less devel oped

countries need to support the implementation of

ICPD (see How Policy Makers Can Help). The

conseguences of any shortfallsin funding and

support for population activities would include:
= Deteriorating reproductive health

services

More unwanted pregnancies

Poorer access to contraception

More abortions

More deaths and injuries from

pregnancy

= More deaths of young children

= Pressure on education, health care,
housing, water and sanitation

The agreed investment of US$17 billion each year
isless than one week of world expenditure on

armaments. The conseguences of not making this
investment would be felt for generations to come.

Unfpa, 1997, coming Up Short, New Y ork



The major sources of officia development
assistance (ODA) are the European Community,
Japan, and the United States. Australia and New
Zedland also are important donors, especiadly in
the Pecific region. They assist severa of the
world's poorest countries, for which ODA
comprises virtually the only source of external
funding.

The largest recipient of Austradian ODA,
administered by AusAID, is the South Pacific,
which receives approximately 31 % of the total
Australian ODA. This comprises 22% to Papua
New Guinea and 9% to other Pacific Island
nations. The East and Southeast Asian region
receives 25% of Australia’s ODA.

In 1996-97 the ratio of Australias ODA to the
country's gross domestic product (GDP) was 0.3%
compared with 0.5% in 1983-84. In contrast, all
the Scandinavian countries had ratios around 1% in
the early 1990s.

Australia's budget for ODA is expected to be
A$1430 million in 1997-98, representing a decline
of 3.2% in real terms over expenditure in 1996-97.
This, in turn, represented a decline of 9.7% in real
terms compared with 1995-96 expenditure.

In 1995-96 7.3% of Australia's ODA was spent on
population and health, as part of the four-year
initiative for 1993-97. In 1997-98 total Austraian
ODA expenditure on population and health is
estimated to be A$130 million. Of this, support for
reproductive hedth and family planning is
expected to be maintained at previous levels,
around A$37 million. Most will be directed
towards activities which provide women and men
in developing countries with improved access to

How Policy Makers Can

Help

voluntary, safe and affordable family planning
options. Expenditure on HIV/AIDS prevention is
expected to be A$14.5 million in 1997-98.

Australian and New Zealand parliamentarians can
put pressure on their governments to allocate
additional resources to reproductive health and
family planning. The Austraian All-Party
Parliamentary Group on Population and
Development was established in 1994 and the New
Zedand Parliamentarians Group on Population and
Development in 1997. Both are linked with the
Asian Forum of Parliamentarians on Population
and Development, with Parliamentarians for
Global Action and with the United Kingdom's All-
Party Group on Population, Development and
Reproductive Health.

Policy-makers can help to mobilise political
commitment to reproductive heath and family
planning by:

= Caling for increased funds for reproductive
health.

= Tabling parliamentary questions

= Drawing attention to population matters in
reports on development, health, gender and
the environment, such as Austraias
independent inquiry report into Population
and Economic Development, commissioned
by the Australian Government, 1994

= Ensuring that reproductive health concerns
are incorporated into development, health,
gender and environment programmes

= Supporting government contributions to
multilateral agencies in the population field,
such as United Nations Population Fund
(UNFPA) and the World Health Organisation
(WHO)

= Ensuring that action is taken to implement the
recommendations of international meetings
such as the International Conference on
Population and Development, Cairo, 1994
(ICPD)

= Contributing to development debates and
ensuring that population-related matters are
not neglected.

= Advocating training in population awareness
in the public service and non-governmental
organisations (NGOSs)

= Supporting the training of overseas personnel



Help

= Encouraging a dialogue on population
guestions  with  developing  country
governments
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Population assistance can be directed through
government channels, the United Nations system
or NGOs. Increasingly NGOs are becoming the
preferred intermediaries through which to channel
funds from developed country governments. NGOs
enjoy greater freedom from bureaucracy, which
allows them to act faster in emergencies. Their
programmes can be more flexible, more responsive
to community needs and often more cost-effective.
NGOs in developing countries are important to
build up local initiatives and advocate change.
They raise funds directly from international and
local sources, often working in partnership with
their international associates.

NGOs have played an important role in
implementing family planning and reproductive
health programmes. In regions where governments
are less active in family planning and reproductive
health care, donors find it appropriate to disburse
aid through NGOs. Private charitable foundations
such as Rockefeller, Ford and others have been a
significant source of aid for family planning
programmes. In 1994 such sources provided $117
million, accounting for nearly ten per cent of total
global commitments for population assistance.
Between 1985 and 1994 the amount of global
funds being channelled through NGOs ranged
between 27% (1985, 1991) and 43% (1994).

In many countries NGOs have created public
acceptance and political support and opened the
way for governments to act. NGOs are usually the
first to offer low cost or free family planning
services. In many Pacific states, as in many other

NGOs and the Private
Sector

parts of the world, NGOs established family
planning services well before government
programmes began.

The International Planned Parenthood Federation
(IPPF) was instrumental in supporting the
establishment of family planning organisations in
countries where the government was reluctant. In
recent years, |PPF affiliates have been at the
forefront of promoting awareness of Sexually
Transmitted Diseases (STDs), addressing
adolescent sexuality and issues of quality of care.
Other organisations such as the United States-
based Population Council have played a crucial
roleinintroducing new contraceptive technologies,
such as injectables and implants, as well as playing
a leading role in the collection and analysis of
demographic data. Family Planning New Zealand
and Family Planning Austraia have initiated and
been involved in activities in both the Pacific and
South-East Asia, while CARE Audrdia has
provided support for activitiesin Cambodia, China
and Vietnam.

The extent to which NGOs can make a significant
contribution to family planning and reproductive
health services in developing countries depends on
the prevailing conditions. In some nations NGOs
are the only providers of information and family
planning services, while in many othersthey play a
complementary role to government programmes.
In China NGOs are assisting in the improvement
of the quality of care offered at family planning
clinics. The Vietham Family Planning Association
plays an important role in community education
programmes, improving the quality of services,
and in offering types of contraceptives which are
not provided by the government programme. In the
Philippines NGOs are trying to improve the range
and quality of services available, often in the face
of hostile opposition.

The private sector, including pharmacies, other
retail outlets and private practitioners, plays an
important role in providing family planning
services. Just over a quarter of all contraceptive
users in the continent of Africa rely on private
sources. In North Africa 38% do so. In Latin
America the private sector supplies 42% of
contraceptive users - more than government
sources. Many people are willing and able to pay
for contraception, especially in urban aress.
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Because the costs are fully recovered from
purchasers, the private sector offers flexibility and
cost-efficiency. The sector can be strengthened by
training and equipping providers, and by enabling
them to refer problemsto medical services.

Private services can be brought to a much wider
clientele through social marketing. This is the
application of marketing concepts and techniques
to maximise sales rather than income. It involves
subsidising retailers to keep prices affordable.
Socid marketing programmes selling
contraceptives through a variety of outlets, such as
pharmacies and general stores, now operate in
some 30 countries.

CARE Ausdtraia, 1996, Annual Report 1995-96,
Canberra; IPPF, 1993, Annual Report Supplement
1992-93, London; IPPF, 1993, Vision 2000:
Strategic Plan, London; IPPF, 1994, Annua
Report Supplement 1993-94, London; UNFPA,
1996, Global Population Assistance Report 1994,
New York; UNFPA, 1996, Inventory of Population
Projects in Developing Countries Around the
World 1995, New York; World Bank, 1993,
Effective  Family = Panning  Programmes,
Washington DC.

NGOs and the Private
Sector



To improve the status of women, meet the
unmet need for family planning and to
stabilise world population in the next
century, the 1994 International Conference
on Population and Development (ICPD) in
Cairo specified that global funding for

population activities must increase to US$17

billion per year by 2000. One third of this
should come from developed country
governments. Yet, funding for population
assistance in the 1990s has fluctuated
greatly, and in recent years concern has
grown over the international community's
willingness to meet this challenge. The
contributions of Australia and New Zealand
have fallen consistently short of those of

many donors of development assistance.

Assistance for family planning

The issue of family planning has aways been
sensitive, keeping it low on thelist of aid priorities.
Controversies over abortion, coercion and safety of
contraceptives, as well as changing views about
global population issues, have affected levels of
assistance for family planning and reproductive
health. Before 1960 there was no significant
development assistance for population and family
planning programmes.

During the 1960s and early 1970s concerns over
food security, famines and environmental
calamities in developing countries caused
assistance for population programmes to rise
rapidly. However, the predicted disasters never
happened, and from the mid 1970s to the early
1990s funding for population assistance stagnated
inreal terms.

The need to improve the status of women and
growing concern about the environment have
given the issue a new impetus. Most family
planning expenditure is now funded by developing

Financing Population
Assistance

country governments and by individuals, but there
are big differences between countries. Countries
such as Thailand and South Korea show what can
be achieved by public expenditure, while other
countries still need considerable international
support.

Total assistance from developed countries for
population programmes rose from US$803 million
in 1990 to US$1,201 million in 1994 (in current
dollars) excluding World Bank spending, which
varies from year to year. Although this sounds like
an impressive increase, it simply increased
population assistance to just above 1970s levelsin
real terms. In 1994 population and family planning
progranmes accounted for just 1.7% of all
development assistance - well short of the
internationally agreed target of 4%.

Promises of Cairo

The ICPD 1994 Programme of Action is a
comprehensive  strategy to improve the
reproductive well-being of individuals. To achieve
its goals, spending on population, family planning,
reproductive health, maternal health and the
prevention of sexualy transmitted diseases in
developing countries, and countries with
economies in transition, must rise from US$4.5
billion in 1990 to US$17 billion in the year 2000.

While two-third of this cost will be met by
developing country governments, the Programme
of Action pledges donor governments to expand
their share of funding for population and
development activities to make up the other third.
Donors of population assistance will need to
increase their contributions to US$5.7 hillion in
2000, US$6.1 hillion in 2005; US$6.8 billion in
2010 and US$7.2 billion in 2015 (al in 1993 US
dollars). This figure could be achieved by meeting
two targets that have aready been agreed
internationally. The first is that ODA donors
should give at least 0.7 % of their gross national
product (GNP) as official development assistance
(ODA). The second is that population activities
should be allocated 4% of all ODA.

Despite recent initiatives to increase population
assistance, Australiaand New Zealand are far from
the most generous ODA donors. The percentage of
Australias total ODA earmarked for population
assistance increased from 0.4 in 1990 to 1.7 in
1994. In New Zealand the increase was from 0.5 to
0.7. However, they still lag behind other donors.

Briefing Pack on Population and Development — ARHA and FPAID
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Ninety per cent of all population assistance comes
from just eight donor countries. In absolute terms
the United States was the biggest single ODA
donor, contributing US$463 million in 1994.
Germany came second with US$115 million and
Japan third at US$83 million. Australia gave
US$18 million and New Zealand US$0.75 million.
In recent years ODA budgets and funding for
population assistance have declined in virtualy
every developed country. This raises questions
about the willingness of the internationa
community to meet their promises. Any scaling
back of ODA budgets in either Australia or New
Zealand would appear as failure to honour
international commitments to improve
reproductive health in developing countries and
stabilise global population.

Consensus exists at the international level for the
development assistance donor community to
pursue a common agenda of sustainable
development that makes population issues one of
its priorities. To meet this end more resources
could be made available by reprioritising ODA.
Spending increases are required, not only for
family planning and reproductive health care, but
also for female education and child health.

Commonwealth of Australia, 1994, Austraia
National Report on Population for the United
Nations International Conference on Population
and Development, Canberra; Conly, S.R. and
Speidel, J., 1993, Global Population Assistance,
Washington DC; Conly, SR. and Rosen, JE.,
1996, International Population Assistance Update:
Recent Trends in Donor  Contributions,
Washington DC, 1996; International Conference
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of Action, Cairo; Johnson, S.P.,1994, World
Population - Turning the Tide, London; OECD,
1996, Shaping the 21st Century: The Contribution
of Development Cooperation, Paris; UNFPA,
1992, Globa Population Assistance Report 1982-
1990, New York; UNFPA, 1996, Globa
Population Assistance Report 1994, New Y ork.



Until the 1990s the emphasis was on the quantity
of services provided rather than the quadlity.
However, growing evidence from field
programmes demonstrates that the quality of the
services provided can have an important impact on
contraceptive use.

Quality in family planning programmes means
extending the choice of contraceptive methods,
providing adequate information, increasing the
technical competence of providers, improving
interpersonal relations between providers and
client, and incorporating adequate client support
and follow-up. Much of the failure to use existing
services is attributable to lack of quality.

Choice is fundamental to quality (seefigure). One-
method family planning programmes are
inadeguate. For example, in India in 1988, 70
percent of contraceptive users had to rely on
sterilisation. Offering an additional method is
associated with an increase of about 12 percentage
points in the contraceptive uptake. A study in
Indonesia found that, 12 months after receiving
contraceptive services, 85% of women who had
not received their first choice of method had
stopped using contraception.

Choice must be backed up with technical
competence, counselling and follow-up. A
Bangladesh study found that lack of counselling
about usual side effects and their significance was
the main reason why women discontinued using
injectables. A range of service providers need to be
trained in family planning, because women see
different types of health personnel at different

Quality and Choice

times and these opportunities should be utilised to
provide counselling and follow-up. For example,
medical personnel need to know that oestrogen-
based hormonal contraception is not appropriate
during early breastfeeding.

Programmes generally achieve better results when
they concentrate on providing a smaller number of
acceptors with good care rather than recruiting
larger number and providing them with indifferent
care. In Mysore, India, a study of 400 women who
had intra-uterine devices (IUDs) inserted found
that those who discontinued within 12 months
were much more likely to have received no follow-
up than women who continued with the method.

In general steroid (hormonal) methods are more
effective than appliance methods such as condom.
Actual failure rates for steroid methods are
between 0.0 and 5.0 pregnancies per 100 women
per year. The failure rate for the IUD is 0.6, but
those for other appliance methods and natural
methods may be up to 40 pregnancies per 100
women per year.
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Quality and Choice

Family Planning Delivery Systems

Clinics which specialise in family planning or
which provide integrated health services are an
important source of family planning. They may be
either static or mobile. Many clinics now offer a
broader range of services to meet the needs of their
clients, for example linking family planning to
antenatal and postnatal care, or seeking ways to
address the increasing prevaence of HIV/AIDS.

Community based provision of contraceptives has
proved an effective way of supplying clients with
condoms, pills and injectables, using trained local
distributors. CBD programmes need a clinical

backstop to monitor the health of pill-users and for
women wishing to use methods other than pills and
condoms.

Social marketing harnesses the resources of the
private sector to increase access to contraception.
It is most frequently utilised for condoms, which
are sold through normal retail outlets at low cost,
usually involving a subsidy. Examples of
successful schemes can be found in countries as
diverse as Bangladesh, Indonesia and Papua New
Guinea. Where available over the counter, pills
also can be marketed in thisway.

Modern Methods of Family Planning

This is the most effective and popular form of
contraception, with a failure rate of only 0.5 per
100 woman-years. Globally 32% rely on female
sterilisation (tubal ligation) and another 8% on
male sterilisation (vasectomy). Advances in
sterilisation techniques mean that both procedures
can be performed as a day-case operation, though
vasectomy remains the quicker and less complex
procedure.

An 1UD is a smal plastic or metal appliance,
which prevents implantation of the fertilised ova.
An estimated 21% of contraceptive users have an
IUD. Specid training is needed for insertion, and
an insufficient programme effort to train and
supervise staff has resulted in the failure of some
attempts to promote IUDs, such asin Indiain the
1970s.

Combined oral contraceptive pills contain both
oestrogen and progestogen. An estimated 15% of
all contraceptive users currently use pills. Its safety
has been demonstrated over two decades, and
many countries alow pills to be sold over the
counter and distributed through CBD schemes.

Since the threat of HIV/AIDS appeared, condoms
have become increasingly popular and are now the
method chosen by 8% of contraceptive users. For
example, condom use in Hong Kong doubled
between 1977 and 1987, from 13% to 26%.
Despite such increases, global use of condoms
remains low.

DMPA (Depo Provera(R)) and NET-EN
(Noristera(R))  injectable contraceptives, are
growing in popularity around the world. In 1992
the United States Food and Drug Administration
approved Depo Provera, following World Health
Organisation studies which largely refuted fears
that it could increase the risk of cancer. Despite
side effects, injectable contraceptives are highly
effective, convenient, discrete and reversible.
Globally, however, only 2% of women use
injectables.

This is the newest hormonal contraceptive to
become available. Norplant(R) consists of up to six
thin capsules (each the size of a matchstick) which
are inserted under the skin of the upper arm and
dowly release progestogen. Protection against
pregnancy is for up to five years. A growing
number of countries are licensing Norplant, which
requires skilled insertion and removal.
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Many of the issues discussed at the International
Conference on Population and Development in Cairo,
1994, (ICPD) are not new.

In the 1950s improvements in health and a falling
death rate in many developing countries led to
startling population growth rates that were seen as a
threat to the development process itself. The 1950s
saw awave of public anxiety about “overpopulation'.
Thisled to the first funding to slow world population
growth, in the 1950s and 1960s, and in 1951 India
became the first country in the world to develop a
population policy.

The United States initiated the first International
Conference on Population, in Bucharest in 1974,
planning it as a staging ground for a united
worldwide effort to lower fertility. However there
were dissenting voices, as illustrated by the now
famous statement from the Indian delegation:
“development is the best contraceptive'. The objective
was not to undermine family planning efforts, but to
call attention to issues of food shortages,
underdevelopment and poverty.

By the time of the Mexico Conference of 1984 most
developing countries had incorporated family
planning programmes and sometimes population
growth reduction targets into their development
plans. Linkages between high fertility rates and the
lack of education, health care and employment
opportunities for women and their low status were
intensively discussed at the Mexico Conference.
Interna political and ideological shifts in the United
States led to a shift in priorities: "The United States
does not consider abortion an acceptable element of
family planning programmes and will no longer
contribute to those of which it isapart'. This became
known as the "Mexico City Policy'. It led to the de-
funding of the United Nations Population Fund

Policies and Programmes

(UNFPA) and the International Planned Parenthood
Federation (IPPF) by the United States. However,
with the inauguration of President Clinton in 1992,
there have been substantial efforts to get this policy
over-turned despite opposition from the Republican
dominated Congress.

In 1980 70% of 165 countries in the world supported
access to contraception. This had risen to 81% by
1995. In that year, only the Holy See and Saudi
Arabia actually restricted access to contraception.
The Organisation for Economic Co-operation and
Development (OECD) countries were spending about
US$500 million annually on international population
assistance, while developing countries themselves
were spending US$1.5 billion annually.

Funds for population programmes need to increase
considerably in the next decade. At the Cairo
conference governments agreed to increase spending
on population and related programmes to US$17
billion ayear by 2000.

Another major policy shift in the years since the
Mexico conference has been the growing
commitment to strengthening the position of women
in development. The years since the 1985 Third
International  Women's Conference in Nairobi
(Forward-L ooking Strategies for the Advancement of
Women to the Year 2000) have seen women's
development become a key policy issue at both
national and international level.

Over 100 countries have now ratified the United
Nations Convention on the Elimination of all Forms
of Discrimination Against Women. One objective of
the ICPD Programme of Action was to eliminate
socia and economic discrimination against women to
reduce poverty, promote economic growth and
achieve sound population policies.

Closely linked to the emphasis on women's
development is ashift in both policy and programmes
towards the right of couples to have children by
choice. Programmes should meet al reproductive
health needs such as antenatal, natal and postnatal
care, access to safe abortion services, and prevention
and treatment of infertility and sexualy transmitted
infections, including HIV/AIDS. An estimated
500,000 women die of pregnancy-related causes each
year.



Half of the world's 2.8 billion women are between 15
and 49 years of age. Population policy is now
focusing on how to improve the quality and range of
services for adolescents, particularly adolescent girls.
Responses include increasing the range of
contraceptive choice with the number and variety of
service delivery channels available.

An estimated 350 million couples who want to plan
or limit their families still lack access to safe and
effective contraception. However, research conducted
by the United States-based Population Council has
demonstrated that family planning programmes were
directly responsible for reducing the total fertility
rates (the average number of children a woman will
have in her lifetime) in developing countries by 1.4
by the late 1980s. This was in addition to the decline
which would have occurred as aresult of other socio-
economic changes. Access to family planning
services enables couples to choose to have some 43
million fewer births every year, 26% fewer than if
there were no family planning programmes.

A survey conducted by the Washington-based
Population Action International which assessed
access to family planning in the developing world,
rated five countries (Taiwan, Singapore, South
Korea, Chinaand Hong Kong) as excellent. 18 of the
31 countries rated as “very poor', arein Africa.

For successful family planning programmes, political
commitment at the highest level is required along
with a climate which facilitates access to information
and services. For this reason family planning in
Indonesiais widely regarded as a success story. 76 %
of all services are provided by the government, and
half of al currently married women are now using
contraception. Conseguently Indonesian women had
an average of only 2.5 children by 1994.

India continues to invest in its family planning
programme, even while cuts are made in its health
budget. The average number of children that each
woman had declined to 3.0 in 1994, but this conceals
wide differences between states. In two southern
states, Kerala and Tamil Nadu, women have on
average just over two children each. In Uttar Pradesh
in northern India women can still expect to give birth
to more than five children. Consequently
considerable effort is being put into developing

Policies and Programmes

quality programmes for those districts of Indiawhich
still have above average levels of fertility.

In Sub-Saharan Africa, support for family planning is
increasing but remains limited, partly due to resource
constraints. However Kenya, once renowned for the
world's highest population growth rates is now
experiencing one of the most rapid fertility declines
documented, with a 20% reduction in fertility since
1989. Strong government commitment to service
delivery has been an important factor here. Malawi
has recently adopted a population policy which is
widely regarded as among the more progressive in
Sub-Saharan Africa.

It is now widely believed that family planning
programmes can have an important impact on
fertility, even in countries which are not developing
rapidly. In Bangladesh, one of the world's poorest
countries, fertility declined from seven children per
woman in 1970 to 2.9 in 1994. In those 24 years the
number of married women using contraception rose
from 3% to 47%.

Alan Guttmacher Institute, 1997, "Pop aid politics
play out at highest levels as fragile accord is reached'
Washington Memo, No 9-10; Dixon-Mueller, R.,
1993, Population Policy and Women's Rights,
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Federation (IPPF), 1993, Open File, February, April
and November, IPPF, London; Population Council,
1993, "US International population policy: An
officia statement’, Population and Development
Review, Vo0l.19; Sundari Ravidran, T.K, 1993,
"Women and the politics of population and
development in India Reproductive Health Matters,
No 1; UNFPA, 1997, The State of World Population
1997, New York; United Nations Population
Division,  (forthcoming) = World  Population
Monitoring Reports, 1996, 1997, New Y ork.



In many societies the status of men and women
may depend on the number and gender of their
children. There is a link between high infant
mortality and high fertility, because parents need
surviving children to contribute to the family
income and support them when they grow old. In
the event of divorce or widowhood, having two or
more children may be the only way a woman can
avoid destitution.

When improvements in public health cause desth
rates to fall, there is seldom an immediate, and
corresponding decline in birth rates. People take
time to realise that more of their offspring will
survive, and so have more children than they need
to ensure their future security.

This wider gap between birth and desath rates
causes a period of substantial population increase.
As people adjust to lower death rates, fewer
children are born. When the balance between birth
and death rates is restored the rate of population
growth slows. The whole process is known as the
demographic transition. The time it takes to close
the gap is crucial in determining eventual
population size.

The key measure of population growth is the total
fertility rate (TFR), which is the average number of
children women would bear if the pattern of child-
bearing for a given year remained constant
throughout their reproductive lives.

Regional Overview

Before the Industrial Revolution in Europe TFRs
of five to seven or more were common, as in many
developing countries today. Then, as infant and
child mortality declined, so did fertility.

Since the 1970s the TFR in some developed
countries has fallen below the replacement level of
2.1 children per woman. Currently it ranges from
1.2 in Italy and Spain, 1.8 in Australia, and 2.0 in
New Zealand and the United States. Every country
in Western Europe now has a TFR of less than 2.0.
If these low rates persist, their population size
could decrease substantially over the next few
decades. Although pro-natalist policies do not have
agood record of success elsewhere in the world, it
is possible that improved economic conditions and
new policies to encourage child-bearing could
increase fertility in developed countries.

Nearly al developing countries had high fertility
rates in the 1960s. On average women had
anything from 5.4 children in East Asia and the
Caribbean to 7.1 in North Africa (see graph).

Since then fertility rates in some developing
countries have declined dramatically, while other
countries, especialy in Africa and the Mudim
world, have seen little or no declinein fertility.
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Asia has experienced the most impressive changes.
In 1960-65 the TFR was 5.4 children but in the
period 1995-2000 it has declined to 2.9 for
Southeast Asiaand 1.8 for East Asia.

In four countries (South Korea, Hong Kong,
Singapore and Thailand) women are now having
an average of 1.8 children or fewer. These
countries have certain key factors in common: they
enjoy low infant mortality, high levels of education



(especialy for femaes) and amost universal
availability of family planning, evenin rural aress.

Some Asian countries have made slower progress.
Laos, Vietnam, Cambodia and Mongolia have
been affected by war and isolationism. In the
Philippines lack of politica commitment and
Catholic opposition hindered the spread of family
planning, but even so the TFR had declined to 3.8
in 1994.

The dramatic fertility declines in some Asian
countries are not solely due to economic
development. China, South Korea and Thailand
still have large rural populations with low incomes
relative to their urban populations.

For example, in Thailand the decline was largely
because of the high level of social development. In
1970 infant mortality had declined to 73 per 1000
live births and 79% of girls were enrolled in
primary school. Contraceptives were made widely
available during the 1970s and the contraceptive
prevalence rate (CPR) among women aged 15-49
soared from only 14% in 1969-70 to around 70%
in the late 1980s. The CPR was 83% in China in
1992

Fertility decline has been slower in South Asia, as
well as in Africa. On average women in South
Asia had six children 30 years ago. Today they
have 4.3. In the Middle East and North Africathe
percentage decline has been similar, but from a
higher base. Women in these two regions are still
having 4.7 children each, despite relatively high
average incomes. However, in Bangladesh strong
government support for the family planning
program has increased the CPR to 47% and the
TFR has declined to 3.1.

In al three regions infant mortality remains high
and there are low rates of enrolment of girls in
school. The genera status of women is low,
forcing them to rely on child-bearing as their chief
source of status and security. In South Asia the
dowry system and a marked preference for sons act
to women's disadvantage. In Islamic societies
purdah hinders women's access to education and
jobs, while polygamy and easy divorce reduce
their security and encourage them to have more
sons.

Regional Overview

Fertility decline has been slower in Sub-Saharan
Africa Infant mortality is still high, and education
and literacy levels tend to be low. The extended
family is valued, and individual couples have little
incentive to reduce the number of children they
have. Fathers of many offspring can work a bigger
area of land, which increases their wealth and
status.

But Africa has its success stories. Zimbabwe's
mothers were having 6.7 children in 1969, and as
recently as 1975-80, Kenyas TFR of 8.1 children
per woman was the highest in the world. Recent
demographic and health surveys indicate that
Zimbabwe's fertility has declined to 4.3, and
Kenya to 5.4, owing to widespread and effective
primary hedth care and family planning
programmes.

The rate of fertility decline has generally been
slow in the South Pacific, even though education
levels and social development are high in most of
Polynesa and Micronesia. In the 1990s most
Pacific countries have TFRs of 4 or more. Pacific
cultures generally favour alarge family size, and in
the past the relatively small populations could
subsist comfortably by fishing and gardening.

In Polynesia high levels of outmigration to
developed countries on the Pacific Rim have
prevented rapid population increase, but the
populations of Micronesia and Melanesia are
doubling every 25-30 years. In the largest country,
Papua New Guinea, the CPR was less than 5% in
the early 1990s, but poor reproductive hedth in
some regions depressed the average TFR to only
4.7. Fiji has one of the most successful family
planning programmes in the South Pacific and a
CPR of 41% in 1994.

Fertility decline and economic development

In the 1970s it was fashionable to think that
population growth rates could not be reduced by
direct policy measures but would only decline as a
result of economic development.

Since then that theory has been proven incorrect.
In the oil states of the Middle East, incomes have
risen to relatively high levels but fertility has
stayed high. In Saudi Arabia women averaged 6.4
children in 1994, although real per capita income
was US$5,953.



By contrast, in other countries fertility has fallen
steeply before any significant rise in incomes. In
1994 red per capitaincomein Sri Lanka was only
US$3,277, and the country was still 78% rural, yet
woman had on average only 2.1 children.

These examples show clearly that low fertility can
be achieved before per capita incomes increase
substantially. Human development is more
important than economic progress. Certain
conditions facilitate fertility decline, including:
low infant mortality, high literacy (especialy
female), high female school enrolment and equal
rights for women and access to family planning
services. It is estimated that family planning
programmes contribute up to 50% of the fertility
decline in developing countries.

Ahlburg,D.A. e a., 1994, Population and
Economic Development, Independent Inquiry
Report commissioned by the Austraian
Government; Fiji Ministry of Health, 1996, Health
Status Report 1996, Suva;, UNDP, Human
Development Report 1997, New York, 1997;
UNFPA, 1997, The State of World Population
1997, New York; United Nations Population
Division, 1996, Levels and Trends of
Contraceptive Use as Assessed in 1994, New
York; United Nations Population Division,
(forthcoming), World Population Monitoring
Reports, 1996, 1997, New Y ork.
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In many societies the status of women and men
may depend on the number and gender of their
children. High infant mortality leads to high
fertility because some surviving children are
needed to support their parents in old age. In the
event of divorce or widowhood, having two or
more children may be the only way a woman can
avoid destitution. For example, Fiji has no
universal socia security system, so children are
insurance for old age. Sons may be valued more
than daughters because their potential contribution
to the family is perceived as greater.

When improvements in public health cause infant
death rates to fal, there is seldom an immediate
decline in birth rates. People take time to redlise
that more of their children will survive, and so
have more children than they need to ensure their
future security. Initialy this causes a period of
substantial population increase. As people adjust to
lower infant death rates, fewer children are born.
When the balance between birth and death rates is
restored the rate of population growth slows. The
whole process is known as the demographic
transition. The time it takes to close the gap is
crucial in determining eventual population size.

Key Measure

A key measure of population growth is the Total
Fertility Rate (TFR), which is the average number
of children women will bear during their
reproductive lives. Most industrialised countries
have now completed a transition to low fertility.
New Zealand's TFR has declined to 2.0 children
per woman from around 3.79 in 1960-1965.

View of Our Region

Asia has experienced impressive declines in
fertility. In 1960-65 the TFR was 5.4 children but
in the period 1995-2000 it will decline to 2.9 for
Southeast Asia and 1.8 for East Asia. In the
Republic of Korea, Singapore and Thailand,
fertility is lower than in New Zealand.

There is a now a consensus of opinion that both
family planning programs and broader
socioeconomic development work together to
reduce fertility. In Thailand the fertility decline
occurred largely because of the high level of social
development and an effective family planning
program. In 1970 79 per cent of girls were enrolled
in primary school. Contraceptives were made
widely available during the 1970s and the
contraceptive prevalence rate (CPR) soared from
only 14 per cent in 1969-70 to 74 per cent in the
early 1990s.

Indonesia

Indonesia, which is predominantly Muslim, has
reduced its TFR to less than three children per
woman by vigorous promotion of the two-child
family. Its family planning program is now widely
regarded as a model for countries in the Asia-
Pacific region. The key to Indonesia's success is to
ensure ready access to family planning in both
rural and urban areas, and the provision of awide
choice of methods to suit all clients. In 1994, 50
per cent of women of reproductive age were using
contraception, with pills, injectables and IUDs of
equal importance.

Both Thailand and Indonesia, have implemented
their very successful family planning programmes
despite more than 60 per cent of their populations
living in rural areas and having low incomes
relative to urban populations.

High Fertility

Fertility remains high in some other Asian
countries. Cambodias TFR in 1990-95 was 4.9
children per woman, even though the country was
severely disrupted by war. The United Nations
estimated that in 1994 none of Cambodia's
population had ready and easy access to a supply
of modern contraception. Laos too has made slow
progress in both socioeconomic development and
family planning service delivery, and its TFR was
even higher, at 6.7 children per woman in 1994.



In the Philippines, women are generaly well
educated. Fertility has however declined very
sowly because of alack of political commitment
and Cathalic opposition. The TFR was 3.8 in 1994.
Only 40 per cent of women aged 15-49 were
contraceptive users in 1993, of whom 30 per cent
were sterilised, while amost 40 per cent were
relying on natural methods.

Vietnam

Some countries which adopted the socialist model
of health service ddlivery, such as Vietham and
Mongolia, have been slow to develop effective
family planning services. One reason is that they
were unable to ensure reliable supplies of
hormonal contraceptives, so most contraceptive
users had to rely on IUDs or natural methods,
backed up by abortion. Although the situation has
now improved, in the late 1980s in Vietnam,
amost 60 per cent of all contraceptive users were
relying on 1UDs, and about 30 per cent on natural
methods, while less than 1 per cent were using the

pill.

There is considerable diversity in the Pacific
region, in both culture and fertility. Currently TFR
ranges from less than three in New Caledonia to
almost six in Tokelau. Although in the past Pacific
cultures have tended to favour high fertility, they
have also had traditional ways of limiting numbers,
such as spouses staying apart for several years
after child birth. Improvements in survival in the
post-war period led to greater population numbers,
but population densities vary markedly between
nations, ranging from 533 per square kilometre in
Nauru and 419 in Tuvalu to only 9 in Papua New
Guinea.

In 1950 the issue of population was raised at the
First South Pacific Conference. The first family
planning clinic opened in Tonga in 1958. Despite
this early interest in family planning, Polynesia
fertility did not decline greatly. Emigration to
developed countries on the Pacific Rim mitigated
population pressure and brought the benefits of
remittances.

The Cook Islands, Samoa and Tonga al had
growth rates of 0.4 per cent or less in the 1990s
and in Niue the growth rate was negative -1.6 per
cent, despite its TFR of 3.5 children per woman.
Without emigration most Polynesian countries

View of Our Region

would have had growth rates of 2 per cent per
annum or more.

Population Doubling

There has been less emigration from Micronesia
and Melanesia, and the populations of most
countriesin these regions are doubling every 25-30
years. Although severa countries, including
Kiribati, the Marshall Islands, Papua New Guinea
and the Solomon Islands, have adopted population
policies with fertility reduction targets, their
fertility generally remains at 4.0 or more children
per woman.

In the largest Melanesian country, Papua New
Guinea, the CPR was less than 5 per cent in the
1990s, but poor reproductive health in some
regions depressed the average TFR to only 4.7.
This implies that improvements in reproductive
health could lead to future increases in Papua New
Guineds fertility unless there is a corresponding
increase in the use of contraception. Estimates
from Vanuatu and the Solomons suggest that CPRs
are increasing, but they vary between districts.

Fiji

Fiji has one of the most successful family planning
programmes in the South Pacific, with a CPR of 41
per cent in the early 1990s. However, a strong
program in the 1970s faltered in the 1980s.
Progress in increasing CPRs is sometimes
constrained by limited service delivery points,
indequately trained staff, few choices of method,
irregular supplies and taboos on discussing sexual
matters.

Some of the poorer Asian countries like Laos and
Cambodia, and Pacific Island countries like Papua
New Guinea have been unable to sustain progress
in family planning or to monitor progress
accurately.

In the Pacific opportunities for economic
development are limited so assistance is needed to
ensure that reproductive health services are
improved and made widely available. Apart from
the need to provide family planning as a basic
human right, increasing prevalence of sexudly
transmitted diseases including HIV/AIDS is adding
urgency to the need to improve education,
communication and services in reproductive
health.



Ross, JA. and W.P. Mauldin, 1996, ‘Family
planning programs. Efforts and results, 1972-94,
Studies in Family Planning, Vol 27; Senilali, K.,
1995, Report of the Fertility and Reproductive
Health Survey, Fiji 1994-1995, Suva: University of
the South Pacific; South Pacific Commission,
1997, Pacific Island Populations, Noumea; United
Nations, 1996, Levels and Trends of Contraceptive
Use as Assessed in 1994, New York; United
Nations, 1995, World Population Prospects, 1994
revision, New York.
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For most of prehistory human numbers grew very
sowly, reaching approximately five million in 5000
BC. Crop cultivation permitted much faster growth
but still it took until about 1800 AD to reach the first
billion.

By the time of the European Industrial Revolution the
population growth rate had accel erated to about 0.6%
ayear. The advent of safe water and sanitation made
an important contribution to mortality decline. The
second billion was reached in the 1920s.

Improvements in public health from 1950 onwards
accelerated population growth rates still further.
Antibiotics, vaccination and spraying against malaria
caused a decline in death rates. Birth rates were
slower to decline. The widening gap between death
rates and birth rates |ed to sudden population growth.

The third human billion was reached in 1960.The
global annual population growth rate peaked at 2.0%
in the years 1965-70. By 1990 the total exceeded 5
billion, so that more than three billion had been
added in about 45 years.

The rate of growth slowed to less than 1.5% in 1990-
1995, and the United Nations has revised its 1994
proj ections downwards. Although the annual increase
in numbers may have peaked in the period 1985-
1990, around 80 million extra humans will be added
each year in the period 1995-2015. Thisis equivalent
to more than four Australias per year.

Global trends

United Nations medium projections have a good
record of accuracy over the past 30 years. If that
record continues, we can expect a world population
of about 8.0 billion by 2025 - an increase of 2.3
billion compared with 1995. The total would rise to
9.4 bhillion by 2050 and could level off soon after
that.

The medium projection assumes that past progressin
bringing down birth rates is maintained. But if we
make poor progress in the crucia decades ahead, we
could be on target for the United Nations high
projection. This would mean a world population of
8.6 billion people by 2025 and 11.2 billion by 2050.
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Less crowded futures are possible. If al developing
countries' fertility rates were to decrease as fast as
those of Thailand, South Korea or Sri Lanka, the
United Nations' low projection could be achieved. In
that case world population could peak at 7.7 billionin
2050. This is 1.7 billion less than the medium
projection, and a massive 3.4 billion less than the
high projection.

If women all over the world follow the pattern of
today's most developed countries and have less than
2.0 children each on average, world population
would start to decline after 2040.

Over the next three decades the balance of world
population will shift dramatically. In developed
countries annual population growth has aready
slowed to 0.4%. In Europe it is about half of that.
Fertility levelsin both Australia and New Zealand are
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already below replacement level but population
growth is sustained by immigration.

Less-developed countries contributed 94% of world
population increases between 1990 and 1995.
According to the United Nations medium projection,
the populations of less-developed countries are
expected to rise by amost two thirds between 1995
and 2025, from about 4.5 hillion to 6.8 billion in
2025.

This will mean massive shifts in the geopoalitical
balance. In 1950 today's developed countries
contained one third of the world's population.
According to the medium projection they will have
dwindled to only 15% by 2025. By 2050, Africas
population could treble to 2.1 billion, from about 740
million in 1995. These changes will inevitably
increase the pressures for migration to developed
countries (see Migration sheet).

The prospects for some countries are daunting. Even
though average fertility in India and Bangladesh has
falen to only 3.1 children per women, the
momentum created by large numbers of young
people who have yet to reach child bearing age could
cause their populations to double before stabilising.
India had 945 million in 1996, but even if it achieves
the medium variant population it would have to
support 1.5 billion. With its present population of 120
million, Bangladesh is dready twice as densely
populated as Netherlands, and may have to
accommodate 265 million people. With its higher
fertility rate, Pakistan's population could treble, from
140 million to 412 million.

High rates of population growth could cause severe
problems in small Pacific countries, some of which
have little land area. For example, the population of
the Marshall Islands is currently doubling every 17
years, but little food is grown on its poor atoll soils,
and already the country imports most of its needs. In
Papua New Guinea, where much of the land is
mountainous, inaccessible and unsuitable for
cultivation, the population is likely to increase from
4.3 million in 1997 to 7.5 million in 2025.

All these projections are based on expected trends in
fertility and mortality, and, for some countries, net
migration. It is conceivable that some of the totals
may never be reached because environmental
changes or shortages of key natural resources like

Global trends

land and water may impose limits on population
growth.

The HIV/AIDS epidemic is another factor which is
difficult to assess. Some people have speculated that
HIV/AIDS might offer an apocalyptic “solution' to
the world population problem. This argument is
unsound, since the majority of HIV/AIDS deaths
occur among people of working age. This means
HIV/AIDS deaths increase the proportion of people
who are too young or too old to support themselves
by working, thus adding to poverty.

Even so, the impact of HIV/AIDS on net population
growth is quite small. The United Nations 1994
population projections for 15 African countries with
high HIV seroprevalences estimated that average
growth rates would have been 3.0% if HIV/AIDS did
not exist. Even alowing for HIV/AIDS mortality,
growth rates were still as high as 2.7 %.

Thereis an aternative and more humane approach to
reducing the growth in human numbers. There is a
high level of unmet need for family planning in many
developing countries (see The Human Right to
Family Planning sheet). Providing contraception to
those women and men who would like to practice
family planning, but currently lack the means and
opportunity to do so, would ensure that the world's
population stays below 11 billion.

Even faster progress could be made if the demand for
family planning increased further. Investing in
female education, improving women's status and
reducing infant mortality through mother and child
health care could all contribute to slowing growth. If
governments in developing countries gave these
matters a higher priority, and governments in
developed countries help them to satisfy their unmet
need for family planning, the world's population
could remain below eight billion.

D.Lucas and P.Meyer (eds), 1994, Beginning
Population Studies, Australian National University,
Canberra; South Pacific Commission, 1997, Pacific
Idand Populations Data Sheet, Noumea; UNDP,
1997, Human Development Report 1997, New Y ork;
UNFPA, 1997, The State of World Population 1997,
New York; United Nations Population Division,
1995, World Population Prospects 1994, New Y ork;
United Nations Population Division, 1993, World
Population Prospects 1992, New York; United
Nations Population Division, (forthcoming) World
Population Prospects 1996 Revision, New Y ork.



Studies from both developed and developing
countries show that children from smaller families
spend longer at school and perform better than
children from larger families. For any given
income level, larger families have less to spend per
child, and this may impact on how well children
are fed. Poor nutritional levels affect growth and
development and may lower the attention span.
Both these factors lower performance.

In Thailand a recent survey found that children
from families with only one or two children tended
to stay at school longer than those from large
families. Poverty was the main reason large
families could not afford to keep children at
school.

The effect of family size is strong in Thailand,
even alowing for differences in family income.
Among the low income groups, children from
families of one or two children had a seven times
better chance of starting secondary school than
those from large families. Among the high income
groups, children from families with one or two
children were twice as likely to start secondary
school as those with six or more children.

The past two decades have seen enormous progress
in education. In 1970 84% of the primary age
group in developing countries was enrolled in
primary school. By 1990 the proportion had risen
to 98%. In secondary school the enrolment ratio
rose from 24 to 42% over the same period.

Y et because of the effect of population growth, the
total number of children who were not attending
school in developing countries actually increased.
In 1970 some 223 million children aged 12 to 17
were not in secondary school in developing
countries. By 1990 their numbers had mounted to
274 million. The United Nations Educational,
Scientific and Cultural Organisation (UNESCO)

Education

predicts a further increase to 301 million by the
year 2000.

The same paradox applies in the battle for literacy.
In 1970 55% of adults in developing countries
were illiterate; in 1996 only 36%. Yet because of
population growth the total number of illiterate
people increased from 842 million in 1970 to 934
million in 1996. That is, even after 20 years of
progress in education, an extra 88 million adults
could not read or write. This means that when
fertility is high, governments need to spend
increasing amounts on education just to keep pace,
and more again to increase enrolment ratios.

In most countries more male than female children
attend primary school and males are more likely to
progress to secondary school. For example in
Papua New Guinea, which has the lowest
enrolment rates in the Pacific, only 46% of females
aged 6-17 years were attending school compared
with 55% of males.

In Africa during the 1980s rising debt and falling
commodity prices forced governments to impose
public spending cuts while, at the same time, rapid
population growth increased the number of
children of school age. By 1990 only 68% of
children were attending primary school compared
with 78% in 1980.

If Thailand had experienced the same growth rate
in its school-age population as Kenya in 1988-89,
it would have had to spend an extra 1.3% of its
gross national product (GNP) on education.
Malaysiawould have had to spend 1.6% extra, and
Korea 2.8% extra. Slower population growth thus
greatly reduced the pressure on education budgets
in East Asia

R.V.Cole (ed), 1993, Pacific 2010: Challenging the
Future, Australian National University, Canberra;
Knodel, J. et a., 1990, "Family Size and the
Education of Children’, Population and
Development Review, Vo0l.16 No.1; United
Nations, 1997, Basic Social Services for All,New
York; UNESCO, 1986, A Summary Statistica
Review of Education in the World 1970-86, Paris,
UNESCO, 1993, World Education Report 1993,
Paris; UNDP, 1997, Human Development Report
1997, New York; World Bank, 1993, The East
Asian Miracle, Washington DC.
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Migration brings benefits to both source and
destination countries. Home countries benefit from
money remitted by migrants. Receiving countries
gain extra workers, some of whom may be highly
skilled, without needing to invest in their
education. Contract labour can supplement the
labour requirements of richer countries and help to
redistribute income between rich and poor
countries. For example, in 1992 565,000 South and
Southeast Asian migrants found work in the oil
states of the Middle East. The benefits of labour
migration reach proportionally more people in
source countries when their population growth rate
isslow.

Source countries may be disadvantaged by
migration if too many educated professionals
migrate and needed skills and expertise are lost.
Also, in times of recession migrant labour may
bring unwelcome competition with the labour
force in receiving countries.

There is a growing stream of people fleeing from
their home country to escape persecution. They
numbered less than 2 million in 1965, but more
than 13 million by 1997. In addition there are as
many again who have suffered forced
displacement and are considered to be of concern
by the United Nations High Commissioner for
Refugees. Moderate flows of refugees can be
resettled in recipient countries and contribute to the
economy, for example, Vietnamese refugees in
Australia. However, massive inflows of political
refugees seeking emergency relief, such as from

Migration

Rwanda and Burundi to neighbouring countries,
constitute a heavy burden for recipient countries.

Growing environmental pressures are driving some
people from their homes as land and livelihoods
are lost to desertification, sea-level rise and climate
change. There may aready be as many as 10
million environmental refugees in the world and
predicted sea level rises will displace many more
(see Environment sheet).

In 1950 750 million people lived in urban aress,
but in 1995 there were 2.6 billion - more than three
times as many. Only 42 per cent of al urban
dwellersin 1950 lived in developing countries, but
by 1995 they comprised 71 per cent. The rapid rate
of urbanisation in developing countriesis due both
to natural increase and to migration of rura
dwellers to urban areas in search of economic
opportunity.

Rapid urbanisation has outstripped the capacity of
many cities to provide facilities. Shanty towns on
the outskirts of big cities lack roads, sewers, water
and electricity. Between 1995 and 2000 cities in
developing countries will have to accommodate an
extra 65 million people each year. Between 2010
and 2020 they are projected to grow by 85 million
a year, which is substantially more than the
increasein rural dwellers (see graph).
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Labour migration to countries on the Pacific Rim
plays an important role in the economies of some
Pacific countries, especialy migration of
Polynesans to Australia and New Zeaand.
Remitted earnings make a significant contribution
to the economies of some Pacific countries,
including Cook Islands, Tonga and Samoa.
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Australia compensates for its falling fertility by
accepting an annual quota of immigrants. In 1997-
98 atotal of 80,000 people will be accepted under
Austraia’s immigration program; 32,000 will be
reuniting with family, 36,000 will be selected for
work skills and 12,000 will be admitted as refugees
under the Humanitarian Program.

In the period 1975-89 New Zeadland had 224,300
more emigrants than immigrants, many crossing
the Tasman Sea to Australia. In 1990-94 the trend
reversed and New Zealand had a net gain of
53,800 from immigration.

Australian  Department of Immigration and
Multicultural Affairs, 1997, Fact Sheet: Key facts
in Immigration, Canberra; Jacobson, J., 1988,
Environmental Refugees, Worldwatch Institute,
Washington; Myers, N., 1993, Environmenta
Refugees in a Globally Warmed World, American
Ingtitute of Biologica Sciences, New York;
UNFPA, 1997, The State of World Population
1997, New York; United Nations Population
Division, 1988, World Demographic Estimates and
Projections, New Y ork; United Nations Population
Division, (forthcoming) World Population
Monitoring, 1997, New York; United Nations
Population  Division, (forthcoming) World
Urbanization Prospects: The 1996 Revision:
Annexe Tables, New Y ork.

Migration
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In countries without adequate social security,
parents need some children to survive to adulthood
to look after them in their old age. To make
absolutely certain of this, in countries where infant
and child mortality are high, women must bear
four to six children on average.

Before couples will have only two or three
children, they must be sure that nearly al the
children they bear will survive. Generally nine out
of 10 children need to survive before thisfeeling is
firmly established.

Every year it is estimated that almost 600,000
women die during pregnancy and childbirth. Many
times that number escape desth, but suffer lasting
physical and psychological injuries. The provision
of better reproductive health care during and after
pregnancy would help reduce this toll.

Since every pregnancy involves some risk of
maternal mortality, reducing the total number of
pregnancies over a lifetime automatically reduces
this risk for each woman. Where women have six
or more children, the lifetime risk of dying from
maternal causes is five times higher than where
they have two or less. If women could have only
the number of children they desired, maternal
deaths could be cut by anything from 17% in
Africaup to 35% in Latin America. Many maternal
deaths occur among women under the age of 20,
over 35, or with five or more children. Studies in
Nigeria found that women under 20 were 10 times
more likely to die in pregnancy than women aged
20-24. Women with five or more children were 1.5
to three times more likely to die in childbirth.

Health

Avoiding al births to women in high risk age
groups could cut maternal deaths by 35%.

Every day in developing countries, some 150,000
unwanted pregnancies end in abortion. One third
of them are performed in unsafe conditions and/or
in situations where abortion is illegal. Banning
abortion does not reduce its incidence, it merely
drives it into the backstreets. Every year at least
70,000 women die as a result of badly performed
abortions. Giving women access to safe abortion
would cut the toll of abortion-related desths
massively, as would making effective
contraceptives universally available.

When mothers have children too young, too late,
or too closely spaced, the risk of infant death or
disability increases. Recent surveys from 25
countries show children born to women below the
age of 18 years are 46% more likely to die before
their fifth birthday than when mothers are aged 20
to 34. If al births were to mothers aged 20 and
over, the deaths of children under five years would
be reduced by 17%.

Birth spacing is important too. When the interval
between pregnancies is too short, women have
little time to recover. Children born within 18
months of a previous birth are more than twice as
likely to die before age five as when there is atwo
or three year interval. If women could use family
planning to achieve the birth spacing they
preferred, overall child mortality could be reduced
by an average of 21%.

After birth, children from larger families are often less well nourished
than those from smaller families
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The children who die are not the only victims of
unwanted, untimely or too numerous births. Those
who survive suffer too, through poor nutrition in
the womb, or setbacks and injuries during
gestation and childbirth. After birth, children from
larger families are often less well nourished than
those from smaller families. A recent Philippines
study found children of later birth orders were
shorter than average for their age, indicating
malnutrition. This effect applied even among
wealthier families. Family planning could help to
reduce the numbers of children who are severely
disadvantaged by malnutrition.

Hobcraft,J.,, 1992, Child Spacing and Child
Mortality, Proceedings of the Demographic Health
Surveys World Conference, Washington DC;
Khanna, J., ed. ,1992, Reproductive Health, World
Health Organization; National Research Council,
1989, Contraception and Reproduction: Health
Consequences, Washington DC; UNFPA, 1997,
The State of World Population 1997, New Y ork.

Health
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Family planning is officially recognised as a
human right. This was first acknowledged at the
United Nations International Conference on
Human Rights, held at Tehran in 1968. According
to the Tehran declaration: “Parents have a basic
human right to determine freely and responsibly
the number and spacing of their children.' The
1994 International Conference on Population and
Development (ICPD) in Caro Programme of
Action included in its objectives "To help couples
and individuals meet their reproductive goalsin a
framework that promotes good health and respects
the dignity of persons and their right to bear and
raise children. To eliminate unwanted pregnancies
and reduce the incidence of high-risk pregnancies.
To improve the quality of family planning services
and to make them available to everyone'.

Family planning helps to promote other human
rights recognised by the United Nations
declarations. Foremost among these is the right to
life. Family planning can avert many of the
600,000 women's deaths each year resulting from
pregnancy complications. In the same way, family
planning can promote the right to the highest
attainable standard of health. This is enshrined in
article 12.1 of the 1966 International Covenant on
Economic, Sociad and Cultural Rights, and
reaffirmed at the Fourth World Conference on
Women in Beijing 1995, which stated that the right
of women to control their fertility is basic to their
empowerment.

The issue of rights within the field of reproductive
health care has been a focus of heated debate in
recent years. Many who oppose family planning
programs fear that women may be coerced into
preventing births they prefer to have, or that

The Human Right to
Family Planning

contraception could encourage promiscuity. Some
women fear that population programs, which are
traditionally designed by men, seek to control
women's bodies in order to achieve male-
determined political goals. Other women argue that
men can most easily control their fertility when
women have no simple means at their disposal to
avoid pregnancy.

These arguments emphasise the importance of
ensuring all women have the right of access to
family planning and reproductive health and that
women's rights to free choice and full information
are respected. Women must be involved in
designing and managing family planning programs
a the highest levels.

Women must be involved in designing and managing family planning
programs at the highest levels

The scale of unmet need

Certain methods of fertility regulation areillegal or
severely limited in some countries. For example,
until recently Depo Provera, an injectable
contraceptive, was widely available in New
Zegland but not in Australia. Abortion is available
only on heath grounds in many countries, for
example, in most Pacific countries.

An estimated 350 million couples worldwide do
not have ready access to the full range of family
planning methods. Approximately 120 million
additional women would like to use a modern
family planning method. This estimate excludes
some relevant categories including unmarried
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people and those who do not have adequate choice
of method. A range of medically approved
methods should be available wherever possible,
including natural family planning.

Simply satisfying unmet need would be sufficient
to raise contraceptive prevalence in the developing
world from the current level of 51% to at least
60%, and to reduce fertility from an average of
four children per woman to three.

Coercion is the use of threats or sanctions and is
morally unacceptable. Coercion and compulsion
are counter-productive in family planning. Over
the medium to long term, they are more likely to
damage the credibility and spread of family
planning than to encourage uptake.

India's experiment with compulsion in 1975 was
made possible only by emergency rule. Mrs Indira
Gandhi lost the subsequent election because of this
and the cause of family planning in India was set
back a decade.

However, improving services and encouraging
people to use them is not coercive and can be very
effective. Indonesia's highly successful family
planning program is based on vigorous promotion
of the two-child family, provision of quality family
planning services and offering a wide range of
contraceptive choices.

Respect of the right to safe methods, free choice,
full information about side-effects and avoidance
of any form of coercion is essential to increasing
contraceptive prevalence rates. Hence there is no
conflict between the right to family planning and
the right to choice and freedom from coercion
within family planning.

Cook, R., 1993, “International human rights and
women's reproductive health’, Studies in Family
Planning, Vol. 24; Freedman, L., 1993, "Human
rights and reproductive choice', Studies in Family
Planning, Vol. 24; Ross, J, et a,1992, Family
Planning Programmes and Child Survival
Programmes as Assessed in 1991, Population
Council, New York; United Nations, 1984, The
United Nations and Human Rights, New York;
United Nations, 1994, The 1994 Cairo Program of
Action Summary, New York; UNFPA, 1997, The
State of World Population 1997, New Y ork.

The Human Right to
Family Planning
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In 1798 Thomas Malthus pointed out that the
current rate of population increase was faster than
the rate of increase in food production. He argued
that humans should restrict their rate of increase so
that harsh natural checks on population growth,
including famine, would not come into play.

Since then improvements in agricultura
technology have increased world food output
dramatically. Despite a fivefold increase in
population since Malthus, there has been an
improvement in average diets. So far total food
production has kept ahead of tota people
production.

Obviously food production cannot continue to
increase indefinitely. Recent estimates are that the
world probably has the capacity to feed the 9.4
billion population projected for 2050, but
population increases beyond this point could result
in areduction in average nutrition.

Although there is enough food to feed the current
population of the world, it is not evenly
distributed.  United Nations Development
Programme (UNDP) estimates that in 1997 1.3
billion people were below the US$1 per day
poverty line, most in Africa and Southwest and
Southeast Asia. Most of these received inadequate
nutrition. Women and children were more often
mal nourished than were men.

The amount of home-produced food available per
person declined in 73 out of 113 developing
countries between 1979-81 and 1989-91, and in 36
out of 45 countries in Sub-Saharan Africa(see
graph). The United Nations Food and Agricultural

Land, Food and Water

Organization (FAO) estimates that by 2000, 64
countries out of 117 will be unable to feed their
populations; 29 in Africa and 15 out of 16 in
Southeast and Southwest Asia.Even so, about two
thirds of food-dependent countries have improved
their average intakes of calories and protein by
supplementing home production with food
imports.

Food production per person 1980-1990
in developing countries
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The Green Revolution, which began in the late
1960s, developed new, higher yielding varieties of
some staple crops. New varieties of rice
dramatically increased outputs, but required more
inputs of water, pesticides and fertilizer. The Green
Revolution brought smaller improvements to
maize and whesat varieties. So far there has been
very little improvement to the main subsistence
crops of the poorest people: millet, sorghum and
root crops.

Although world food production grew at an
average of 2.7% per year between 1950 and 1990,
it varies substantially from year to year. A series of
five-year averages show that world cerea
production per person peaked around 1984 at 371
kgs per head of population. Since then it has
hovered around 350-370 kgs. Africa's peak cered
production, which occurred around 1969 was only
171 kgs. In 1990 it had declined by 16%. The



13

world's largest cereal export region, North
America, peaked a 1,379 kgs in 1980 and
produced 12% less in 1990. In contrast, Asia
peaked at 274 kgs around 1990.

Because of these fluctuations world food security
depends an adequate food distribution system and
maintaining global stocks of cereds. In 1986-1987
food reserves reached a peak equal to amost 100
days of world consumption. In 1996 cered
reserves were the smallest volume since 1981,
equal to only 55 days, and below the FAO
recommended safety level of 65 days.

Past increases in crop production resulted mainly
from expanding the cultivated area and more
frequent cropping. Now the best land is aready in
use, so future expansion into new agricultural land
will be less productive. Arable land per person in
developing countries dropped from 0.33 hectares
per person in 1961 to only 0.21 in 1988 which is
well under half the developed country average of
0.55 hectares. Almost half the world's population
lives in countries which are cultivating over 90%
of their useable land.

Higher applications of fertilisers and irrigation
have increased outputs. At first the rate of increase
was rapid, but it has declined over time as the
production limits of the land are approached. There
has also been an increase in the cost of obtaining
further increases in yields. The cheapest irrigation
schemes have already been built and the irrigation
potential that remains is increasingly costly to
exploit. Fertiliser use has risen beyond sustainable
levels in developed countries and much of Asia,
and may have to be reduced to avoid
environmental contamination.

In most developing countries agriculture is the
main user of water, but industrial development and
improvements in health also depend on a plentiful

supply.

In 1990 24 developing countries, and Australia,
were using 20% or more of their available water
resources - a level at which national problems
develop. Most Asian countries are expected to
have severe water shortages by 2025. Excessive
use of irrigation can lead to loss of productive
agricultural land through salination.

Land, Food and Water

Most North African and Middle Eastern nations
dready face shortages which can only be
overcome by extreme or expensive measures.
rationing, drawing down irreplaceable “fossil'
water reserves, desalinisation or purification and
re-use.

As populations grow, more and more countries
will face water scarcity. In 1982 only six African
countries with a total population of 65 million,
faced water shortages. By 2000 water shortages
will affect 11 countries with a population of 250
million. By 2025, 21 countries with a total of 1.1
billion people (two thirds of the African
population) will be affected.

Dyson, T. 1994, "World Population Growth and
Food Supplies UNESCO, Paris; Falkenmark, M.,
1989, 'The Massive Water Scarcity Now
Threatening Africa, Ambio, Vol.18; FAO, 1984,
Land, Food and People, Rome; FAO, 1996, FAO
Production Yearbook 1996, Rome; FAO, 1996,
State of Food and Agriculture 1996, Rome;
Harrison, R, 1993, The Third Revolution, Penguin,
London; World Resources Institute, 1992, World
Resources 1992, Oxford.
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Human beings impact on the environment in three
main ways: through the resources they use, the
wastes they emit and the land they occupy for
settlements and farms. The strength of the impact
depends not just on human numbers but on levels
of consumption and the technologies used to meet
that consumption and to dispose of wastes.

The debate on the links between population and
environment has traditionally focused on
resources. Will we have enough land, water,
energy or minerals to meet the needs and desires of
future populations or will resources pose limits to
our future growth?

Many individual countries are facing shortages of
land and water (see Land, Food and Water sheet).
However it is estimated that at the global level the
essentials for survival are available for 9.4 billion
people - the United Nations medium projection for
the year 2050.

Human adaptability and ingenuity has increased
the world's population carrying capacity. When a
particular resource grows scarce, we increase
exploration and improve efficiency, or develop a
substitute. For many minerals, known reserves
have actually grown over the decades, despite
increasing use. Clearly this cannot go on
indefinitely: most minerals will eventually become
scarce. When they do, we shift to substitutes.

However the future will tax our adaptability to the
utmost. Assume, for the sake of illustration, that
we are all consuming at current American levels.
In that case, today's world copper reserves would
be used up in four years instead of 41. Today's ail

Environment

reserves would run out in seven years instead of
41. Even if we could find new sources and
substitutes, the globe is likely to be laid to waste if
resources were mined at such arapid rate.

One of our biggest impacts on the environment is
the space we occupy for farms, homes, roads and
cities. Growth in population means growth in the
area used for such purposes. That area is taken
away from wilderness and wildlife.

In the tropics, some 15.4 million hectares (154,000
square kilometres) of forest were being cleared
every year around 1990, or about one sguare
kilometre every three minutes. This is a 36%
increase over 1980, and amounts to 0.8% of the
total tropical forest area.

Between 1973 and 1988 population increase
accounted for about 79% of the loss of forest in
developing countries. This is the proportion of
forest cleared for farms to feed growing
populations, and for towns, roads, and workplaces
to accommodate them. The other 21% was due to
increasing food consumption per person, and to
ranching in Latin America. In developing
countries, some 72% of this growing demand
between 1961 and 1985 was due to population
increase, the rest was due to growth in
consumption per person.

Expanding human territories swallow up wildlife
habitats - wetlands, grasslands, even margina
semi-arid and mountainous areas. In 50 African
and Asian countries studied by the World
Conservation Union, there was a very close link
between population density and loss of original
wildlife habitat. In the 10 countries with the
highest habitat loss (averaging 85%) population
density averaged 189 people per square kilometre.
In the 10 countries with the lowest habitat loss
(averaging 41%) average population density was
only 30 people per square kilometre.

Problems of the future come not only from what
we use but also from what is wasted. Solid wastes
grow in volume as populations and incomes rise.
Over alifetime the average person in a developing
country produces 150 times their body weight in
waste; the average European 1,000 times; the
average American 3,900 times.
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In developed countries, landfill sites are becoming
scarce, so the pressure to recycle and reduce waste
is growing. Liquid and gaseous wastes are harder
to deal with. They flow into the oceans and
atmosphere, and there is no comprehensive
international regulation of the quantity of
pollutants released in this way.

Run-off from fertilisers is a serious water
pollutant. In rivers, lakes and coastal waters it
leads to large amounts of algae which starve the
water of oxygen, killing fish and other animals.
Fertiliser use increases to meet growing demand
for agricultural products.

One of the most serious environmental threats is
climate change. Global warming is accelerated by
population growth. Carbon dioxide, the major
greenhouse gas, comes from the burning of fossil
fuels and deforestation. Population growth
increases fossil fuel use. Over the period 1965-
1989 population growth accounted for 42% of the
growth in carbon dioxide emissions by developing
countries. Increased consumption accounted for
the rest.

As areas of human habitation expand they reduce the area available
to wildlife

The environmental challenges ahead are daunting.
According to the United Nations medium
projection, the world population will almost double
over the next half century. With improving living
standards in some developing countries, average
consumption per person will at least double, even
if it grows at the low 1.3% a year of the 1980s
recession period. The total impact of population
multiplied by consumption could therefore rise by
afactor of four or more.

This means that even to limit environmenta
damage to its present high levels, we must reduce

Environment

the impact of our activities by at least 75%. Clearly
the task would be made easier by slower
population growth rates. For example, the land
demands of the low projected population for 2050
would swallow up about 4 million sguare
kilometres less wildlife habitat than the medium,
even if we assume a very low land requirement of
only 0.2 hectares per person (about today's level in
Asia). The saving is amost equa to the entire
remaining forested area in Asias developing
countries. The low projection would demand
around 9 million square kilometres less land than
the high projection. This is more than al the
currently remaining rainforestsin Latin America

Slower population growth could also slow the rate
of global warming by reducing carbon dioxide
emissions. Sustaining present levels of emissions
could produce an average sea temperature rise of
amost 3 degrees Celsius by 2100. The consequent
rise in sea levels of from 0.3 to 1.0 metres could
completely submerge atoll states in the Pacific,
such as Kiribati, the Marshall Islands and Tuvalu,
and dramatically reduce coastal lands throughout
the world. Up to 10% of the populations of
countries such as Bangladesh and China could be
displaced.

Slower population growth could also mitigate the
negative impact of global warming on crops
production. A doubling of carbon dioxide levels
could reduce rice yields by up to 5% and maize
yields by up to 24%. This, in turn, would increase
the projected malnourished population from 640
million to 823 million by 2050, assuming the
United Nations medium projected growth rate.
Achieving the United Nations low population
projection would both slow the rate of global
warming and reduce the projected number of
malnourished to 481 million.

Slowing population growth can thus be a very
significant conservation measure in its own right.

FAO, 1993, Forest Resources Assessment 1990,
Rome; Harrison, R, 1993, The Third Revolution,
Penguin, London; Independent Commission on
Population and the Quality of Life, 1996, Caring
for the Future, Oxford; United Nations Population
Division, (forthcoming), World Population
Prospects: The 1996 Revision, New Y ork.
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Development is not just a question of raising
incomes. Quality of life - the state of health,
nutrition, and education - is just as important.
Women are key agents in determining the quality
of life of their families. Children's success in
school and their health and productivity in later life
may depend to a considerable extent on their
mother's health, education, welfare and skills.

Education is the strongest of all factors enabling
women to improve their own lives and those of
their children. "Once al the benefits are
recognised,’ said former World Bank Vice
President Lawrence Summers, “investment in the
education of girls may well be the highest return
investment available in the developing world'.

Education increases family income and reduces
poverty by boosting the wages women can earn. It
also has a strong effect on child heath (see
Education). Educated women have a better
knowledge of nutrition and sanitation, and arein a
better position to obtain outside help if needed. A
World Bank survey calculated that if developing
countries had been able to double girls' secondary
enrolment in 1975, infant mortality 10 years later
would have been more than halved. This effect was
seven times more powerful than doubling the
national income and 10 times stronger than
doubling the number of doctors.

Educated women tend to marry later, have fewer
children and use contraception (see graph). They
are more open to change and more aware of social

Gender, Development
and Fertility

services. These effects combine to reduce women's
fertility dramatically. Typicaly a woman with four
years of secondary education has two children
fewer than awoman with no education. The World
Bank study cited above found that doubling female
secondary enrolment in 1975 would have reduced
the number of birthsin 1985 by 29%.

Conversely family planning helps to improve
women's status and education. Where women
marry early, or risk teenage pregnancies while till
at school, they are more likely to have to cut short
their education. Teenage pregnancy frequently
curtails education.

Women who are exposed to repeated pregnancies
find it harder to get and keep jobs outside the
home. When family planning is widely available
women are more able to choose what type of work
they do.
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Women's economic contribution to families and
nations is huge, but often underestimated. Their
work is often underpaid or unpaid. It is difficult to
measure domestic work and work in the informal
economy, which are often essential to family
survival. Work in family fields, animal husbandry
and petty trading are often not counted as “work’
because they are seen as an extension of women's
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domestic role. But without these daily acts of
labour, families would not be fed.

Increasing numbers of women are being drawn
into the forma workforce. Interestingly, where
women's participation in the workforce is highest,
economic growth has been fastest. Women
workers are sought after in textile, clothing and
assembly factories, usually the first types of
manufacturing jobs to arrive in  newly-
industrialising countries. Women are seen, rightly
or wrongly, as a more “docile’ and productive
workforce, less likely to join unions and less
disruptive, and often willing to work for lower
wages. In many countries they are more vulnerable
than men to unemployment or job loss.

There are many family and socia benefits when
women have access to the labour market. They are
more likely to marry later and have fewer children.
Access to a cash income may mean more money is
spent on improving children's nutrition.

Gender relations between women and men in any
given society determine the extent to which
women's contribution to the economy and to
family welfare is recognised. Gender relations aso
determine  women's access to education. In
societies in which women traditionally play a
subordinate role to men, women's opportunities
may be severely curtailed, particularly when
gender inequity is compounded by poverty.

In many parts of Papua New Guinea women have
lower status than men, especially in those
communities where women leave their own village
to live in their husbands' villages. A study in such
an area, Milne Bay, found that boys were twice as
likely as girls to be taken for medical treatment
when they were sick. This was because girls
moved away from their fathers, so investment in
the health of boys took priority.

The same attitude affects education of women. In
1990 64% of Papua New Guinea women were
illiterate compared with 47% of Papua New
Guinea men. Only 7% of women had more than
ten years of schooling, but 14% of men.

In some countries with strong son preference, such
as Nepal, girls may receive less food than their
brothers.  Malnourished girls grow into
malnourished women. Poverty and a low regard
for the well-being of women also may limit the

Gender, Development
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availability of ante-natal care. Malnourished
women give birth to daughters of low birth weight,
and so the cycle repeats itself.

Thereis growing interest in the reproductive health
needs of men. The increasing availability of
condoms and the new focus on sexualy
transmitted diseases and HIV/AIDS have provided
a context in which to promote the rights of men to
reproductive health care, and to encourage men to
take responsibility for their own fertility. Reaching
men through men-only programmes and through
innovative information, education and
communication activities, has been an important
achievement of non-government organisations in
particular. While there is a long way to go in the
matter of reproductive equity, an important start
has been made.

The connection between women's status, quality of
life and fertility comes into focus when we
compare the South Indian state of Kerala with the
five northern states of Rgjasthan, Uttar Pradesh,
Madhya Pradesh, Bihar, and Orissa.

Keraais poor, but its female literacy rate is almost
double that of its nearest Indian state rival. In
Kerala women are considered an asset; in North
India they are seen as a burden. In Kerala women
can inherit land; in the North they do so more
rarely. In Kerala, the husband's family traditionally
pays a bride price to the wife's family; in the North
the bride's family pays a dowry.

Kerala has 1,032 women for every 1,000 men. The
five northern states average only 935 women per
1,000 men. Son preference in the North,
particularly in the context of poverty, leads to
neglect of the health of girls and women. When
resources are scarce they are spent on boys.
Selective abortion and infanticide also add to the
unbalanced sex ratio.

Kerala has the lowest infant mortality rate in India
- only 26 per 1,000 live births half the average for
middle income developing countries. In the
northern states, infant mortality is four to five
times higher.

There have been economic benefitstoo. Kerala has
performed well in eradicating poverty. In 1987
only 27% of its population lived in poverty. In the
northern states, the poverty rate averaged 44%.
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In the northern states women still have an average
of 4.9 children. Keralas fertility rate declined from
over six children per woman in the 1960s to
around 2.0 in the 1990s.

Gillett, J., 1990, The Health of Women in Papua
New Guinea, PNG Ingtitute of Medical Research,
Goroka; King, E. ed.,1993, Women's Education in
Developing Countries, Johns Hopkins University
Press, Batimore; Ministry of Health and Family
Welfare, 1990, Family Welfare Y earbook 1988-90,
Government of India, New Delhi; Subbarao,
K.,1993, Sociad Gains from Female Education,
World Bank Discussion Paper 194, Washington
DC.
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Both the Australian and New Zealand aid
programmes are focused on poverty reduction
through sustainable economic and socia
development. High fertility rates are often blamed
on poverty.

Among poor families in poor countries, rearing
children costs little more than feeding them, yet the
benefits they bring are high. As youngsters they
help out with family work. As teenagers they can
do paid work and bring their earnings into the
family. They provide the only source of socia
security for elderly relations.

But the theory has its limitations. The evidence
shows that in many countries rapid population
growth has slowed development and increased the
numbers in poverty. When this happens,
development never gets the chance to begin its
contraceptive effect. High fertility rates can trap
families and nations in a vicious circle of poverty.

The world has made some progress in fighting
poverty. In most regions the proportion of poor has
declined. According to a United Nations survey,
the percentage of people in poverty in developing
countries fell from 52% in 1970 to 32% in 1993.
Yet because of population growth, the actual
numbers of poor rose from 944 million to 1.3
billion over the same period. This meant an extra
354 million human beings suffering incomes too
low to provide even a basic existence. The
numbers in poverty increased in every developing
region except East Asia - which had the lowest
population growth rate.

According to the World Bank, there has been a
reduction in poverty in East Asia, but an increase
in Eastern Europe, Central Asia and Africa It is
likely Africa will become the region with the
highest incidence of poverty in the future.

Jobs, Income and
Poverty

High fertility rates contribute to poverty at the
family level. A study by the International Fund for
Agricultural  Development found population
growth was among the three leading causes of
rural poverty in Africa, Asiaand the Middle East.

Population growth has helped to shrink
landholdings, often pushing them below
subsistence level. In most developing countries the
principle of equal inheritance applies. Holdings are
split up among heirs - the more heirs, the more the
size of individual holdings shrink. This process is
common to countries as far apart as Papua New
Guinea, Kenya and Bangladesh.

In India the average landholding reduced from
2.28 hectares in 1970-71 to 1.68 hectares in 1985-
86. Margina farms with less than one hectare
increased from 51% to 58% of all farms.

In regions where there are reserves of unused land
- asin Africa - larger families can open up bigger
areas. But even here surveys show they end up
with less land per person.

Population & income growith 1980-859
Dreweedinpring conamiries
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At the national level, population growth makes the
task of job creation harder. The employment
problem facing the developing world is daunting.
According to the United Nations medium
projection, there will be an additional 2.2 billion
people aged 15-64 in 2050. Extra jobs must be
found by developing countries for many of these
people to stop unemployment rising. Many
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millions more jobs will be needed to reduce
unemployment.

The challenge is becoming greater. In the 1950s
the labour force grew by only 16 million per year.
But in the two decades 1995-2015 there will be an
increase of more than twice that many every year.
Most will live in developing countries.

The labour force expanded in developing countries
by 2.3% annually in the 1980s. This provided a
continual flow of cheap labour, so some
manufacturing industry relocated to developing
countries. Companies based in developed countries
had to improve productivity to compete, and fewer
jobs could be created, so unemployment rose even
in years of economic growth.

Governments in developing countries face an even
greater challenge. Although productivity is
increasing, their larger labour force is growing
aso, at 2% per annum. National incomes must
grow at least asfast as the two combined - perhaps
as much as 4% - if the army of unemployed is not
to swell. High fertility increases the demand for
school places, which in turn leads to a greater
demand for employment.

The task of job creation is most difficult where
population growth rates are highest. In 1980 South
Asias workforce was smaller than East Asias by
103 million. Yet South Asia now must create more
jobs than East Asia, which has lower birth rates.

India's case shows just how hard it can be to create
enough jobs in a situation of high fertility rates.
Although the national economic growth rate
aways exceeded the population growth rate,
India's jobless total rose steadily from 2.6 million
in 1966 to 9.6 million in 1976 and 36 million in
1992

The links between population growth and
economic growth are dtill controversial. A few
economists believe population growth stimulates
economic growth. There has never been any
evidence for this view in developing countries.

Until 1975 there was little evidence that rapid
population growth was a handicap. Between 1965
and 1980 there was no correlation with growth in
incomes per person in 82 developing countries
studied by the United Nations Population Fund
(UNFPA). Since then the picture has changed

Jobs, Income and
Poverty

dramatically. In the 1980s there was a large
disparity in income growth between countries with
sower or faster population growth rates (see
graph). The 41 countries where population was
growing more slowly managed an average income
growth of 1.23% a year. In the 41 countries with
faster growth, incomes fell by an average of 1.25%
a year. The difference between these two groups
was a massive 2.5% per year.

We cannot be sure from this one period whether
slower population growth brought faster economic
growth - or vice- versa. It is therefore important to
consider how population growth before 1980
affected economic growth in the 1980s.

The effect was quite marked. The 41 countries
with slower population growth in 1965-80 saw
their average incomes grow a 0.9% annualy
during the 1980s. But the 41 countries with faster
population growth in 1965-80 saw average
incomes fall by 0.9% annualy in the 1980s. The
difference in income growth between the two
groups was 1.8% per year. Regional factors cannot
explain these findings. The same link between
slower population growth and faster income
growth applies within the four main developing
regions.

The reasons are complex. Countries with slower
population growth tend to be those with better
education and improved health - and these factors
aso stimulate economic growth. Slower
population growth also helps increase savings,
since families with fewer children have more
surplus money after meeting basic needs.

A UNFPA study of data from 76 developing
countries showed the 38 countries with slowest
population growth during the 1980s had savings
ratios averaging 18.5% of gross domestic product
(GDP) a the end of the decade. However the
savings ratio averaged only 12% in the 38 with the
fastest population growth.

In 1974 former Indian Health Minister Dr Karan
Singh argued that development was the best
contraceptive. This theory has now been over
turned. There seems to be more truth in the view
that slower population growth is a good recipe for
economic growth. In a recent change of heart Dr
Singh commented "Contraceptives are the best
development'.
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