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PREFACE

The World Population Plan of Action, adopted by the
United Nations World Population Conference at Bucharest
in 1974, recommended that monitoring of population trends
and policies ““should be undertaken continuously as a spe-
cialized activity of the United Nations and reviewed bien-
nially by the appropriate bodies of the United Nations sys-
tem, beginning in 1977 The present report is the third in
a series of reports on this activity. The report of the first
round was prepared in 1977 and the report of the second
round was prepared in 1979.°

Prior to the report on the first round of monitoring, the
Population Division of the Department of International Eco-
/rmmic and Social Affairs of the United Nations Secretariat
¢ had carried out numerous assessments of population trends.
Mention should be made, for instance, of The World Popu-
lation Situation in 1970,* Population Bulletin of the United
Nations, No. 7—1963, with special reference to conditions
and trends of fertility in the world,’ Levels and Trends of
Fertility throughout the World, 1950-2000,° The Situation
and Recent Trends of Mortality in the World,” Growth of the
World’s Urban and Rural Population, 1920-2000,* and
three consecutive reports on World Population Prospects as
Assessed in 1963, 1968 and 1973 .° Recent assessments can
be found in World Population Trends and Prospects by
Country, 1950-2000: Summary of the 1978 Assessment,"
Selected Demographic Indicators by Country, 1950-2000:
Demographic Estimates and Projections as Assessed in

" Report of the United Nations World Population Conference, 1974,
Bucharest, 19-30 August 1974 (United Nations publication, Sales No.
E.75.XII1.3), part one, chap. I, para. 107. ’

’ United Nations publications, Sales Nos. E.78.XII1.3 and 4.
¥ United Nations publications, Sales Nos. E.79.X1II.4 and 5.
¢ United Nations publication, Sales No. E.71.X111.4,

* United Nations publication, Sales No. 64.XI11.2,

¢ United Nations publication, Sales No. E.77.XIII.2.

7 United Nations publication, Sales No. 62.XIII.2.

§ United Nations publication, Sales No. E.69.XIII.3.

°United Nations publications, Sales Nos. 66.XI11.2, E.72.XIIl.4 and
E.76.X111.4.

' United Nations publication, non-sales (ST/ESA/SER.R/33).

iii

1978" and World Population Prospects as Assessed in
1980.*

The outline of the report on the monitoring of population
trends (volume I) was based on the discussion at the twen-
tieth session of the Population Commission." In addition to
a general survey of the world population situation, special
topics dealing with the relationships between population and
development were included, emphasizing such important
areas as the association between fertility, mortality and
socio-economic variables, the developmental aspects of
mortality differentials, the causes and consequences of in-
ternal migration in developing countries, the determinants
of labour force participation, with special emphasis on the
demographic characteristics of working women, the demo-
graphic impact on consumption patterns, the population-
supporting capacity of agricultural land, and the disparities
associated with socio-demographic development.

The present report on monitoring of population policies
(volume 1) was prepared by the Population Division on the
basis of official government sources, including the “Fourth
Population Inquiry among Governments in 1978: review
and appraisal of the World Population Plan of Action”,
statements made by Governments and national development
plans.

The Population Commission at its twenty-first session,
held from 26 January to 4 February 1981, reviewed a draft
of this report and expressed the view that the monitoring of
trends and policies provided an essential service to countries
as well as to the international community." The Commis-
sion recommended that the report be published and made
available to Governments and institutions interested in pop-
ulation studies.

Acknowledgement is due to the United Nations Fund for
Population Activities whose grant (GLO/78/P09) made the

rinting of this. publication possible.
P g % p
"' United Nations publication, non-sales (ST/ESA/SER.R/38).

" United Nations publication, Sales No. E.81.XII1.8. ‘

Y See Official Records of the Economic and Social Council, 1979,
Supplement No. 2 (E/1979/22).

" See Official Records of the Economic and Social Council, 1981,
Supplement No. 3 (E/1981/13).







CONTENTS

Volume 11
Page
Explanatory notes. .. ... viii
PART THREE. POPULATION POLICIES
IntrodUCtion. . . .. ... 3
Chapter
XX. NATURAL INCREASE OF THE POPULATION. . . .. .ottt 4
A. Developedcountries . ........... ..o 7
B. Developingcountries. . ......... ..o 11
XXI. MORTALITY, MORBIDITY AND HEALTH POLICIES. . « o« o vt on e 22
A. Developedcountries . ...t 24
B. Developing countries. .. ...ttt 25
C. Emerging policy trends, issues and problems . .................. ... 32
XXIL. FERTILITY . . oottt ittt et et ettt e 39 .

A. Developed coUntries.. ... ...t 40
B. Developing countries. ... .......ooiiiiiiee i 53
XXIII. INTERNATIONAL MIGRATION . . ottt tnee et 69
A. Area of responsibility of Economic Commission for Africa........... 71
B. Area of responsibility of Economic Commission for Europe .......... 76
C. Area of responsibility of Economic Commission for Latin America .... 81
D. Area of responsibility of Economic Commission for Western Asia . .. .. 84

E. Area of responsibility of Economic and Social Commission for Asia and
the PaCifiC .« v vt e e e e e 85

ANNEX
Statistical data: tables 38-52 . . .o v 94
LIST OF TABLES

Table : Page

1. Governments’ perceptions of the effect of natural increase on development, its
acceptability and the desirability of intervention to change rates, by areas of
responsibility of regional commissions, regions and level of development, July
1080 . . 5

2. Governments’ perceptions of the effect of natural increase as a constraint on
development, by areas of responsibility of regional commissions and level
of development, July 1980 ....... ... ... .. . 6

3. Governments’ perceptions of the effect of natural increase on development, by areas
of responsibility of regional commissions and level of development, July 1980 6

4. Relationship between Governments’ perceptions of acceptability of natural increase,
July 1980, and actual rates of natural increase, 1975-1980 ................ 7

5. Relationship between Governments’ perceptions of acceptability of natural increase,
July 1980, and size of population, 1980 ... ... ... ... ... ... . L 8




Table

10.

I1.

12.

13.

15.
16.
17.
8.
19.

20. .

21.
22.
23.

24.
- 25.

26.

Changes in Governments’ perceptions concerning the acceptability of natural in-
crease, and desirability of intervention to change rates, countries in area of
responsibility of Economic Commission for Europe, July 1978-July 1980 .

Government'growth targets ........ SR S T AT

Changes in Governments’ perceptions concerning the acceptability of natural in-
crease, and desirability of intervention to change ‘ratés, countries in area of
respons1b1llty of Economic Commission for Africa, July 1978-July 1980 :.". ..

Changes in Governments’ perceptions concerning the acceptability of natural in-
crease, and desirability of intervention to change rates, countries in area of
responsibility of Economic Commission for Latin America, July 1978-July 1980

Changes in Governments’ perceptions concerning the acceptability of natural in-
crease, and desirability of intervention to change rates, countries in area of
responsibility of Economic. Commission for Western Asia, July 1978-July 1980

Changes in Governments’ perceptions concerning the acceptability of natural in-
crease, and desirability of intervention to change rates, countries in area of
respons1b1l1ty of Economic and Social Commlss10n for Asia and the Pacific, July
1978-July 1980 . ... o A

Average life expectancy at birth, 1975-1979, and Governments’ perceptions of its
acceptability in prevailing economic and social circumstances, by areas of respon-
sibility of regional commissions, regions. and level of development, July 1980

Analysis of health policy objectives of Governments of selécted countries of Africa,
asassessed inJuly 1980 ........ ...l

Analy51s of health policy objectives, selected countries of Afnca 1980; and related
data on public health expenditures and infant mortality rates ........... S

Priorities for disease control in developing countries, based on prevalence mor-
tality, morbidity and feasibility of control ... ....... .. ... .. .. .o 0000

Estimated- annual costs of different systems of health intervention ........ PR

Governments’ perceptions and policies with respect to the current fertility level and
the des1rabll1ty of intervention to change it, by areas of respon51b|11ty of regional
commissions, regions and level of development, July 1980 .................

Changes in Governments’ percept10ns concerning the current fertility l‘eve'l coun-
tries in area of résponsibility of Economic Commlssmn for Europe July 1978-
July 1980 ..o e

Governments’” perceptions with respect to effective use of modern methods of
fertility regulation, by areas of responsibility of regional commissions, regions
and level of development, July 1980 ....... ... ... ... ... .. .. .. ... ...

Governments’ policies with respect to effective use of modern methods of fertility
regulation, according to the perceptions of Governments concerning the current
fertility level, by level of development, July 1980 .......................

Legal grounds for grantmg abortion: breakdown of countries by areas of respon51bll-
ity of regional commissions, régions and level of development, 1980 ........

Number of legal abortions and abortion rate, selected developed countries in area of
responsibility of Economic Commission for Europe, various recent years . ...

Legal grounds for granting sterilization: breakdown of countries by areas of respon-
sibility .of regional commissions, regions and level of development, 1980 . ...

Public expenditure on income maintenance programmes and family allowances,
countries members of the Organisation for. Economic Co-operation and Develop-
ment.............. PP

Family welfare allowances. and total family benefits for.a two-child family, as a
percentage of the gross income of a worker of average level, countries members of
the Organisation for Economic Co-operation and Development, 1972 ...... ..

Amount of family benefits and supplementary allowances payable, according to age
of child and birth order, selected European countries, 1 July 1978 ... .......

vi

qu'

12

19

23

26

27

36
37

40

41

42
43
44
46
48

50

50

51




Table
27.

28.

20.
30.

. 31,
32.
33.
34.

35.

36.

37.

38.

39.

40.

41.
42.
43.

44.

45.

Proportion of average monthly earnings representing benefits, according to number
of children in family, selected European.countries .......................

Changes in Governments’ perceptions concerning the current fertility level, coun-

tries in area of responsibility of Economic Commission for Africa, July 1978-July
1980 . . e

Proportion of the national budget earmarked for health and birth control pro-
grammes, selected developing countries ......... e

Direct financial incentives offered to persons using contraceptive methods, selected
developing countries . ........... .ot

Changes in Governments’ perceptions concérning the current fertility level, coun-
tries in area of responsibility of Economic Commission for Latin America, July
1978-July 1980 ............. ... .. ... PP

Changes in Governments’ perceptions concerning the current fertility level, coun-
tries in area of responsibility of Economic Commission for Western Asia, July
1978-July 1980 .. ... ... e

Changes in Governments' perceptions concerning the current fertility level, coun-
tries in area of responsibility of Economic and Social Commission for A51a and
the Pacific, July 1978-July 1980 ........ ... ... .. il

Govemments perceptions of the demographic significance and acceptability of
current levels of immigration, by areas of responsibility of regional commissions,
regions and level of development, July 1980 ............................

Governments’ policies concerning immigration, by areas of responsibility of re-
gional commissions, regions and level of development, July 1980 ..........

Governments’ perceptions of the demographic significance and acceptability of
current levels of emigration, by areas of responsibility of regional commlssmns
regions and level of development, July 1980 ........................0....

Governments’ policies concerning emigration, by areas of responsibility of regional
commissions, regions and level of development, July 1980 ........ AP

Governments’ perceptions of the effect of natuﬁfal increase on development and the
desirability of intervention to change rates, by areas of responsibility of regional
commissions, geographical regions and level of development, July 1980 .. ...

Combinations of policy options selected by Governments to solve problems associ-
ated with natural increase, by perception of the effect of natural increase on
development, its acceptability and the desirability of intervention to change it,
areas of responsibility of regional commissions and geographical regions, July
1980 . ..o e

Average life expectancy at birth, 1975-1979, and Governments’ perceptions of its
acceptability in prevailing economic and social circumstances, by areas of respon-
sibility of regional commissions, geographical regions and level of development,
July 1980 .. oo

Governments’ perceptions and p011c1es with respect to the current fertility level and
access to effective fertility regulation, by areas of responsibility of regional
commissions, geographical regions and level of development, July 1980 .. ...

Governments’ policies concerning effective use of modern methods of fertility
regulation in relation to Governments’ perceptions and policies with respect to the
current fertility level, by areas of responsibility of regional commissions and level
of development, July 1980 . ... ... ... ... . . . ...

Legal status and grounds for granting abortion, by areas of responsnblllty of regional
commissions and geographical regions, July 1980 .................... ...

‘Legal status and grounds for granting sterilization, by areas of responsibility of

regional commissions and geographical regions, July 1980 ................

Governments’ perceptions of the acceptability of current international immigration,
by areas of responsibility of regional commissions, geographical regions and level
of development, July 1980 . ... ... .. ... ... .. i

Vil

Page

52

55

57

58

59

62

63

70

71

72

73

94

98

103

107

111

116

146




Table
46.

47.

48.

49.

50.

S51.

52.

Governments’ policies with respect to international immigration, by areas of respon-
sibility of regional commissions, geographical regions and level of development,
July 1980 .

Governments’ perceptions of the acceptability of current -international emigration,
by areas of responsibility of regional commissions, geographical regions and level
of development, July 1980 ....... ... .. . . .

Governments’ policies with respect to international emigration, by areas of responsi-
bility of regional commissions, geographical regions and level of development,
July 1980 .. ... ... e

Governments’ policies concerning internal migration and configuration of settle-
ment, according to perception of acceptability of spatial.distribution of popula-
tion, by areas of responsibility of regional commissions, geographical regions and
level of development, July 1980 ... .. .. ... . ... . i

Governments’ perceptions of the acceptability of spatial distribution of population,
by areas of responsibility of regional commissions, geographical regions and level
of development; statistical information, July 1980 .......................

Governments’ policies concerning basic trends in internal migration, by areas of
responsibility of regional commissions, geographical regions and level of devel-
opment; statistical information, July 1980 .......... ... ... ... .. ... ... ...

Governments’ policies concerning configuration of settlement, by areas of responsi-
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Explanatory notes

The following symbols have been used in the tables throughout the report:

Page

181

184

187

190

194

195

Three dots (. . .) indicate that data are not available or are not separately reported.

A dash (—) indicates that the amount is nil or negligible.

A hyphen (-) indicates that the item is not applicable.

A minus sign (—) indicates a deficit or decrease, except as indicated.
A full stop (.) is used to indicate decimals.

A slash (/) indicates a crop year or financial year, e.g., 1970/71.

Use of a hyphen (-) between dates representing years, e.g., 1971-1973, signifies the
full period involved, including the beginning and end years.
Details and percentages in tables do not necessarily add to totals, because of
rounding.
Reference to “dollars” (8$) indicates United States dollars, unless otherwise stated.
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INTRODUCTION

The third report on monitoring of population policies was
prepared in accordance with a recommendation of the World
Population Plan of Action, adopted by the World Population
Conference at Bucharest in 1974, that monitoring of popula-
tion trends and policies “‘should be undertaken continously
as a specialized activity of the United Nations and revised
biennially by the appropriate bodies of the United Nations
system, beginning in 19777

The present report on population policies is divided into
four chapters, which deal, respectively, with population
growth, mortality, fertility and international migration. The
first three chapters consist of introductory remarks, a dis-
cussion of major issues and changes by level of develop-
ment and the area of responsibility of each regional commis-
sion, and some general concluding remarks. The chapter on
international migration has been organized differently from
the others, in that it examines major migratory flows and
related policies within and between the various areas and not
by level of development.

The policies relating to spatial distribution of the popula-
tion will be the subject of an extensive review in the fourth
round of monitoring of population policies.

This third round of monitoring focuses more, as was the
case for the second round, on measures rather than percep-
tions, examining in the selected sections of the report the
emphasis of Governments. To ensure continuity between the

" Report of the United Nations World Population Conference, 1974,
Bucharest, 19-30 August 1974 (United Nanons publication, Sales No.
E.75. XIII 3), part one, chap. I, para. 10.

second and third rounds of monitoring of population pol-
icies, the same basic tables, including those relating to
spatial distribution of the population, have beer retained and
have ‘been updated to reflect changes in perceptions and
policies between 1978 and 1980.

Particular attention has been given to measures related to
fertility and international migration both in developed and in
developing countries. The material from the Fourth Popula-
tion Inquiry among Governments was heavily supplemented
and updated with material from the Population Policy Data
Bank. ‘Although the experiences of all Governments are not
examined in the text, the annex tables give the perceptions
and policies of all Governments in 1980 (the tables are
organized by area of responsibility of the regional commis-
sions, geographical regions® and level of development). The
test of the present monitoring report includes a number of
summary tables with data according to the 24 geographical
regions.

? See annex tables 38-52 to the present report.

* For convenience, the largest groupmgs used in the present report are
the categories of “less developed regions™ and “more developed regions™
as established by the Population Division of the Department of Interna-
tional Economic and Social Affairs of the United Nations Secretariat, on.
the basis of socio-economic and demographic criteria. The former category
includes all the countries of Africa, Latin America, East Asia (excluding
Japan), South Asia and Oceania (excluding Australia and New Zealand).
The latter category-includes all the countries of Northern America and
Europe, the Union of Soviet Socialist Republics and the countries just cited
as being outside the “developing”™ classification. Within these two broad-
est groupings, there are eight “major areas” subdivided into 24 geograph-
ical regions, which are used at numerous points in the text and tables.




g o o ChapterXX
. NATURAL INCREASE OF THE POPULATION

The trend in the rates of natural increase of the population
is one of the main concerns of most Governments, in both
developed and developing countries.' It is also one of the
mainstays of their activities in the population field. There
are fewer and fewer Governments today that do not regard
control over the various parameters of their population
trends as their responsibility and a vitally important factor
for the success of their national development plans. The way
in which Governments assess the possiblée repercussions of
the population situation on the attainment of development
goals is the result of a process which, though complex, can
be outlined as follows: Governments carry out an analysis of
the advantages and drawbacks, over the short, medium and
long terms, of the rate of natural increase of the population
in relation to the variou$ economic and social, aggregate
and individual, régional and sectoral goals they have set
themselves.

On completion of this analysis, which provides them with
an evaluation of the net balance between the advantages and
the drawbacks, and hence with an over-all view of the
acceptability or otherwise of rates of natural increase, Gov-
ernments will decide to take action or not to do so. Viewed
from this angle, an attitude of non-intervention represents at
the same time a political option, in so far as Governments

that do not take action adopt this attitude on the basis of an

analysis of the situation. Governments have confidence in
the mechanisms of spontaneous evolution, or else they re-
gard it as inappropriate in the political and social context of
the country to act directly or indirectly in the demographic
field.

Once the decision to take action has beén made, Govern-
ments are faced with the problem of selecting the means of
action to be put into operation and the vigour to be applied.
Government action can be divided into twd main categories:
the first is direct or indirect intervention in respect of demo-
graphic proeesses, such as fertility, mortality,. internal mi-
gration and international migration; and the second is inter-
vention in regard to socio-economic factors making for the
establishment or re-establishment of a balance between eco-
nomic and demographlc trends. Actual]y, intervention of a
single dimension is rare; Governments more frequently un-
dertake intervention of a multidimensional type. When it

has been decided to take action and the means of action have
been chosen, Governments still have to decide on the vigour

' Emphasis is placed on natural increase of the populatlon rather than on
population growth, since most countries did not regard mtemanonal migra-
tion as important demographically. The remaining countries considered

reconrse to international migration to be the answer to a rate of growth they.

percelved as unsatisfactory. In the interests of mmphﬁcatnon the term
“growth” as.used in this chapter is taken to mean natural increase of the
populatlon

with which they intend to implement their policy and the
resources they are prepared to invest, according to the
seriousness they attach to the 51tuat10n Support may be
comprehensive or partial.

In the event of comprehensive intervention, the intent of
the Government is manifested in an official stand indicating
the direction of the thrust of the action, the choice of a series
of varied approaches to the demographic and non-demo-
graphic processes, a clear-cut indication of the goals, alloca-
tion of substantial resources to implement the policy chosen
etc. ‘

Where support is partial, the aims in view are, as a rule,
many in number; and the demographic goal is no longer
preponderant. It is rare to find an official stand taken—fre-
quently, of course, for reasons of political convenience. The
range of measures adopted and the financial means made
available are less ambitious.

In a later section, the situation at [ July 1980 with regard
to Governments’ perceptions and p011c1es relating to growth
is summarized. Special attention is paid to changes that
occurred during the period 1978-1980.2

This examination of Governments’ perceptions and pol-
icies concerning growth rates takes place within the move-
ment of deceleration of demographic growth that had begun
carly in the 1960s in the developed countries and rather later
in the developing countries. The movement had become so
widespread in certain developed countries that the rate of
natural increase in 1980 was negative, and consequently the
population was decreasing.

"The growth rate for the world population in 1980° was
estimated at 1.8 per cent; in 1960, it had been 2.0 per cent.
In the developed countries, the rate declined from 1.1 per
cent in 1960 to 0.6 per cent in 1980. During the same
period, the rate decreased from 2.4 per cent to 2.2 per cent

¢

" in the developing countries. As mentioned above, the rate

was falling everywhere, except in Africa, where it rose from
2.5 per cent in 1960 to 3.0 per cent in 1980. The speed of

. the decline, however, varied from one major area to another,

being more pronounced in East Asia, for example, but very
slow in Latin America.

* 1t should be pointed out here that the changes in perceptions and
policies with which this report is concerned correspond to changes of a
category determined in a conventional manner. A detailed analysis carried
out on a national scale would make it clear that in the majority of instances,
changes take place on a continuous and not on a discontinuous basis, as an
outline analysis might suggest. It may be mentioned, however, that the very
concept of the tables in which these changes are ‘revealed in the present
chapter represents an attempt to illustrate the progressive nature of the
changes.

* Selected Demographtc Indicators by Country, 1950-2000: Demo-
graphic Estimates and Projections as Assessed in 1978 (ST/ESA/
SER.R/38).




That then is the context in which one must examine
Governmients’ perceptions and policies concerning growth.
On a world scale, in 1980, 75 countries out of 165 (or 46 per

cent) considered their rate of growth to be satisfactory (in-
1978 the total had been 76 out of 158 countries), while 35
other countries (21 per cent) wanted to see a higher rate

(compared with 36 in 1978). Lastly, 55 countries (33 -per

cent) preferred a lower rate. In 1978, 46 countries had,

represented that view. The considerable increase was due

mainly to the fact that the seven countries that had gained

their independence since 1978 desired a lower rate of growth
(Zimbabwe in Africa; Dominica, Saint Lucia, and Saint

Vincent and the Grenadines in Latin America; the Solomon
Islands, Kiribati and Tuvalu in Oceania).

In the developed countries, the situation was as follows in
1980: 11 countries out of the total of 39 (28 per cent) desired

to attdin a higher raté; 28 (72 per cent) said they were quite

satisfied; and none wanted a lower rate.* In the developing
countries, the 51tuat10n was for practical purposes the re-
verse: 24 countries out of 126 (19 per cent) wanted to attain
a higher rate, 47 (37 per cent) said they were satisfied with

* For views of individual Governments concerning natural increase, see
annex tables 38-39.

1

TaBLE1l. GOVERNMENTS’ PERCEPTIONS OF THE EFFECT OF NATURAL INCREASE ON. DEVELOPMENT ITS ACCEPTABILITY AND THE DESIRABILITY oF
INTERVENTION TO CHANGE RATES, BY AREAS OF RESPONSIBILITY OF REGIONAL COMMISSIONS, REGIONS AND LEVEL OF DEVELOPMENT, JULY 1980a
(Number,of Governments) '

Governments’ percepuons of the effect of natural increase as a constraint on development,

and the desirability of intervention

Rates too low

Rates neither too low nor too high  * Rates too high

: ; —
Effect of constraints -

Effect of constraints

Predominant
A

Sién{f;'cant Minor ' . ' " Minor Significant  Predominant
(B) (B) (4)

(C) No constraints (2

Higher rates desirable

Neither higher nor lower )

rates desirable Lower rates desirable

) " Full K Some ) - No ' " Some ) Full
intervention support intervention —————————— support intervention
Area of responsibility of regional commission, appropriate  appropriaté appropriate apprapriateb, appropriate .
region and level of development (1) 2) (3) ] e (5) (6) ) (7) Total
ECA area ) : )
Eastern Africa... - - 1 2 6 3 4 16
Middle Africa.... 3 - 2 — 3 1 — 9
Northern Africa.... 1 — — — T 1 3 6
Southern Africa o= — - — — — 4 4
Western AfTiCa........occoooiiii e 2 - "3 -7 2 -1 16
6 — 6 17 7 12 51
ECE area .- , ’ '
Eastern EUrope ... et 2 - 3. 1 - — — 6 .
NOrtherN EUTOPE ..ot - - s 3 4 C - — - 7
Southern Europe .. - 1 2 3 -3 - - 9
Western Europe................ 4 1 3 , - 1., — — 9
Cyprus, Israel and Turkey...............cooeeorociveceireieceeene 1 ) - - - - 1 3
Northern AMerica......cccocoverineonieiircic e - - - 1 1 - = 2.
USSR s - 3 — — — - —_ 3
ToTAL 7 -6 11 9 - - 1 39
ECLA area ' " '

CarIDDAN ... - - - - e 4 6 11
Middle AMETICA........ccooviiiiiiieciicvee ettt - — - . - 2 , 2 3 7
Temperate SOUth AMETiCa ..c.ooocoiiiviieirriieiee e e 2 1 — G- — - - 3

Tropical South AmMerica.........o.ccooivniirvnciiniiicereeean 1 1 1 2 3 1 - 9

ToTAL 3 t 2 2 6 7 9 30
ECWA area o . ‘

Western South Asia®............ccove.n e 4 1 1 1 L5 —_ - 12
. ToTAL 4 1 1 1 5 — — 12

ESCAP area : ' o
CRINAL..cooi e - - - — - — 1 1
JADAN ..ot — — — - 1 — — 1
Other East Asia ................ e s 2 — - — - - 1 3
Eastern South Asia.. el ) 2 - 1 1 1, - 4 9
Middle South Asia....... — 1 - 1 | 6 9
Australia-New Zealand............ccooocovvevviiiiniinicnees - - 1 - 1 — - 2
MEIANESIA. ....evvvercecrr e - - - - - 1 1 2
Micronesia-Polynesia........cccccoovveeciiviiinieieccieecers e 1 - - - e 2 3 6
i ) ToTAL 5 1 2 2 4 3 6 33
Developed COUNIIES ... 6 5 12 9 7 - - 39
Developing COUNHES......cooo.ovv v 19 5 9 8 - 30 17 38 126
: TotaL 25 10 21 17 37 - 17 .38 165

Sources: Compiled from replies to “Fourth Population Inquiry
among Governmentsin 1978: review and appraisal of the World Popu-
lation Plan of Action”; and from the Population Policy Data Bank
of the Population Division of ihe Department of International
Economic and Social Affairs of the United Nations Secretariat.

2 For countries in each category, see annex table 38.

b Although Governments perceived the rates ds neither too low nor
too high and did not’ define any coherent policy of intervention,
they may have implemented some measures to prevent the rates

from evolving in the future to a level that could be considered too-

low or too high.
¢ Excluding Cyprus, Israel and Turkey.




the existing rate, and 55 (44 per cent) wanted to see a lower -
rate. Thus, of the developing countries,, 63 per. cent wére not
satisfied w1th their growth rate, as against only 28 per cent -

of the developed countries (see tables 1 and-2). The gulf
between the way in Wthh countries perceived their level of
development was still further widened in the statistics based
on population, which showed that 29 per cent of the world
population lived in countries that were quite satisfied with

their rate of natural increase. That figure accounted for 64

per cent of the population of developed countries and only

17 per cent of the population of developing countries. The -

rést, or 71 per cent of the population, lived in countries that

were not satisfied with the rate (12 per cent because the rate .

was too low, 59 per cent.because was too high). On the basis

of level of development, these percentages became, respec-

tively: 36 per cent for the population of developed countries
who lived in countries that were not satisfied with the rate of
growth, but all of them because they regarded the rate as too
low; and 83 per cent of the population of the developing

TABLE 2.

eountrie‘s’ who lived in countries that were not satisfied with
their rate (4 per cent because the rate was too low and.79 per

- cent because it was too high—see table 3). That accentua-

tion of the gap between perceptions by number of countries
and by population was due to the considerable demographic
weighting of the large countries in Asia, all of which wanted
to achieve a lower rate of growth. '

" The distribution of ‘Governments’ perceptions of popula-
tion growth were considered in the context of the general
decline in the growth rate. That distribution of perceptions
could also be looked at in relation to the level of the rate of
growth and the size of the population. In table 4, sections A
and B, the countries are classified according to the way they
viewed the rate of growth of the population and the level of
that rate. _

It was found that among developed countries, where the
growth rate was almost universally lower than 1.5 per cent,
approximately one third considered the rate too low; but two
thirds said they were satisfied with it, especially those

GOVERNMENTS’ PERCEPTIONS OF 1I‘HE EFFECT OF NATURAL INCREASE AS A CONSTRAINT ON DEVEL-
OPMENT, BY AREAS OF RESPONSIBILITY OF REGIONAL COMMISSIONS AND LEVEL OF DEVELOPMENT, JuLy

1980

(Number of counmes as a percentage)
v
Area of responsibility of regional commission Rates | Rates neither Rates

and level of development 100 low 100 low nor too high  too high Total
ECA BT8R ..ot 12 51 37 100
ECE area.......... : 33 64 . 3 100
ECLA area 17 30 53 100
ECWA rea.........ccooiiii i 42 58 — 100
ESCAParea........oiii i 18 24 58 100
Developed countries................. [T U U U OO PR PR ORI 28 72 — 100
Developing countries.................... e 19 37 44 100

TotaL, 21 . 46 33 100

! s . . s
Lt P o . ! :

TABLE 3.

GOVERNMENTS’ PER'CEPTIONS OF THE EFFECT OF NATURAL INCREASE ON DEVELOPMENT,

: . BY AREAS OF RESPONSIBILITY OF REGIONAL COMMISSIONS AND LEVEL OF DEVELOPMENT, JuLy 1980

. Area ufrespanxzblll!y ofregtonal commission
and level of development

Rates  Rates neither Rates
too Jow 100 high nor too low  too high Total

4 oL -~ A. Percentage distribution of countries by type of perception

ECA area ..
’ . ECE area..
! ! " ECLA area’....
1 -+ ECWA area....

ESCAP area : s ‘ S IOUUIR SUO

Developed countries
- «: Developing countries.......o........... ... Lt

_-in areas of responsibility of regional commissions.

4 '58 41 100

40 - 56 ‘ 4 100

- 14 53 33 100
b, 24 .. .76 . — 100
.................. 1 9 90 . 100
................. 36 64 © - 100
................. 4 17 79 100
TotaL . 12 29 59 100

B. Percentage distribution of countries in.areas of responsibility

v .. . - . .ofregional commissions according to type of perception
.4

ECLA aréa.
ECWA area....
ESCAP area

T Developed counthies. ..o
Developmg countries...

20 711
78 46 2 24
0 15 5 8
2 30—
6 16 86 56
78 " 56 - 26
2 - - 44 100 74

ToraL 100 100 100 100




TABLE4 RELA'IIOI\SH]P BETWEEN GOVERNMEN'IS PERCEPTIONS OF ACCEPTABILITY OF NATURAL INCREASE, JuLy 1980,
AND ACTUAL RATES OF, NATURAL INCREASE, 1975-1980

Governments’ perceptions ofaccep!abilily of natural increase

Total number of countries,

Countries in more.developed regions Countries in less developed regions

Category of actual average Neither . Neither . Neither Lt
annual rate of natural increase Higher higher nor Lower Higher higher nor Lower Higher higher nor Lower .
1975-1980 rates lower rates rates rates lower rates rates rates lower rates : ‘rates
(percentage) desirable  desirable  desirable Total ~desirable  desirable  desirable Total  desirable  desirable desirable Total
A. Cozmmes classzfed accordmg to annual rate of natural increase, 1975-1980, by level of development
0.4 0T 1855 ... 7 12 - 19 7 12 - 19 - - - -
0.5-0.9...... 5 11 - 16 + 4 11 — 15 1 - - 1
1.0-T4 Yl 5 5 10 20 - - 4 - 5 5 1 10 16
1509 JRUTRRRIRON 2 3 6. 11 —_ - — - 2 3 6 11
2.0-2.4.. .6 9 12 21, — 1 - 1 6 8, 12 26
2.5-29... 4 24 11 39 0 — - - - 4 24 11 39
3.0-34......... 5 10 15 30 - - - - 5 10 15’ 30
3.5 00 MOTC oo 1 1 1 3 - - - -+t T 1 1 3
TotaL 35 75 55 165 . 11 28 - -~ 39 24 47 55 126
B. Countries classified according to annual rate of natural increase, 1975-1980; by areas of responsibility of regional commissions
. Countries in ECA .area ) Countries in ECE area Countries in ECLA area
0.4 0F1€SS..ciieiiiiiiieeeeee e — —_ — — 7 12 — 19 — — - —
0.5-0.9. oo - - - - s 8 - 13 - - - -
LO0-114 2 — 1 3 - 4 — 4 2 1 5 8
L5=1.9 e — 2 1 3 - - — - 1 — 1 2
2.0-2.4 . 2 4 4 10 1 1 1 3 - — 3 3
2.5-2.9 2 16 5 23 — - — — 1 S 3 9
3.0-34 - 4 7 11 — - — — 1 2 4 7
3.50rMOTE e — - 1 1 — - — - — 1 - 1
ToTAL 6 26 19 51 13 25 1 39 5 9 16 30
Countries in ECWA area Countries in ESCAP area :
0.4 0T 1€SS ..o - - = - - - - —
0.5-0.9. oo — - - - — 3 — 3
1.0-14... - - - = 1 - 4 5 _
1.5-1.9.. - - - - 1 1 g 6 ,
T2.0-24 i - 2 - 2 3 2 4 9
2.5-2.9 - 1 — 1 1 2 3 6
300-348 4 4 - 8 - - 4 4
350 MOTE ..o 1 - - 1 - - - -
TotaL 5 7 — 12 6 8 19 33

Source: Selected World Demogrhphic and Population Policy Indicators 1978, data sheet prepared by the Populat.ion Division of the Depart-
ment of International Economic and Social Affairs of the United Nations Secretariat (New York, 1979).

where the rate was lowest (12 countries with a rate lower

than 0.4 per cent and 11 countries with a rate between 0.5.

and 1 per cent).
In the developing countries, where almost 80 per cent had
a growth rate higher than 2 per cent, 44 per cent of the

Governments regarded the rate as too high, 37 per cent

regarded it as satisfactory and 19 per cent found it too low.
Of the three countries that had a growth rate higher than 3.5
per cent, one was in each of those three categories. Thus,
there is no obvious correlation between the perception of the
rate and the level of the rate, and it would appear that the
Governments’ perceptions were only partially based on de-
mographic considerations.

If one then looks at the relationship between the percep-
tion of the rate and population volume (table 5, sections A
and B), one finds that among the 36 countries with more
than 20 million inhabitants, very few, in fact only five,
wanted to see a higher rate. The others were likewise di-
vided into 16 countries that were satisfied and 15 countries

that were not satisfied because the rate is too high. By level

of development, of the developed countries with a popula-
tion over 20 million, the majority, or nine out of 13, found
their growth rates satisfactory. Only France, the Federal

Republic of Germany, the Ukrainian Soviet Socialist Re-
public and -the Union of Soviet Socialist Republics desired
the level to'be higher. Among'the developing countries with
more than 20 million inhabitants, the proportion was the
reverse: only one country out of 23, Argentina, wanted to
attain a‘higher rate; while seven others found the rate satis-

* factory: Ethiopia, Nigeria and Zaire in Africa; Brazil and-

-~

Colombia in Latin America; and Afghanistan and Burma in
Asia. The other 15 wanted a lower growth rate. Developed
countries with fewer than 5 million inhabitants were found
both among the countries with a satisfactory growth and
among those not satisfied with the growth rate. The small
developing countries in general desired a higher growth rate
or were content with the current rate.

0, .
‘A. DEVELOPED COUNTRIES®

As might have been expected following the comments
and distinctions made above concerning the differences in

* The developed countries include all the countries, except Cyprus,

Israel and Turkey, in the area of responsibility of the Economic Commis-
sion for Europe (ECE); and Australia; Japan and New Zealand in the area
of responsibility of the Economic and Social Commission for Asia and the
Pacific. For list of countries in the ECE area. see annex table 38.




TABLE 5. RELATIONSHIP BETWEEN GOVERNMENTS PFRCEPFIONS OF ACCEPTABILI’IY OF NATURAL INCREASE, JuLy 1980

i

AND'SIZE OF POPULATION, 1980

7otal number ofcounmes

Cuunlr:ex in more developed regions- Countries in less developed regions

Neither . Neither Neither . .
. Category of country by - Higher ::higher nor Lower Higher  higher nor Lower Higher higher nor Lower
size of population, 1980 rates lower rates rates rates lower rates rates rares lower rates rates
{(millions) desirable = desirable  desirable Total desirable  desirable  desirable Total desirable  desirable  desirable Total

A.- Countries classzfed acco:dmg to size of population in 1980, by Ievel of development

0- 09 ............. et R 11 12+ 17

40 4 3 — 7 7 9 17 33
1-49.. -9 19 9 37 — 5 — 5 9 14 9 32
599 e 7 18 7 32 2 7 — 9 5 11 7 23
10-199............ s 3 10 7. 20 1 4 — 5 2 6 7 15
20-499....... ; : 2 10 7 19 I S — 6 1 5 7 13
50°0T MOTE .....ooiviieeeeeeeee -3 6" 8 17 3 4 — 7 - 2 8 10
TotaL -35 <75 - 55 165 11 28 — 39 24 47 - 55 126
B.- Countries.classified according to size of population in 1980, by areas of responsibility of regional commissions
’ . ) ‘ , ~ Countries in ECA area Countries in ECE area® " Countries in ECLA area
0-0.9. o b, 2 5 5 12 5 3 — 8 - 2 6 8
1-49. 2 8 3.0 13 [ 4 —_ S. 2 2 S 9
5-9.9... 2 7 4 13 2 7 — 9 1 2 3 6
10-19.9......... — 3 4 7 1 3 — 4 1 1 1 3
20-499.......... . - 2 3 S | 5 1 7 1 1 -— 2
50 OT MOTE ..o, - 1 — 1 3 3 — 6 — 1 1 "2
TotaL 6 26 19 51 13 25 - 1 39 5 9 16 30
Couniries in ECWA area Countries in ESCAP area
0-0.9......... 3 N — 4 1 1 6 8
1-4.9.. 1 3 — 4 3 2. 1 6
5-9.9.. 1 2 — 3 1 — — B!
10-199.... e - 1 —_ 1 1 2 2 S
20-49.9 e — —. - - - 2 3 5
S00rMOre ..o — - — - — 1 7 8
TotaL S - 7 - 12 6 8. 19 33

Source: Selected World Demographic and Population Policy
Indicators 1978, data sheet prepared by the Population Division of the
Department of International Economic and Social Affairs of the
United Nations Secretariat (New York, 1979).

{

perception according to level of development, the largest
proportion of satistied countries—25 out of 36, or nearly 70
per cent—was found in the area of responsibility of the
Economic Commission for Europe (ECE), but that area also
ranked second, following the area of responsibility of the
Economic Commission for Western Asia (ECWA) among
the areas with the highest proportion of countries not satis-
fied with the rate, which they regarded as too low namely,
[l countries out of 36, or 30 per cent. Among the last-
named group, there were both centrally planned economies
(Bulgaria, German Democratic Republic, Byelorussian
SSR, Ukrainian SSR and Soviet Union) and market econo-
mies (France, Federal Republic of Germany, Llechtemtem
Luxembourg and Monaco in Western Europe), plus the

Holy See in Southern Europe. All the other European coun-

tries, the two countries of Northern America and the three
developed countries in the area of responsibility of the
Economic and Social Commission for- Asia and the Pacific
(ESCAP) regarded their growth rate as satisfactory. During
the period of reference in question, i.e., since 1978, none of
the developed countries had altered its perception radically;
however, of the countries which were satisfied with their
growth, rates, some had changed certain aspects .of their
policies in the light of the trend in the situation.

, But before taking a closer look at those changes and the
way in which the developed countries faced the problems
brought about by growth rate perceived as satisfactory or too

3Population figures for the Byelorussmn SSRand the Ukralmdn SSR
are those for 1975. .

low, one hlight consider which action strategies were most
frequently employed '

In the more developed regions, where the experience of
Governments in regard to government intervention was of
long standing (for some of them it went back to the 1930s),
the decline in growth rates had led many of the countries to
question the need to intervene or the feasibility of improving
the effectiveness of policies that had already been put into
operation. Not all the social and economic processes that in
theory form part of the complex systems of interaction
determining the trends and levels of the rate of natural
increase are equally susceptible to intervention. It would be
fair to say that in most countries the trend of some of those
processes are irreversible or at best could only be curbed or
stopped temporarily. Among the social processes that ap-
pear to have a decisive effect on fertility, changes in the
status of women have a special place. That trend appears to
be irreversible. Similarly, the trend towards liberalization of
the laws, in'regard to contraception and abortion might be
curbed or temporarily stopped, but it could hardly be re-
versed. At the very most, there might be a period during
which that trend would be dormant, for example, when
public opinion expressed doubts concerning an unduly rapid
evolution or ‘where the ‘authorities were worried that too
radical changes in individual behaviour might be unfavour-
able to the achievement of national goals. Reactions of a
moral or religious nature have also been observed. Lastly,



the “private nature of marriage”, as illustrated by the liber-
alization of divorce and the postponement or refusal of
marriage, raises a challenge to the institution and likewise
represents a spontaneous trend common to the countries of
both West and East, which Governments find it difficult to
gainsay. ,

One may ask then what options are available to the
Governments of developed countries that regarded their
growth rate as too low in 1980 and wanted to take action to
change the situation. For the purposes of this report, these
measures may be grouped into a small number of catego-
ries. First, there is demographic intervention, which is lim-
ited in its effect as far as mortality is concerned. Somethmg
can be achieved in countries where it is still relatively high:
a reduction in child mortality, for example, can help in
some measure to keep the number of births at the maximum
level. But in the final analysis, few Governments considered
their mortality and health policy to have any objective other
than the ensurance of the well-being of the individual.
Direct intervention in fertility offers a possibility of action
which would appear to be less limited, but it has to take
account of the social, economic and polmcal constraints
already mentioned.

Another direct option consists in encouraging interna-
tional migration. A dual effect is looked for from immigra-
tion: first, absorption of immigrants into the population adds
to the natural population growth; secondly, immigrants help
slightly, through their relatively higher fertility rate, to raise
the national fertility level. Yet another approach is the sys-
tematic encourag,ement of the development of settlement
zones where fertility is higher (for example, small and
medium-sized towns in certain European countries); or the
transfer, where it is possible, of young rural populations to
metropolitan areas where the population is aging.

Governments often have recourse to action in regard to
certain demographic variables where the effect anticipated
is mainly non-demographic: for example, control of interna-
tional migration flows is a traditional means of temporarily
adjusting the volume and structure of the active population
to the ups and downs of the economy and hence is a form of
response to a growth rate regarded as inadequate. Another
example of this type of action is illustrated by countries that
tried to redistribute the available human resources in the’

best possible manner over the whole of their territory, which.
is what happened in the Eastern European countries, where *
the participation of women in the labour force was already -

very high dnd recourse to foreign 1mm1g1<1t10n was re-
stricted.

Lastly, action that consists of adapting "the economic .

apparatus to the trends in the volume and structure of the
population is obviously of major importance. The fixing of
growth rates for the economy, and also the choice of a
particular type of growth, represent structural responses to
the problems posed by population growth. As a complement
to these structural responses, mention may be rmade also of
frequent recourse to socio-economic measures which have a
direct link with the fluctuations of the active popula-
tioi—changes in retirement age, niimber of working hours
etc.

In the light of these general remarks concerning the

options open to the Governments of developed countries,

one may look more specifically at the problems with which
they were confronted in the period 1978-1980 and the way
in which they tackled them: Table 6 indicates that only a few
European countries had changed their policies since 1978,
while they continued to regard their existing growth rate as
satisfactory.” Except for Poland, which appeared to be satis-
fied with the spontaneous trend in its growth rate, the other
countries that had changed their positions had done so in the
direction of strengthening their policies so as to maintain the
rate at its existing level. The demographic situation of the
developed countries. was fairly homogeneous and there was
little if any difference between those countries which-re-
garded their growth rate as unduly low and those which
regarded it as satisfactory. The difference in perception

. would thus seem to be bound up rather with a divergence in

the way they looked at the socio-economic consequences of
population trends. Hence, one must consider all the coun-
tries—whether satisfied or not satisfied with their growth
rate—that had, in varying degrees, taken steps to increase or
maintain the rates. Among the developed countries, Poland
in Eastern Europe; Spain, Portugal and Yugoslavia in
Southern Europe; and the United States of America had no
desire to intervene in order to alter or maintain their rates;
they had faith in the spontaneous mechanisms of the rate
trend.

Eastern and Western countries alike had witnessed a
decided decline in fertility since the 1960s. Some of them,
however, had resisted better than others (e.g., Albania,
Poland and Yugoslavia), which explained the satisfaction
expressed in regard to their current increase in populatlon
and the trends shown.®

Some of the Eastern European countries most atfected by
that decline (Czechoslovakia, Hungary and Romania) had
found it convenient to curb the access to modern methods of
contraception, in particular, to restrict the legal authoriza-
tion of abortion’ (e.g., Romania), and to take pro-natalist
measures. At the outset, the birth rate had increased quite
noticeably, but that increase had been followed by a decline:
in the rate, which casts doubt on the lasting effect of the
legislative changes made in thé past few years.! Conse-
quently, while those Governments still stated that they were
quite satisfied with the rates, they continued to be extremely
v1g1lant in regard to future trends. Reactions to the decline
in growth rates in the Western European countries were far
less homogeneous.® France, for example where the_ birth’
rate ‘was relatively high in comparison with most other
developed countries and where the growth potential bound
up with the age structure should make it.possible for the
country to envisage its future growth with relative opti-

- E. Brennan-‘and J. C. Chasteland, "Poxpulution policies in the socialist
countries of Europe and the third world,” paper submitted to the Malthus
Symposium, Paris, 27-29 May 1980 (mimeographed). .

7 Apart from legal authorization for health reasons or to save the life of
the mother, abortion was no longer authorized unless the woman was more
than 435 years of age or had four. dcpendcm chitdren. Approval by a- medxcdl
committee was required in all instances.

# Roland Pressat, “Mesures natalistes et relevement de la feéondité en
Europe dec I'Est™, Popiilation (Pdns) vol. 34, No 3 (May-June 1979), pp.
533-548.

? C. Alison Mclntosh, “‘Population pohcv in the liberal democracies: a
comparison study ‘of France. Sweden and West Germany ™, unpublished
doctoral dissertation, Ann Arbor, Michigan, Umvermy of Michigan, Cen-
ter for Population Planning. 1980. .




TABLE 6. CHANGES IN GOVERNMENTS’ PERCEPTIONS CONCERNING THE ACCEPTABILITY OF NATURAL INCREASE, AND DESIRABILITY OF INTERVENTION
TO CHANGE RATES, COUNTRIES IN AREA OF RESPONSIBILITY OF EcoNoMic COMMISSION FOR EUROPE, JULY 1978-JuLy 1980.

" Governments’ perceptions of the effect of natural increase asa mnstmml on development, and desirability afmtervennon

Rates 100 low

Rates too high

Effect of constraints

Rates neither too low nor too high

Effect of constraints -

Predominarit Significant
(8)

Minor i - Minor Significant Predominani’..
B (4)

Higher rates desirable

(C) No constraints (C)

" Neither hi'ghe‘r nor

lower rates desirable. Lower rates desirable

Full © Some | No Some <o Fuil
interverntion support - intervention —————————————— support intervention
appropriate appropriate® appropriate. . approprlale ‘appropriate o
10 (2) | (3 4) L (5) (6) (7) Total
Number of countries in each category m ) ) _
1978 e, 7 o6 7 12 6 — 1 39
Changes in perception : - ’ : : :
Countries that left a category................... o= ' - — Belgium: - Poland _— —
. : Czechoslo- - '
vakia -
Hungary
Romania .
Countries that entered a category ............ — — Belgium Poland — — -
- Czechoslo- = :
vakia
Hungary
: Romania
Number of countries in each category in P
1980 .o e T 6 11 9 5 - 1 39

Sources: Compiled from replies to “Fourth Population Inquiry
among Governments in1978: review dnd appraisal of the World Popu-
lation Plan of Action”; and from the Population Policy Data Bank of
the Population lesnon of the Department of International Economic
and Social Affairs of the Umted Natlons Secretariat.

mism, had been one of the first countries to take an entire
series of measures to-reverse the trend. The Government of
the Federal Republic of Germany, where the population was
already decreasing, stated that it was not satisfied with the
rate, although, on the other hand, it apparently was not
disposed to adopt a pro-riatalist policy. However, in a recent
address concerning: the general policy of the Government,

the Chancellor had invited “all the social forces in the"

country to adopt a more positive attitude towards the child
and to take action to improve the lot of families with chil-
dren.”" The decline in the rate of natural increase and
dwindling population figures had created manpower prob-

lems in most of the developed countries. The market econo-

mies had compensated to some extent for the lack of man-
power by calling in immigrant workers. The immediate
economic effects represented by that influx of immigrants
were compounded by a significant effect of a-demographic
kind. They were more fertile than the native population,
which helped to raise the growth rate of the population in the
host countries. Thus, for example, in Luxembourg, the
European country with the lowest birth rate (deaths had
exceeded births each year since 1972), it.was felt that
without the births due to the presence of large numbers of

immigrants, deaths would have surpassed births since 1966. -

In 1974, the birth rate for the population -of Luxembourg
amounted to 8.5 per 1,000 and the death rate to 14.3 .per

' Detrev B. Rein, “‘Policy concepts relevant to the populatlon in the

Federal Republic of Germany”, paper submitted to the Fourth European
Population Seminar, Athens, 2- 5 October 1979..
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2 Although Governments perceived the rates as neither too low nor
too high and did not define any coherent policy of intervention, they
may have implemented some measures to prevent the rates from
gvolvmg in the future to alevel that could be considered too low or too

igh

1,000 (rate of natural increase: 0.58 per cent). The birth rate
for foreigners who were residents in the country in that
same year was 19.1 per 1,000 and the death rate 4.8 per
1,000 (rate of natural increase: 1.43 per cent)." In France,
more than 10 per cent” of children born in 1978 were the
progeny of families where one or both parents were for-
eigners.” The effect on the rate of fertility as such was less
marked, but it was not negligible if one bears in mind the
relatively low levels of fertility among nationals of these
countries. Thus, it has been calculated that in France and
the Federal Republic of Germany, that contribution proba-
bly represeénted some 5 per cent of the total fertility rate.

However, systematic recourse to foreign immigration as a
palhatlve both for certain manpower problems and for short-
comings in demographlc growth tends to give rise at the
social level to misgivings on the part of public opinion, and
at the demographic level to doubts as to its long-term effec-
tiveness. While it is true that the demographic behaviour of
the foreign population in regard to fertility helps to maintain
or increase over-all population numbers, this phenomenon
can only operate temporarily, because, as is known, this
type of behaviour tends to become adjusted over the more or
less long term to that of the national population.

The next point to be examined, among the Governments

"' “Un exemple a ne pas suwre , Population et Sociétés, No. 95 (Octo-
ber 1976). '
" This is the ratio of the number of legitimate births of foreigners to the
total number of births recorded in France.
"* “Situation démographique de la France” . Popularion (Paris), Vol. 35,
No. 4-5 (July-October 1980). '




that had decided to take action, concerns which of them
opted for a comprehensive intervention policy and which |
preferred merely to provide partial support for the action
taken.

Of the 11 developed countries that desired to achieve a
higher growth rate, six had decided to implement a compre-
hensive intervention policy. Those countries comprised both
market economies and centrally planned economies:-Inter-
vention was multidimensional in scope and affected several
demographic and socio-economic factors at the same time.
All the countries had policies in the fertility sphere. The
immediate goal was to increase fertility so as to increase at
the same time the level of natural increase, but those pol-
icies also contained measures designed to improve indi-
vidual well-being. Thus, financial incentives (family allow-
ances and income-tax reliefs) were designed to encourage
the advent of an additional child, but at the same time to
give the family some compensation for the expenditure

Hungary was endeavouring to bring the public to accept the

" idea of a three-child family and wanted to increase fertility

occasioned by the upbringing of children. Mortality in the .

developed countries was more rarely regarded for its poten-

tial effects on the growth rate, simply because it had already

reached very low levels. The role given to action on internal
spatial mobility was all the more important as recourse to
international migration was limited (the case with the cen-
trally planned economies). That means of action was simi-
larly non-existent in Liechtenstein, Luxembourg, and Mon-
aco, for obvious reasons bound up with the size of the
country. Consequently, Luxembourg had more frequently
made use of immigration, like the other market economies.
But the economic crisis that had been rampant for the
previous few years had curbed and even stemmed the immi-
gration of foreign workers. Thé immigration policy of such
countries as France, for example, was currently concen-
trated on the admission of the families of workers already’
established in its territory whom France would like to keep,
or on the hosting of refugces

The other five countries that wanted to attain a hlgher

growth rate, and the 19 countries that were satisfied with the.

existing rate but were keeping an eye-on the trend, had
decided to adopt a partial support policy. In most instances,

action by the Government was multidimensional, especially .

in the centrally planned economies, but it was applied less
intensively and for purposes that might be different: the
objective of individual well-beéing took precedence over the.
demographlc objective in regard to the measures taken in
the field of fertility. Intervention in regard to spatial dis-
trlbutlon ihternational mlgl‘dthI’l and changes in socio-eco-
nomic Structure played an |mp0rtant but no longer a v1ta1
role.

Several Govemmems, especially in Eastern Europe, in .

their concern to increase their growth rate or at least to

maintain it at its existing level, had specified the nature of.

their intervention through the establishment of targets, often
expressed in implicit form, which they planned to achieve
(see table 7).  In Bulgaria, the Government stressed the
collective and individual aspect of its population policy: the
attainment of a higher and more stable rate of growth. The
birth and upbringing of a larger number of children in' the
family (from two to three) was a national goal of the utmost
importance both for the development of the country and for
the consolidation of the family itself. The Government of
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so as to achieve a net reproduction rate equivalent to unity.
The Government of the German Democratic Republic was
anxious that families should have at least two children,
while the Government of Romania was establishing a
growth rate equivalent to 1.1 per cent, so as to increase the
size of the population to 24 million or 25 million by 1990
and to 30 million by the year 2000. In the other regions of
Europe, France-had laid down as its objective a rate of
fertility equal to or slightly higher than that required to
ensure generation replacement, while Greece had set a net
reproduction rate higher than unity. In Finland, the Govern-
ment had stated that the population should not fall: in any
part of the country and that the net reproduction rate should
increase. In Japan, the goal fixed was a stationary popula-
tion.

B. DEVELOPING COUNTRIES
In the developing countries, the maintenance of net re-
production rates at a high level, the growing excess of births
over deaths and the worsening of the already very high

dependency ratio, together with the increase in the active.

population, were causing many Governments to express
their dissatisfaction with the levels and trends of the growth
rates.” As previously stated, 37 per cent of the countries were

satisfied about their population growth rates; of the 63 per .

cent that were not satisfied about them, 19 per cent consid-
ered the rates to be too low and 44 per cent considered them
too high.

At the regional level, the area of:responsibility of ESCAP
was where the satisfaction was -greatest: 19 developing
countries out of 30, or 63 per cent, wanted to attain a lower
rate. Second was the area of the Economnc Commission.for
Latin America (ECLA), with 16 countries out of 30. or 53
per cent; followed by the area of the Economic Commission
for Africa (ECA), with 19 'countri_es out of 51. or 37 per
cent. No country in the ECWA area was anxious to have a
lower rate. The area that contained most of the countries
satisfied w1th their growth rate was that of ECWA. with
seven countries out of 12 (58 per cent); followed by that of
ECA with 26 countries (51 per cent); that of ECLA with

nine countries (30 per cent); and that of ESCAP with only ’

five countries (17 per cent). .

The ECWA area had the greatest proportion of countries -
who were anxious to have a higher growth rate: five coun-.

tries; or 42 per cent. Then, within a close range. there was
the ESCAP area, with six countries (20 per cent); that of
ECLA, with five countries (17 per cent): and that of ECA.
with six countries (12 per cent) (see tables 1 and 2).

An analysis based on population numbers makes it clear

that the gap between the various perceptionsin relation to
the areas was decidedly more marked than in the analysis by
countries. While 73 per cent of the population of the ECWA
area of responsibility lived in countries that were satistied
about their growth rate (3 per cent of the world population
lived in countries with the same attitude). 90 per cent of the
population of the ESCAP area lived in countries that consid-
ered the rate too high: but those countries represented 86 per
cent of the world population (see table 3). As already stated
in connection with the examination by level of development,




TABLE 7. GOVERNMENT GROWTH TARGETS

" Targets expressed explicitly in the form of demographic indicators®

Growth Rate of
rate natural
) B (penjfntagg) increase
ECA area ‘ '
Eastern Africa
Kenya ........3.0 in 1980 b
2.8 in 2000
Mauritius...

Morocco ...
Tunisia....... 1.0 in 2000 b
Southern Africa
Lesotho......2.0 (no b
date)
Western Africa )
Ghana......18 by b
2000
Eastern Europe .
Bulgaria..... b
German
Demo-
cratic Re-
public..... b b
Hungary..... b b
Romania..) * " 1.1%
Northern
Europe
Finland ...... b b

© Crude
birth
rate

22.5in
. 1980s

23.6in
1982

35in
1985

323 in
1981

(per 1,000) rate

Fer- -Gross
til-  repro-
ity - duction.

< rate

b b

b 112
in
1982-
1987

b b

b b

b b

b b

b b

b b

b b

b b

b b

b b

Number Number

‘Net of of
repro- children children
duction - per A T
rate s woman - family -
b b b
b [ b
b b b
b b
b b b
b b b
b b b
b b b
b b b
b b b
b b b
b b b

12.

Size of .
population Targets expressed implicitly
b None - '
° None
Attainment None
of a popu- i
lation of
41 million
by 1982
b None
b None
b None
b None
b The target was to attain higher and
more stable population growth
rates. o
It was felt that the birth and up-
bringing of a larger number of
children in the family (2 or 3) was
a national goal of major impor-
tance both for the country’s
development and for the
consolidation of the family itself
b A family of at least two children, to
", ensure population renewal
b Promotion of the ideal of the three-
child family
Increase in fertility to attain a net
reproduction rate equal to unity
Attainment None
of a popu-
lation of
from 24
million to
25 million
in' 1990
and 30
million by
2000
b “There should be no decrease in

" ‘population in any part of the
country : o

The net reproduction rate should
increase } )

If there should be a change in
trend, greater vigilance should be
exercised




TABLE 7. .(continuéd)

Targets expressed explicitly in the form of demographic indicators®

-Number Number

Crude Fer-  Gross Net of of
Growth Rate of birth tit-  repro- . repro- children children
rate natural rate ity duction duction per per Sizeof :
(percentage) increase (per 1,000) rate rate rate woman  family population Targets expressed implicitly
ECE area (continued)
Southern
Europe
Greece.......Not under b b b ®  Abovel b b b None
1 —
Western \
Europe
France........ b b bob b b b b 1975: target adopted by the French
Economic Planning Council. A
fertility level close to or prefer-
ably slightly higher than that
needed to ensure generation
replacement
ECLA area
Caribbean ® b 155in  ® ® b b b b None
Trinidad 1980
and
Tobago
Middle
America
El
Salvador 2.9 in 1982 b 402in b P b b b b None
1982
Mexico....... 2.5in 1982 b b b b b b b None
1.0 after
2000
Temperate
South
America
Argéntina.. ° b b b b b b b Attainment None
of a popu-
lation of
from '40
million to
50 million
by 2000
ESCAP area
East Asia ; :
China......... b 5 per 1 000 b o b b b 1 b None
in 1985
O perl 000
in 2000
Japan...... b LA b bbb b b b b Stationary population considered
desirable and planned
South Asia
Eastern
South Asia
Indonesia...2 in 1979- b 34 in, b b b b b b None
1984 1984
Malaysia ....2 in 1985 b 282in ® ° b b b ®
1980
Philip- .
pines ......2.3 in 1980 b b b b 1in2000 ° ° b None
2.0in 1985
Republic of
Korea .....1.6 in 1981 Above 1.5% b b b b . b b b None
' ) in 1980s
Singapore ..0 in 2000 b b b b 1/(10 be b 2 b None
main-
- tained)
Thailand ....2.1 in 1981 b b b b b b None
Viet Nam...2 in 1980 b b b b b b b b None
1.5 in 1985
1.0 in 2000
13




TABLE 7.

(continued)

Targets expressed explicitly in the form of demographic indicators®

Growth Rate of Cb;:l/‘;'le 1;37_ rGe;Drf)‘i riZi;
rate natural rate ity duction duction .
(percentage) increase (per 1,000) rate  rate rate
ESCAP area (continued) .
Middle South
Asia
Bangladesh 1.5 in 1980 b b b b b
1.5in 1985
India .......... b - b b b b Unity
: ' every-
where
in the
country
in 2000
Iran ... 1.9in1982 - .° 30 in b b b
. . 1982
Nepal......... 1.0 in 1985 b 38 in b b b
: 1979/
80
Pakistan....2.5 in b 35.5in P P b
1982/83 1982/
83
SriLanka.. ° b 230in. ® P b
1980
Oceania
Melanesia
Papua New . :
Guinea...2.5 (no b b b b b
date)
Micronesia-
Polynesia o i
Fiji oo b 220in- > b b
' 1980

Number Number -

of of
children children
per per Size of
woman  family population Targets expressed implicitly
2.6 b b None
b b b None
-b b b None
b b b None
b b b None
b b b None
b b b None
b b b None

Sources: Replies to “Fourth Population Inquiry among Governments in
1978: review and appraisal of the World Population Plan of Action”;
targets set in national development plans; national official publications; and
Economic and Social Commission for Asia and the Pacific, Division of
Population, Population Headliners, No. 66 (Bangkok, September 1980).

* As concerns the date of formulation of the targets, most of the countries
not listed- below reported their target in-their replies to the Fourth Popula-
tion Inquiry: . .

Africa: Egypt, 1978; Ghana, development plan, 1973-1978; Kenya,
development plan, 1979-1983; Morocco, development plan, 1973-1977.

Europe: Bulgaria, reply to “Third United Nations Inquiry among Gov-
ernments: population policies in the context of development in 19767,

the widening gap between the various perceptions by areas
is due to the preponderant role of the large countries of
Asia, -all of which desired to attain 4 lower growth rate.

Between 1978 and 1980, a number of developing coun-
tries had changed their perception very considerably. The
greater number had strengthened their policies with a view
to the modification of natural increase levels regarded as
being unsatisfactory. It is proposed to follow the same
analytical method as in the case of the developed countries,
and hence before systematically considering the changes in
perceptions and policies, to discuss the intervention strat-
egies at the disposal of the developing countries.

In the developing countries, variations in the extent and
intensity of government intervention reflected a greater vari-
ety of demographic situations than those in developed coun-
tries. Some countries had entered upon the final phase of
their demographic transition, while others had scarcely em-
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Latin America: El Salvador, 1977; Mexico, 1977, Trinidad and Tobago,
national family planning for 1968-1972.

Asia: China, 1979; India, 1979; Indonesia, development plan,
1979-1984; Malaysia, development plan, 1976-1980; Nepal, development
plan, 1975-1979; Pakistan, development plan, 1978-1983; Philippines,
development plan, 1978-1982; Republic of Korea, development plan,
1977-1981; Singapore, 1980; Thailand, development plan, 1977-1981;
Viet Nam, development plan, 1976-1980. ’

Oceania: Fiji, development plan, 1976-1980.

® Target not stated in this form.

barked on the first phase. Rates of natural increase of
between 3 and 1 per cent were frequently observed. In
addition, economic, social and’ political conditions also
varied considerably and thus greatly influenced the pos-
sibility of government action. As shown below, the priority
given to certain options was thus frequently very different
from that in the developed countries. Those various options
are grouped into the same categories used for developed
countries,

Among the policy options open to developing countries,
direct action in regard to mortality and fertility was the most
frequent type. First to be considered is the effect of varia-
tions in the level of mortality on the choice of those options.
The intention here is not to examine the strategies that were
adopted by the developing countries for lowering the mor-
tality level, which are the subject of chapter XXI, but to
indicate the demographic role assigned to action taken in
regard to mortality in some countries.




It is well known that the Governments of all developing
countries considered that a decline in the death rate and the
improvement of health by which it was brought about were
an end in themselves. However, in the case of certain of
those countries which regarded their growth rate as too low
or even as satisfactory, and where mortality was high, a
reduction in mortality was regarded as a method to maintain

or to improve the growth rate. In contrast, for the larger .

number of countries that felt it desirable to reduce their
growth rate and hence their fertility rate, a reduction in
mortality was seen to constitute a prerequisite of a subse-
quent modification of the reproductive behaviour of cou-
ples.

Meanwhile, the reduction of mortality, with its effects on-

the growth rate, had led many Governments to take direct
action on fertility, which might reflect a demographic objec-
tive and might at the same time improve individual well-
being. Recent experiments had shown that intervention in
regard to fertility had no chance of success unless it formed
part of a whole series of measures designed to improve
levels of living. Another type of direct intervention that had
relatively slight demographic effects also was at the disposal
of Governments, namely, recourse to international migra-
tion. For most countries, the effect of migration was margi-
nal, and hence migration was rarely used for that end alone.
On the other hand, changes in the spatial distribution of the
population in countries where over-all levels of fertility and
mortality were high and regional differences were consider-
able could play a significant role in the evolution of growth
rates.

Certain types of action in regard (o demographic vari-
ables could have an indirect effect in the socio-economic
field, which some Governments regarded as more important
than a direct demographic effect. Thus, many countries
regarded reduction in morbidity and mortality as an impor-
tant contribution to the i increase of product1v1ty in the actrve
population.

A better geographical dlstr1butron of the populatron also
could contribute very considerably to the solution of prob-
lems that derived from an unsatisfactory rate of natural
increase by permitting the best use to be made of human and
natural resources. That objective was, indeed, one of the
priorities of government action in a large number.of devel-
oping countries. Lastly, international migration could in
turn help to bring about a temporary solution to the prob-
lems of .employment, balance of payments etc. :

- With regard to non-demographic options; for many Gov-
ernments the introduction of more or less radical internal
changes in the economic, social and technological otganiza-
tion of society, in other words, in the'choice of development
strategies, constituted a decisive factor both in the success
of their population policies and-in their capacity to-cope

with the problems raised by the growth rate. 1t should-also-

be pointed out that some Governments regarded a change in
the system of international economic relations as important
in the solution of some of the demograph1c problems alA
ready mentioned. : X
The discussion now turns to the perceptlons of-Govern-
ments in the various areas of responsibility of the regional
commissions, concerning population growth, the changes

that took place in the period 1978-1980 and the intervention
options chosen with a view to the maintenance or adjust-
ment of growth rates regarded as unsatisfactory.

Area of responsibility of Economic Commission

for Africa 4 _

Six countries (Central African Republic, Equatorial
Guinea, Gabon, Guinea, the Ivory Coast and the Libyan
Arab Jamahiriya), in the ECA area of responsibility c¢onsid-
ered the growth rate to be too low, 26 considered it satisfac-
tory, and 19 considered it too high (see table 1). Since 1978,
several countries had radically changed their perception,
whereas others, more numerous, had adjusted their policies

" (see table 8). Mozambique, which in 1978 had regarded its

growth rate as too low, currently considered it to be satisfac-
tory. The trend of fertility and its incidence on the growth of
the population constituted one of the major factors in the
demographic policy of Mozambique, and it was anxious at
the very least to maintain the rate at its existing level.

The United Republic of Cameroon, which had similarly
considered its growth rate unduly low in 1978, regarded it as
too high in 1980. The party known as the Cameroon Na-
tional Union, in a report published following the Third
Regular Congress held at Bafoussam (United Repubtic of
Cameroon) in February 1980, stated in the resolutions on
social and cultural policy which act as government policy
directives:

*“. . . considering that harmonious demographic evolu-
tion makes for better control of development factors,
especially in regard to the family and employment . . .
exhorts the Government to take adequate measures to

- assist the people of Cameroon in dealmg with the conse-

. quences of demographic growth in such.a way as to
continue to develop condmons favourable to their expan-
sion”."

In a speech made on the occasion of the closure of that
Congress, the Chief of State remarked: '

“. .. our achievements, although enormous, are not
sufficient to guarantee the future of this country, in an
international crisis context, as a young nation exposed to
the spiral of uncontrolled, runaway growth . . . the time
has come to muster and mobilize all resources . . . by
means of more imaginative management of men and
institutions . . . the time has come for the nation to take
over control in its emergence and to fort1fy itself against
future uncertainties. . . .”"

Algeria, which in 1978 had regarded its growth rate as
satisfactory, currently considered it too high. .The Central
Committee of the National Liberation Front, at its second
regular session held from 210 30, December 1979 adopted
the following resolution:

“Activities aimed at health mformat1on and educat10n
.and maternal and child protection, and the institution of a
populat1on policy. based on individual adherence, and
consonant with our socio-cultural values, must be takén

. over, developed and facrlltated N

o Cameroon Trzbune (Yaounde) 29 Februaly 1980
'* Ibid.
' Moudjahedine (Algiers), | and 6 January 1980,
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TABLE 8.

CHANGES IN GOVERNMENTS’ PERCEPTIONS CONCERNING THE ACCEPTABILITY OF NATURAL INCREASE, AND DESIRABILITY OF INTERVENTION

TO CHANGE RATES, COUNTRIES IN AREA OF RESPONSIBILITY OF ECoNOMIC COMMISSION FOR -AFRICA, JULY 1978-JULY 1980

Governments’ perceptions of the effect of natural increase as a constraint on development, and desirability of intervention

Rates too low

Rates neither 100 low nor too high Rates too high

Effect of constraints

Effect of constraints

Predominant Significant Minor Minor Significant Predominant
) (B) (©) No constraints © (B) (4)
Neither higher nor
Higher rates desirable lower rates available Lower rates desirable
Full Some No Some Full
intervention support intervention support intervention
appropriate appropriate? appropriate appropriate® appropriate
) : (2) (3) “) : ) (6) (7) Total
Number of countries m each- category in
1978 e e, 8 —_ 3 4 19 3 13 50 -
Changes in perception
Countries that left a category.................... Mozam- - — Algeria Nigeria — Rwanda -
bique Benin Zambia
United Mali
Republic
of Cameroon
Countries that entered a category ............ — — Benin Nigeria — Algeria —
Mali Zambia Rwanda
Mozambique United
Republic
of Cameroon
Zimbabwe®
Number of countries in each category in )
1980 .o 6 - 6 : 3 17 7 12 51

Sources: Compiled from replies to “Fourth Population Inquiry
among Governments in1978: review and appraisal of the World Popu-
lation Plan of Action”; and from the Population Policy Data Bank of
the Population Division of the Department of International Eco-
nomic and Social Affairs of the United Nations Secretariat.

2 Although Governments perceived the rates as neither too low nor

The resolution further states that “‘the rate of growth of the
population, if maintained, would constitute a heavy burden
on the economy, thus putting a curb on all efforts for
development and improvements in the living conditions of
the citizen” .. The Central Committee also adopted a resolu-
tion that stressed the need to achieve “the definition and
implementation of a policy for controlling demographic

growth closely related with the potential of our national

economy and the goal of improving living conditions, and
satisfying 'social needs”.

Some countries in thls area had, w1th0ut a change in their
perceptions, adapted their policies to the evolving trends.
Benin, Mali, Nigeria and Zambia still regarded their growth
rates as satisfactory, but.whereas the first two countries had
intervened. only partially with a view-to the maintenance of
the growth trends, the other two countries placed full confi-
dence in its. spontaneous evolution. (In the light of more
recent data, it is now considered that the Government of
Rwanda has embarked on a policy of partial intervention

with a view to lowering its growth rate, while Zimbabwe,” a

country - that recently achieved independence has been
placed. in the same category.)

The six countries of Africa that desired to have a hlgherA

growth rate had all embarked on a policy of comprehensive
intervention with a view to attaining that goal. Gabon,
Guinea, the Ivory Coast and the Libyan Arab Jamahiriya
were bringing action to bear jointly on mortality, fertility,

" Zimbabwe has not yet officially expressed its attitude towards demo-
graphic policies.

too high and did not define any coherent policy of intervention, they
may have implemented some measures to prevent the rates from
evolving in the future to a level which could be considered too low or
too high. -

b State that became a member of the United Nations oramember of
its specialized agencies during the period 1978-1980.

spatial distribution of the population and international mi-
gration, while they endeavoured to modify socio-economic
conditions, calculated in turn to affect certain aspects of the
demographic. behaviour of their population. Egquatorial -
Guinea had taken action in respect of all those factors but
did not wish to intervene in the sphere of fertility, whereas
the Central African Republic" considered that action on
spatial distribution and on socio-economic factors should be
sufficient to bring the growth rate up to the higher level
regarded as necessary from the point of v1ew of develop-
ment.

Of the 26 countries that stated that they were satisfied
with the existing level of the growth rate, only three
(Nigeria, Somalia and Zambia) considered the spontaneous
trends in the rate to be satisfactory and hence were taking no
measures, unlike the other 23 countries,” whose Govern-
ments had decided to institute a partial intervention policy
with. a view to maintaining the rate at its current level.

Of the 19 countries that wanted to achieve a lower natural
growth rate, 12 have a comprehensive intervention policy.
Government measures were applied to most of the demo-
graphic variables, but the emphasis was on fertlllty and
mortahty All of them considered that change in socio--
economic conditions would s1multaneously bring about a
change in demographic behaviour.

Some of those countries has established goals for their
population policy through the device of demographic indi-
cators-that specified the objectives to be attained within

** Situation in 1978. l




TABLEY. CHANGES IN GOVERNMENTS’ PERCEPTIONS CONCERNING THE ACCEPTABILITY OF NATURAL INCREASE, AND DESIRABILITY OF INTERVENTION
TO CHANGE RATES, COUNTRIES IN AREA OF RESPONSIBILITY OF ECONOMIC COMMISSION FOR LATIN AMERICA, JULY 1978-JuLy 1980

Governments' perceptions of the effect of natural increase as a constraint on development, and desirability of intervention

Rates too low

Rates neither 100 low nor too high Rates too high

Effect of constraints

Effect of constraints

Predominant Significant
A (B) |

Minor Minor

Significant Predominant
(€) No constraints ) (B) (4)

Higher rates desirable

Neither higher nor

lower rates available Lower rates desirable

Full Some No Some Full
intervention ‘support intervention ———————————— Ssupport intervention
appropriate appropriate® appropriate appropriate® appropriate

0] 2) (3) (4 5) (6) (7) Toral

Number of countries in each category in ) .
1978 e 3 . 1 - 3 7 5 8 27
Changes in perception
Countries that left a category.................. - — - Cuba Chile Costa Rica -—
Ecuador
Countries that entered a category ............ - Chile Ecuador — Cuba Dominica® Costa Rica
Saint
Lucia®
Saint
Vincent
and the
Grenadines®
Number of countries in each category in
1980 . [RRTRTR 3 2 1 2 6 7 9 30

Sources: Compiled from replies to “Fourth Population Inquiry
among.Governments in 1978: review and appraisal of the World Popu-
lation Plan of Action”; and from the Population Policy Data Bank of
the Population Division of the Department of International Eco-
nomic and Social Affairs of the United Nations Secretariat. *

2 Although Governments perceived the rates as neither too low nor '

specific time periods (see table 7). The countries that had
done so were those which wanted to lower their growth
raics; and in general, they were countries already well on the
way towards the process of demographic transition. Kenya
had adopted a growth rate of 3 per cent, to be attained in
1980; and a rate of 2.8 per cent by 2000. Mauritius desired a
crude birth rate of 22.5 per 1,000 during the early 1980s and
a gross reproduction rate of 1.12 during the period
1982-1987.

In Northern Afriéa, Egypt had set its goals for 1982: a
rate of natural increase of 10.6 per 1,000 (birth rate of 23.6
per 1,000), with a view to attainment of a total population of

41 million. Tunisia wanted to achieve a growth rate of 1 per

cent by the year 2000 and the various stages of its strategy
had already been planned: crude birth rates of 32.3 per
1,000 in 1981 and 29.9 in 1986. '

Lesotho wanted to achieve a growth rate of 2 per cent, but
no time period was mentioned; and Ghana wanted to have a
rate of 1.8 per cent by the year 2000.

Area of responsibility of Economic Commission
for Latin America
Most of the countries in the ECLA area of responsibility
(16 out of 30) regarded the natural growth rate as unduly
high (see tables 1 and 9). The group included the countries
discussed in relation to 1978, plus three new-comers: Do-
minica, Saint Lucia, and Saint Vincent and the Grena-
dines.” Costa Rica had reinforced the measures it had

" These three countries have not yet officially expressed their attitudes
concerning population policies.
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too high and did not define any coherent policy of intervention, they
may have implemented some measures to prevent the rates from
evolving in the future to a level which could be considered too low or
10% high,

State that became a member of the United Nations oramember of
its specialized agencies during the period 1978-1980.

already taken to reduce its growth rate. The Government of
Costa Rica had previously taken population measures in
regard to fertility and international migration; it recently
adopted a series of measures in regard to spatial distribu-
tion.The Government desired to curb the internal move-
ments of population, particularly the drift towards the urban
centres, while at the same time it restructured the rural and

urban configuration of the country. Five countries, on the

other hand, desired to reach a higher growth rate. Four of
those countries had already held that view in 1978—namely,
Argentina, Bolivia, Paraguay and Uruguay; Chile, which in
1978 had declared itself to be satisfied with its growth rate,
had changed its perception. A statement by the Chilean

National Planning Office in 1979 referred to the need for a -

national pro-natalist policy: “A substantial increase in popu-
lation is regarded as desirable with a view to strengthening
national security and improving economic development.””
In Argentina, in particular, and to a lesser extent in Bolivia
and Uruguay, the Governments were implementing a com-
prehensive intervention policy which comprised a multidi-
mensional policy in regard to mortality, fertility, internal
migration, and rural and urban configuration in Argentina
and Bolivia; internal migration and urban configuration
only in Uruguay; and international migration and socio-
economic factors.

Argentina, in particular, encouraged immigration, but the
Government did not conceal the fact that it would prefer any

¥ Chile, Oficina de Planificacién Nacional (ODEPLAN), “Politica de
poblacién, politica de cultura”, Plan Nacional Indicativo de Desarrollo,
1979-1983.




increase in population to take place mainly on the basis of

internal growth, while it realized that the country would not -

attain a growth rate comparable to that of the neighbouring -

countries. It therefore considered that immigration should
provide the necessary topping-up that would enable it to
achieve the goal established, while at the same time severe
restrictions were placed on emigration. An entire series of
measures had been introduced with a view to the reduction
of regional and sectoral differences—creation of employ-
ment in rural areas, improved distribution of-income and
earnings, etc. S '

. In Bolivia, as part of the development plan currently
under way (1976-1980), the Government placed stress on an
increase in population associated with reorganization of the
economic and social structures with a view to making the
most of the economy of a vast country, rich in natural
resources, with a populatron that was poorly distributed.
Among those socio-economic measures, the Government
was developmg irrigation, marketing of naticnal products
etc: with a view.to a better spatial distribution of the popula-
tion and an improvement in national productivity that would
make it capable of feeding a larger population,

-Lastly, nine countries in the area stated that they were
satisfied with the growth rate in their countries-in 1980,
which was roughly the same situation as that which had
existed in 1978. However, most of those countries were
maintaining viligance while they continued their policy of
partial support. Thus, in Ecuador, the new five-year devel-
opment plan (1980-1984) emphasized substantial socio-eco-
nomic changes and rural development, in¢luding the re-
distribution of expropriated territory to 77,000 families, the
construction of schools, social housing and doubling of the
minimum wage.

In Cuba,” the crude birth rate was not more than 15 per
1,000, which represented a decline of 39 per cent over five
years (from 1973 to 1978). The curtent general fertility rate
(70 per 1 ,000 for women aged 15-44 years) was one of the
lowest in Latin America, and the most recent decline had
come about at a time when mortality was more or less
stabilized at the very low rate of 5.6-5.8 per 1,000, which
meant that the growth rate also-had diminished. The situa-
tion in Cuba appeared to be umque in the sense that the
decline in fertility, and natural. incréase had not been the
outcome of anti-natalist measures or pre-established popula-
tion goals, as it had been in some other developing coun-
tries. It would appear to have been caused by a series of
political and economic factors. (A more detailed examina-
tion of the-measures involved is'contained in chapter XXII
of this rcport, which concerns fertility.) However, the situa-
tion seems.likely to change in the near future; the crude
birth rate .appeared to be stabilized, but it could increase
with ‘the arrival "at childbearing age.of large cohorts of
women who. were born during the high birth rate period that
followed the revolution and reached its- peak. in the years
1963-1964.. . .~ R .

Of the countries that were satisfied with their _existing’
growth rates, only Braznl and Guyana "had not 1mplemented

"~ Piyla E Hol]erbach “Récent trends in fernllty, abornon and con-
traception”, Center for Policy Studies Workmg Paper No 61 New York,
The Populanon Councnl September l980 -

any intervention policy. They had confidence in the spon-
taneous evolution of the rates.

Few countries (see table 7) had set quantitative targets in
support of their policies. Those which had done so were the
four countries that had adopted a comprehensive interven-
tion policy with a view to reducing the growth rate, plus one
country (Argentina) with a view to increasing it. Trinidad
and Tobago was anxious for the birth rate to reach 15.5 per
1,000 from 1980 onward. El Salvador envisaged the pos-
sibility of achieving a growth rate of 2.9 per cent by 1982,
or a crude birth rate of 40.2 per 1,000. Mexico had plans to
achieve a growth rate of 2.5 per cent by 1982 and I per cent
after the year 2000. Argentina expressed its goals differ-
ently: it would like to have a population .of between 40
million and 50 million by the year 2000.

Area of responsibility of Economic Commission
o for Western Asia
No country in the. ECWA area of responsibility had
changed.either its perceptions or its policies since 1978 (see
tables 1 and 10). ‘A higher growth rate was desired by five
countries, while seven others stated that they were satisfied

. with the ex1st1ng rate. Western South Asia was the only less
- developed region where no country desired to see the rate
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fall. Of the countries that desired to increase their growth
rate, four had a comprehensive intervention policy, but none
envisaged the attainment of an increase by measures in
fegard to fertility. The only action in that direction had been
taken by countries that were satisfied with the current
growth rate and in general wanted to maintain their existing
level of fertility, except for Iraq, which wanted to sce it rise;
and Bahrain and Jordan, which wanted to see it fall.

On the other hand, almost all the countries in the ECWA
area had taken steps in regard to spatial distribution, inter-
national mrgratlon and socio-economic conditions. (Bahram
had no policy in those areas, and Jordan had no policy in
regard to international migration.) Most of the countries in
the area thus continued to rely on immigration in the ab-
sence of a satisfactory rate of natural increase. However,
some of the countries (e.g., Oman, Qatar, Saudi Arabia and
the United Arab Emirates) were unwilling to base their
long-term’ population growth policy on immigration. Nev-
ertheless, for the time being, in order to reach the economic
development targets they had set, those countries were
obliged to continue to call in large contingents of foreign
manpower; but no country in the region had set any quan-
trtatrve tar get to make 1ts pohcy more concrete.

Arcu (/flea/}ulnlbllltv of Fconomzc and Social Commzssron
for Asia and the Pacific '

In 1978, most of the'developing countries in the ESCAP
area of responsibility (19 out of 30) had wanted to attain a
lower population growth' rate (see tables 1 and -11).~That
group ircluded thé' largest countries in the 'world: ‘China
(994.9 million-population); India (6844 million); and Indo-
nesia (148.0 million). All of them” had a comprehensrve
intervention. policy, and. their efforts were concentrated in

2 The Governments of Kiribari, the Sdldmon Islands and Tuvalu, which
recently gained independence, have not yet officially expressed their per-
ceptions of their policies.
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TaBLE 10. CHANGESIN GOVERNMENTS PERCEPTIONS CONCERN]NG THE ACCEPTABILITY OF NATURAL INCREASE AVD DESIRABILITY OF INTERVFNTION
TO CHANGE RATES, COUNTRIES IN AREA OF RESPONSIBILITY OF Ecouowc COMM[SS[ON FOR thrmu AsiA, JuLY 1978-TULY 1980

Governments’ perceptions of the e/fea ofnarural increase as a ransrramr on develupmem and des:mbllny ofmlervenuon -

Rates 100 low

Rates too high

Effect of constraints

Rates neither too low nor too high

Effect o_/'z‘ans‘rraims

Predominant - Significant Minor . “Minor Significant ) Predominant i
A) B < (C) - No constraints = (C) . (B) (4)
i Neither higher nor )
" Higher rates desirable lower rates available Lou_'er rates desirable
Full . Some No ’ e ) Some Full
intervention support intervention ———————————— support ° intervention
appropriate appropriate appropriate a/zpropnale appropriate N
a (2) . (3) 4) (5) (6) (7 . Total .
Number of countries .in each category in i
1978 oo 4 1 1 5 .— - 12
Changes in perceptlon \ ) K ,
Countries that leftacategory s = — - - — — -
Countries that entered a category . To= Y- - — — — -
Number of countries in each category in : L R DR e T
1980 ....oooooo oo 4. 1 1 1 5 - — a2,

Sources: Compiled from replies to “Fourth Population Inquiry
among Governments in1978: review and appraisal of the World Popu-
lation Plan of Action”; and from the Population Policy Data Bank of
the Population Drvrsron ofthe Department of International Economrc
and Social Affarrs of the United Nations Secretariat. ’ .

TABLE 11.

& Although Governnients percéived the rates as neither toolownor
too high-and did not define any coherent policy of intervention, they
may have 1mp1emented some measures to prevent the rates from
evolving i 1n the future to a Ievel whrch could be con51dered too low or
too high. « . } :

CHANGES IN GOVERNMENTS PERCEPTIONS, CONCERNING THE ACCEPTABILITY OF NATURAL INCREASE AND DESIRABILITY OF INTERVENTION

TO CHANGE RATES, COUNTRIES IN AREA OF RESPONSIBILITY OF ECONOMIC AND SocCIAL COMMISSION FOR ASIA AND THE PACIFIC, JULY 1978- JULY 1980

e

Governments’ perceptions of the effect of nalum/ increase as a constraint on development, and desirability of intervention

Rates too low

Rates neither too low nor too high Rates too high

. Effect of constraints . Effect of constraints _ N
Predominant Significant Minor Minor . Significant “Predominant . .
(4) B (C)- " No constraints *° - (C) = iv o+ (B) N
o 0 Neither higher nor . N s - : -
Higher rates desirable lower rates avm/ab[e Lower rates desirable .
Full Some Mo B Some Full
intervention support intervention ——————————— support intervention
appropriate approprlate . appropriate - appropna/e . upprop(iate . . .
) 2) 3 - (4) () ' (6) A7) Total
Number of countries in each category’in. ) o
JOT8 o 5 . 1 1 2 - S ros - 16 - 230
Changes in perception ) o . . EP , P
Countries that left a category .......... JRPT - — — Singapore Burma . — — .
Countries that entered a category ............ — - Singapore’ Burma — " Kiribati® -
. . ' - . L . [ -
. . Solomon
Islands-
X Tuvalu.b
Number of countrles in each category m o ) . . : . )
1980 v 5 1 2 2 4 3 16 - 33

- . . .. , 1

Sources: Compiled from replies to “Fourth Population Inquiry
among Governments in 1978: review and appraisal of the World Popu-
lation Plan of Action”; and from the Population Policy Data Bank of
the Population Division of the Department of International Eco-
nomic and Social Affairs of the United Nations Secretariat. .

2 Although Governments perceived the rates as neither toolow nor

part on lowering fertility. In the ESCAP area, China had in
recent times attracted-the most attention: because of state-
ments by its leaders concerning the need to curb the growth
of population still. more radically.than had been done in the
past.® The Constitution had been amended to introduce a
precise reference to the fact that the State encouraged birth
control; and, as in the case of other political campaigns, a
campaign to mobilize the masses was introduced immedi-
ately. -

In Indonesia, where the growth rate was still high (2.3 per
cent), the Government was continuing to do its utmost to
reduce fertility and to solve the problem caused by the

2 E. Brennan and J. C. Chasteland, op.cit.
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too high and did not-define any.coherent policy of intervention, they.
may have implemented some measures to prevent the rates from
evolving in the future to a level WhICh could be consrdered too low or
too high. .

? State that became aMember ofthe Umted thlons ora member of
rts specralrzed agencres during the perrod 1978 1980

population increase in.certain parts of the country.” Thus, it
decided to-transfer half a million familiés from the over-
populated island of Java to other islands in the area by 1984.
That extremely costly programme formed ‘part of its five-
year development plan for the period 1979-1984 and was
designed, in addition to‘the immediate objective mentioned
above, to speed the agricultural development of the other
islands so as to ensure self-sufficiency for the country in the
face of a lack of.food.crops and the need to increase
industrial export crops, such as rubber and palm-oil.. .

In India, successive changes of Governments had se-

riously affected programmes intended to reduce population

» Drl1p Mukerjee, ““Populating Indoriesia’s outer islands”® ,.People
(London), vol. 7, No. 2 (1980), Earthwatch p. 3.




growth, particularly at the level of family planning pro-
grammes.” The speed of.the decline in, the birth rate had
slowed considerably over the previous few years, in direct
proportion to the decreasing numbers of couples who were
practising contraception. The government authorities re-
sponsible were endeavourmg to relaunch the over-all policy
of reducing the rate of natural increase through redefinition
of new targets, as Is discussed more fully below (see also
table 7).

Five countrles in the ESCAP area stated that they were,
satisfied with their growth rate. That group included two
countries that had no policy (Burma and Maldives) and
three that had a policy (Afghanistan, Malaysia and" Sing-
apore).” In Singapore, rapid industrialization. combined
with a steep decline in fertility might well, in the more or
less long term, raise a problem of manpower, especially as
immigration was strictly controlled.

Only six countries regarded their growth rate as unduly
low. Most of them (Democratic Kampuchea,” the Demo-
cratic People’s Republic of Korea,” the Lao People’s Demo-
cratic Republic and Mongolia), all centrally planned econo-
mies, had comprehensive dintervention policies. The Lao
People’s Democratic Republic and Mongolia placed special
emphasis in their intervention on the increase or mainte-
nance of fertility levels. In Mongolia, a full programme of
incentives and disincentives had been implemented in con-
nection with the .execution of the fifth development plan
(1971-1975) and had been further reinforced in the sixth
development plan (1976-1980).”

A large number of countries in Asia had defmed C]Udl’ltltd-
tive goals in support of their policies (see table 7). China

had established a rate of natural increase of 5.0 per 1,000 to-

be attained by 1985 and a.zero rate by the year 2000;
families were required to limit themselves to one child. The
Republic of Korea wanted its growth rate to amount to 1.6
per cent in 1981; Indonesia desired 2 per cent during ‘the
period 1979-1984, with a crude birth rate of 34 per 1,000 by
1984; and Malaysia aspired to 2 per cent in 1985, with a
crude birth rate of 28.2 per 1,000 from 1980 onward.
Singapore had established as its target a zero growth rate by
the year 2000; Viet Nam desired a 2 per cent rate in 1980,
1.5 per cent by 1985 and | per cent by 2000; Thailand

wanted a 2.1 per cent rate in 1981; and India desired a net .

reproduction rate of 1.0 everywhere in the country by the
year 2000.

Several countries periodically reviewed their targets in
the light of the evolution of the situation, and at the time
they defined those targets, they established a detailed strat-
egy for achieving them.

The Philippines, in its response to the Fourth Population
Inquiry in 1978, had established as its target a growth rate of

= “Indian standstill”’, People (London), vol. 7, No. 3 (1980), pp. 28-29.

* For Afghanistan, that was the situation in 1978

¥ Situation in 1977.

2 Situation in 1976.

¥ Population Policy Compendium: Mongolia, sitiation as assessed in
June 1979, a joint publication of the Population Division of the Department
of In!crnational Economic and Social Affairs of the United Nations Secre-
tariat and the United Nations Fund for Population Activities. (New York,
1979).
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2.3 per cent-to be achieved in 1982 and 2.1 per cent by
1987. At its eleventh seminar,” held at Manila.in June-July. -
1980, the Population ‘Commission fixed as an immediate
goal for the population programme- a reduction in the annual
growth rate from 2.3 per cent in 1980 to 2.0 per cent by
1985. That reduction should make it possible to attain a net
reproduction rate equal to unity by the year 2000, in which
case the population of the Philippines would consist of 67
million, according to current projections. The Commission
also estabhshed a strategy that should make it possible to
reach the targets thus defined, namely; to raise family plan-
mng acceptance from a projected 45 per cent (in 1981) to 53
per cent (1985); to promote delayed marriage and to_lower
the proportion of married women under age 20 from 50 per
cent (1978) to 42 per cent (1985); to promote a small
family-size norm and to influence the desired number of
children to drop from 4.4 (1978) to 3.0 (1985); and .to
monitor and study other developmert factors ‘(such as in-
come, employment, health and education) and how they
affect the decision-making process in_population.

Another example of target-reviewing was that of India.
The declared goal at the time of the Fourth Inquiry had had
as its main feature a.crude birth rate of 30 per 1,000 to be
attained by 1983 and 27 per 1,000 by 1986-1991. But in
recent years, after the relaxation of government policies, the
percentage of couples who used. contraceptives had fallen.
In 1977, 24 per cent of couples between 15 and 44 years of
age had used some method of contraception; in 1978, the
percentage had been 22.8 per cent; and in June 1979, it had
been 21.6 per cent. In 1980, _the Working Party on Popula—
tion Policies submitted a report to the Planning Commission
in which it proposed as an objective a net reproduction rate
of unity by the year 2000 for the country as a whole, and
earlier in certain regions.” In order to attain that goal, the
average size of family: six live-born children, with 4.2
surviving children, would have to fall everywhere in the
country to two children. The crude birth rate would thus
have to fall from its current level of 33 to 21 per 1,000 by
1996.

In the developing countries, the extent and vigour of
government intervention varied considerably from one re-
gion or country to another and reflected the variety of
situations that actually arose in regard to population. Those
developing countries which were still at the early stages of
the demographic transition and regarded their growth rate as
too low gave priority, as a rule, to the reduction of deaths
and to the problems of spatial distribution of the population,
while fertility and international migration were given a
lower priority. Among the countries where fertility and
mortality were at a low level, intervention in respect of
fertility predominated. Developing countries that perceived
their growth rate as too high generally took action to reduce
fertility and control internal population movements, and to
reorganize the rural and urban configuration of the country.
Efforts towards economic restructuring were given. high
priority. In those developing countries which regarded the
growth rate as satisfactory, government intervention tended

* Economic and Social Commission for Asia and the Pacific, Population

Division, Population Headliners, No. 66 (Bangkok, September 1980).
* “Indian standstill”, People (London), vol. 7, No. 3 (1980).




to follow the pattern of developed countries, where action in
regard to fertility was geared more to individual well-being
than to.any demographic objective. Action in reégard to the

other demographic variables still played an important part,,

but not an essential part, while changes in socio-economic

structures invariably continued to be given hlgh priority as

in the developmg countries in- general.
: CONCLUSION

" The inference to be drawn from all the comments made in
the present chapter is that considerable differences existed
between one area and another, and even between one coun-

try and another within a given area, with respect to percep-.

tions of the rate of natural increase, the options for interven-

tion and the vigour of the p011c1es implemented. In the

developed countries, where the demographic situation was
more homogeneous, the response by Governments was nev-
ertheless varied, both in regard to perception and in regard
to the type of action to be taken. That response was actually
based mainly on divergént assessments of the social and

economic consequences of demographic trends. In the de-

veloping countries, the demographic and economic situa-
tion was far more varied. The responses by Governments
rested rather on economic considerations; the countries
most deeply involved in the demographic transition were
also those which in general showed themselves to- be the
most -concerned about demographic problems. The re-
sponses differed, although a certain similarity of attitudes

was found among the countries in the ECWA and ESCAP

areas of responsibility.

By and large, countries had demded to mtervene .with
greater or lesser energy with a view to the alteration or
control of the population growth rate. Only 17 out of 165
countries had taken no steps at all and had left it to the
workings of spontaneous evolution of the rates, or else

regarded action as inopportune in the political and social’

climate of the particular country. The majority of countries
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that did not consider their growth rates to be satisfactory had
a comprehensive intervention policy; 25 out of 35 countries
regarded the rates as too low and 38 out of 55 regarded them
as too high.

However, Governments do not always have entire free-
dom of action. Their desire to intervene or the strategies
they ‘devise may encounter circumstances that curb or even
call in question the action proposed. In the developed coun-
tries, apart from long-term social tendencies that introduce
constraints ‘into the context of government intervention,
economic events can play a significant role in the demo-
graphic evolution of industrialized countries over the -short
term. Thus, inflation, recession and reduction in levels: of
émployment might have contributed to modify the plans of
couples with respect to the final size of their families.
Account must also be taken of the curbs or cuts in some
countries that affected government expenditure on families.
Furthermore, the increase in unemployment helped to re-
duce very severely the demand for foreign manpower, with
the consequent closing of frontiers to new immigrants; and
that factor could also bring about a. shift in population in
regions affected by the employment crisis. -

In the developing countries, in addition to the structural
constraints (economic, financial, administrative, tech-
nological, cultural etc.) that limited the real possibilities of
intervention’by Governments, economic events had definite
repercussions on their capacity to take action. The recession
and inflation situation had particularly affected those coun-
tries whose economies depended very closely upon the
importation of foodstuffs, manufactures or-oil. Because the
resources at the disposal of Governments had been reduced,
the ‘crisis had led many of them to restrict their action in
regard to expenditure on public services (education, health
etc:). On the other hand, it had led some Governments to
place the stress even more on autonomous development,
such as the development of the rural sector.




Chapter XXI
MORTALITY, MORBIDITY AND HEALTH POLICIES

All countries have policies to irriprove the health and

-well-being of their citizens, but many Governments are not

satisfied with the achievements of their policies. The recent
Fourth Population Inquiry Among Governments and the
subsequent /979 Monitoring Report' found that 107 of the
165 countries viewed their existing levels of average life
expectancy as unacceptable in the prevailing economic and
social circumstances (see table 12).’

Population policies are fundamentally related to those of
health, morbidity and mortality. Policies to reduce mor-
bidity are directly linked with lowering mortality; they will
affect the natural rate of population increase and are also
likely to affect fertility in different ways. The complex
interrelationships between fertility and infant and child mor-
tality are matched by the complex relationships among
population policies and health policies. There are overlap-
ping targets for high-risk groups—children and women of
reproductive ages—and thus the joint emphasis on family
health, maternal and child health care, including family
planning, is particularly linked with the emerging emphasis
on primary health care. The decentralization of medical
services and the extension of health coverage to the rural
areas may complement policies affecting spatial distribu-
tion. The greater attention to the non-medical determinants
of health and the emphasis being given to widening the
population’s access to those elements are also of increasing
interest to, those countries which are formulating various
population policies. Governments emphasized their concern

about mortallty in their replles to the Fourth Population’

Inquiry. |

The World Populauon Plan of Action established the goal
for the achievement of a life expectancy at birth of 62 years
as a world average by 1985 and of 74 years by the end of
this century. On average, the developed countries are ex-
pected to reach these targets. However, estimates and pro-
jections developed by the ‘Population Division indicate that
Africa and much of Asia—and thus the developing coun-
tries, on average—are no longer likely to reach this level. In
fact; the developing countries may only achieve a life expec-
tancy at birth of from 63 to 64 years by the year 2000,
which would be a modest gam only s11ght1y above the
target set for 1985.

-Of the 39 developed countries; -nine considered their
average levels of life expectancy:to be unacceptable in their
prevailing economic and social -circumstances (see table

“World Population Trends and Policies: 1979 ‘Monitoring Report, vol.
Il: Population Policies (United Natlons publication, Sdles No.
E.79.X115). -

* For views of mdmdual Govemments concemmg mortahty see annex
table- 40. -

12). Among many developed countries, there was continued
concern over the substantial differentials in mortality of
various groups and social classes. Also of particular interest
was the excess mortallty among adult males and the gap,
which was widening in some countries, between male and
female mortality at older ages. A number of new policies
were being formulated in response to those concerns, which
included measures especially targeted to high-risk groups as
well as various preventive health programmes. Some of the
same types of measures were being integrated into the quite
diverse health and social services found among the centrally
planned economies and mixed economies of the more devel-
oped regions. ,

Among the 126 developing countries, only 28 considered
their level of life expectancy to be acceptable, while 98
considered it unacceptable even in their prevailing economic
and social circumstances (see table 12). By far, the greatest
number of Governments that viewed their mortality levels as
unacceptable were found in the area of responsibility of the
Economic Commission for Africa (ECA)—49 out of 51
countries, followed by the areas of responsibility of the
Economic and Social Commission for Asia and the Pacific
(ESCAP), the Economic Commission for Latin America
(ECLA) and the Economic Commission for Western' As1a
(ECWA).

In the ECA area, where life expectancies were lowest, the
Governments themselves often considered poor health and

~ high mortality their most serious population problems. Only

two. countries considered their mortallty levels acceptable.
In 1980, the mortality -conditions in sub-Saharan Africa
were the world’s most severe; as few gains had been made in
recent years, life expectancy levels were well below 50
years. Substantial improvements-had been made in a few

" island countries. In Northern Africa, estimates of levels of
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life expectancy often ranged between 55 and 60 years, with
certain notable exceptions.

Recently, there had been widespread changes in the for-
mulation' of health policies in countries in the ECA area, in
support of the principles of primary health care, which if
implemented- would be likely to have a significant demo-
graphic impact. Because of the changes in health and mor-
tality policies and their potential impact in the ECA area,
this chapter gives special attention to the diversity of those
health policy objectives.

In the ECWA area, where many of the countries had
experienced rapid economic growth, there had not been a
parallel implementation of primary health care nor had there
been an accelerated decline in mortality. Of the 12 countries
in the ECWA area, half considered their average level of
live expectancy at birth to be unacceptable in the prevailing -
economic and social circumstances. A number of countries




TABLE12. AVERAGE LIFE EXPECTANCY ATBIRTH, 1975-1979, AND GOVERNMENTS’ PERCEPTIONS OF ITS ACCEPTABILITY IN PREVAILING ECONOMIC AND
SOCIAL CIRCUMSTANCES, BY AREAS OF RESPONSIBILITY OF REGIONAL COMMISSIONS, REGIONS AND LEVEL OF DEVELOPMENT, JULY 1980?
(Number of Governments)

Levels of life expectancy at birth

ofmg’,Lﬁ';e/"ci{;ﬁ_/;gg;"’[’ﬂg"” and Under 50 50-61 62°-69 70 years and over All ages
level of development Acceptable Unacceprable Acceptable Unacceptable Acceptable Unacceptable Acceptable Unacceptable Acceptable Unacceptable Total
ECA area .
Eastern Africa......................... 1 9 - 4 1 1 - — 2 14 i6
Middle Africa.... - 9 - - - - — — - 9 9
Northern Africa.... - 1 — 5 - — — — - 6 6
Southern Africa .... - 2 - 2 - — - — — 4 4
Western Africa...................i.... - 15 — 1 - - - - - 16 16
TortaL . 1 36 — 12 1 1 — - 2 49 51
ECE area ) .
Eastern Europe........................ — - - - 1 — 5 — 6 — 6
Northern Europe .. — — — — — - 5 2 5 2 7
Southern Europe .. — - — - 1 2 5 1 6 3 9
Western Europe........ . P — - — — — 8 1 8 1 9
Cyprus, Israel and Turkey....... — — e 1 — — 2 — 2 1 3
Northern America................... - - — - — — 2 — 2 — 2
USSR ...ooooiiiie, — - - - - - 3 - 3 3
TotaL — - - 1 2 2 27 7 29 10 39
ECLA area :
Caribbean ........................... — - 1 1 1 5 3 — 5 6 11
Middle America....................... — — - 3 2 2 — — 2 S 7
Temperate South America...... — — — - 2 1 - — 2 1 3
Tropical South America.......... — = 1 2 1 5 - — 2 7 9
. TotaL — — 2 6 6 13 3 — 11 19 30 -
ECWA area . . .
Western South Asia®.............. - 4 4 - 2 2 — — 6 6 12
ToTAL
ESCAP area :
China........ccooov i - - - - — 1 - — - 1 1
Japan............co —_ — .= — - — 1 -— 1 — 1
Other East Asia .... - - - - 1 2 - — 1 2 3
Eastern South Asia.. .= 3 2 3 1 — - — 3 6 9.
Middle South Asia................... R 5 - 3 1 - - — 1 8 9
Australia-New Zealand ........... — — - — — — 2 - 2 - 2
Melanesia — 1 - 1 - - - - — 2 2
Micronesia-Polynesia — — — - — .4 2 — 2 4 6
— 9 2 7 3 7 5 - 10 23 33
Developed countries................... — — — — 2 2 28 7 30 9 39
Developing-countries................ 1 49 8 26 12 23 7 — 28 98 126
Tortar 1 49 8 26 14 25 35 7 58 107 165
Sources: Compiled from replies to “Fourth Population Inquiry b A life expectancy at birth of 62 years equals the world average life
among Governmentsin1978: review and appraisal of the World Popu- expectancy by 1985 referred to in the World Population Plan of Action
lation Plan of Action”; and from the Population Policy Data Bank of (para. 22). The other categories in this table were chosen by reference
the Population Division of the Department of International Eco- to this figure. -
nomic-and Social Affairs of the United Nations Secretariat. ¢ Excluding Cyprus, Israel and Turkey.

2 For countries in each category, see annex table 40.

in the area were, h'owe\;er, formulating health and popula-  be unacceptable in the prevailing circumstances. Health
tion policies which were specifically designed for and di-  policies received considerable attention and were often an
rected to rural and under privileged populations. integral part of the over-all development plans. The health

_Countries in the ECLA arca had achieved substantially ~ policies of China were particularly impressive and the coun-
higher levels of life expectancy than those in the other less Y had experienced a very substantial increase in its average
developed regions. And yet, further progress in.reducing life expectancy. : ’ ‘
mortality had apparently slowed in a number of countries The formulation and implementation of health policies in
and that was causing some concern. Of the 30 countries in  many countries were undergoing major changes. There was
the ECLA area, 19 considered their level of life expectancy ~ a great deal of dissatisfaction. over many of the earlier
to be unacceptable in the prevailing economic and social ~ approaches to health care and a broad consensus was emerg-
circumstances. T ' ing in many countries that supported the principles of pri-

High mortality levels remained a major concern to many ~ mary health care.’ To the extent that those programmes are
Countr}es of South Asia, which still h?‘d life exp,f,:CtanCy 3 World Health Organization, Sixth Report on the World Health Situation
levels ‘of less than 50 years, although the level in most 1973-1977, parts 1 and 2 (Geneva, 1980); “‘Statements by participants in
countries of South Asia was within the range of 50-60 years. the plenary meetings”, document ICPHC/ALA/78.11 of the lntematio?al

p . . . Conference on Primary Health Care, Alma-Ata, Union of Soviet Socialist
Of -the 30 developing countries in the ESCAP area, 23 Republics, 6-12 September 1978, jointly sponsored by the World Health

considered their average level of life expectancy at birth to Organization and the United Nations Children’s Fund.
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implemented, they are likely to have profound demographic
consequences; even when they were not explicitly motivated
for demographic purposes; Many of the measures, and
particularly the emphasis on maternal and child health care

were intended to complément population and family plan- -

ning programmes. The increased attention to infant and
child mortality has implications for future ‘population
growth as well as for the complex relationships between
infant mortality and fertility. The non-medical determinants
of health, the environmental aspects of health' and the rela-
tionships between the structure of development and health
also-were receiving greater attention; and they have impor-
tant demographic significance. o

The change in emphasis was reflected in the recent plan-
ning of many Governments and in the activities of the World
Health Organization (WHO) and the United Nations Chil-
dren’s Fund (UNICEF), which jointly sponsored the Interna-

tional Conference on Primary Health Care, held at Alma--

Ata, Union of Soviet Socialist Republics, in 1978.% The
International Year of the Child (1979) and the International
Drinking Water Supply and Sanitation Decade (1980s) des-
ignated by the United Nations Water Conference, held at
Mar del Plata, Argentina, in 1977, also focused widespread
attention on these problems, as have the activities of a
number of other international agencies.

Implementation of such ambitious objectives remains a
formidable challenge. There are numerous financial, ad-
ministrative and political constraints to these policies, and
they are often closely tied to the structure of development.
The last section of this chapter examines some of the emerg-
ing policy trends, issues and probléms.

A. DEVELOPED COUNTRIES

In the developed countries,” even among those with a
long life expectancy, progress has often been less than
satisfactory in reducing differential mortality and mortality
among adult males, although some new progress has re-
cently been noted.® In this respect, many new measures and
approaches were being undertaken in 1980 in a number of
countries although few had been lmplemented w1rh specific
demographic rationales.’

A majority of countries in the area of responsibility of the’

* See “Declaration of Alma-Ata”, Primary Health Care: Report of the
International Conference on Primary Health Care, Alma-Ata, USSR, 6-12
September 1978, (*Health for Al Series No. 1) (Geneva, World Health
Orgamzatlon 1978). pp. 2-6.

* The developed countries include all the countries, except Cyprus,
Israel and Turkey. in the area of responsibility of the Economic Commis-
sion for Europe (ECE); and Australia, Japan and New Zealand in the arca
of responsibility of the Ecotiomic and Social Commission for Asia and the
Pacific. For list of countries in the ECE area, see annex table 40.

" Jean Bourgeois-Pichat. “‘Long-term population projections and their
social and economic consequences”, paper prepared for the United Nations
Training Workshop. in Population Projections, Budapest. 17-28 March
1980 (mimeographed).

7 World Health Orgammuon ‘Report of the Regional Director for the
European Region™, paper ICPHC/ALA/78.7 prepared for the International

Conference on andrv Health Care Alma:Ata, 1978 1. P. Lidov, A. M.

Stochik and G. E Tserkovny, Sovier Public Health and the Organization of
Primary Health Care for the Population’ of ‘the USSR (Moscow, Mir
Publishers, 1978):; Potand, Ministry of Health and Social Welfare, Health
Care in the Polish People’s Republic. Report on the International Con-
ference on Primary Health Care. Alma-Ata, 1978. Czechoslavakia. The
Crechoslovak Health Service (Prague, 1978): Primary Health Care in the
Bulgarian National Public Health System (Sofia, 197%): Swedish National
Board of Health and Welfare, Primary Hz*allh Care: A Swedish Pro/cct
(Stockhoim, 1977).
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Economic Commission for Europe (ECE), 29, considered
their level of mortality—as measured by the average life
expectancy at birth—to be acceptable, although 10 coun-
tries, including seven which had an average life expectancy
of more than 70 years, considered it to be unacceptable.
Countries in the'ECE area with the highest levels of life
expectancy shared a number of similar concerns: reducmg
the incidence of cardio vascular diseases and vehlcular acci-
dents; and waging campaigns agdmst the effects of exces-
sive alcohol consumption and tobacco smoking. In all re-
gions of Europe, as well as in Northern America and the
USSR, health education campaigns had been given a high
priority. There was a greater realization that individual
choices affected health life-styles and were clearly affected
by social ‘pressure and commercial advertising as well as by
health education and information measures. Thus, policies
that affected environmental health and preventive measures
directed towards the influencing of behavioural factors were
receiving greater attention. Health education and preventive
programmes that emphasized the relationships between to-
bacco smoking, excessive alcohol consumption, over-nutri-
tion, insufficient exercise and stress with cancer, coronary
heart disease, alcoholism and obesny were being widely
adopted in the ECE area.

In this connection, a number of countries were also con-
cerned with reducing the differentials between adult male
and female mortality. For example, France reported that
while the level of female mortality was acceptable, that of
males was unacceptable. The United Kingdom of Great

Britain and Northern Ireland reported that it had focused

increasing attention on preventive health measures since
1976, when it had published a white paper on prevention
and health; and Finland had initiated special projects di-
rected to reduction of the mortality of males over 45 years of
age. '

Contamination of air, water and food, hazards in the work
place, unsafe highway and motor-car design, dangerous
consumer products and radiation exposure are some of the
other major risks in the physical environment that were of
concern in the ECE area. Income, housing, employment,
family ties and social supports also were recognized as
factors that affected the mortdllty risks in the socio-eco-
nomic environment.

Although a majority of the countries in the ECE area of
responsibility had low infant and child mortality, a number
of countries placed an emphasis on reducing it still further.
Denmark had enacted legislation that required the examina-
tion of all expectant mothers and children; the Federal Re-
public of Germany had approved legislation in 1974 that
required pre-natal examinations and periodic examinations
of children. Finland had achieved an infant mortality rate of
10 deaths per 1,000 live births in 1976, with no significant
urban/rural or regional differentials. It had a very effective
immunization programme: 98 per cent of the children re-
ceived diphtheria-pertussis-tetanus  (DPT) and' bacillus
Calmette-Guérin (BCG) vaccinations. Expectant mothers
averaged 13.3 visits to anurse and 3.3 visits to a physician
during pregnancy. Despite many achievements in the reduc-
tion of infant mortality, several of the most affluent devel-
oped cduntries continued to experience substantial regional,
class and ethnic differentials in their infant mortality rates.




Access to services that promote, maintain or restore
health is associated with differential mortality. The devel-
oped countries have a number of health care systems, some
of which provide free and easily accessible health care to the
entire population as a social service. However, in 1980, a
sizeable number of people in the United States of Amerlca
had no health insurance, while a large number had inade-

quate coverage. Nearly 50 million people lived in rural or

urban areas officially designated as “‘underserved”. -

Many of the developed countries considered regional
differentials to be an area of continuing concern. A variety
of programmes were being implemented, each of which
reflected the needs of the individual countries concerned.
The Federal Republic of Germany was attempting to reduce
regional differentials through the -establishment of regional
health service offices; Greece, through the expansion of
rural medical centres and the utilization of helicopters; the
Netherlands, through hospital construction and subsidies to
home-care services in rural areas; Romania, through the
creation of medical dispensaries in each community; Spain,
through the extension of social security to the countryside;
and Sweden, through district physicians and nurses who
visited patients in their homes. '

Some of the principles of primary health care that had
been fundamental policies in a number of countries, es-
pecially those of Eastern and Northern Europe, were receiv-
ing greater attention and acceptance throughout the ECE
area.® The curative-medicine approach, with its high tech-
nology and requisite advanced medical training, had con-
tributed to a rapid escalation of health costs. In that connec-
tion, there was a greater interest in the utilization of
paramedical personnel, to reduce costs and improve effi-
ciency, as well as to further integrate health within preven-
tive, primary and social service efforts; and to foster an
active rather than passive role in the 1dent1f1cat10n of target
populations.

In general, greater attention was being given to under-
served populations, community participation and collabora-
tion between consumers and providers. More efforts were
being made to involve the consumer, both collectively-and
individually, in the planning and implementation of health
care services. Problems that related the effectiveness and
efficiency of primary health care; and the need for better
evaluation, allocation of resources, new information sys-
tems and measures to screen for disease and populations at
risk’ also were being considered. '

A change of focus was appearing in a growing number of
countries with regard to the relationships between primary
health care and the wider health care system; and among
hospitals, health centres, polyclinics and local teams. There
was also greater interest in policies and measures that af-
fected the integration of health with social care and even

community development. The health policy in Finland, for

example, had had a major reorientation which gave a high

priority to primary health care and included a high degree of

community involvement and participation.’

¥ Leo A. Kaprio, Primary Health Care in Europe, EURO Reports and
Studies No. 14 (Copenhagen, World Health Organization Regional Office
for Europe, 1979). ~
’ Ministry of Social Affairs and Health, National Board of Health,
Primary Health Care in lear_1d (Helsinki, 1978).
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~ The links between changes in health  conditions and

chdnges in govemmental expendlture in health are exceed-
ingly complex. Of course, changes in the proportion of the
gross domestic product spent on health services are much
less Ilkely to be reflected in changing health conditions than
are changes in the level of living itself. Health and medical
care are often financed by expenditures of individuals and/
or by private institutions. Among the developed countries
with market economies, government expenditure on health
services averaged 2 per cent of the gross domestic product
in the mid- 1970s. However, 5 per cent or more was spent on
health services by the Governments of the Federal Republic
of Germany, New Zea]and Norway and the United King-
dom." *

Among the developed countries, even among those with
the levels of highest life expectancy, progress in further
reducing mortality has often been considered unsatisfactory.
In 1980, differential mortahty and adult male mortality
remained partlcular concerns, as did risks from both the
physical and the socio-economic environments. Preventive
health policies were being implemented in much of the ECE
area. Access to medical services continued to be a policy
issue in some of the countries with a mixed economy.
Throughout the area, health costs had increased more
rapidly than those in almost any other sector.

B. DEVELOPING COUNTRIES
Area of responsibility of Economic Commission
for Africa

The countries of Africa had the lowest levels of life

expectancy and considered poor health and low life expec-
tancy to be their most serious population problems. The
Governments of these countries were more dissatisfied with
their current levels of morbidity.and mortality than were the
Governments in any other area. Only two countries consid-
ered their average level of life expectancy at birth to be
acceptable in the prevailing economic and. social circum-

stances, while 49 countries considered it to be unaccept-.

able. Some 37 countries in the ECA area had levels of life
expectancy under 50 years, while another 12 countries had
levels in the range of 50-61 years—below the average level
of life expectancy of 62 years recommended by the World
Population Plan of Action. - -

Although many countries in the ECA area of responsibil-
ity will not achieve a mortality reduction of the dimension
recommended by the World Population Plan of Action,
many Governments reported that they did have as their goal
to achieve substantial progress. Quantitative mortality tar-
gets had been identified by a number of countries, including
Botswana, Burundi, Egypt, Ethiopia, Kenya, Madagascar,
Morocco, the Niger, Nigeria, Senegal, Seychelles, Sierra
Leone, Somalia and Togo. Egypt. a country with relatively
good demographlc data, had identified precise targets: to
reduce the crude death rate from 14.2 to 13 per 1,000 and
the infant mortality rate from.I19 to 80 per 1,000 live births
by 1982. Kenya expressed its target. in terms of increasing
life expectancy at birth: from 49 to 60 years by the year

' Report on the World Social Situation, 1978—Supplement, Patierns of
Government Expenditure on Social Services (United Nations publication,
Sales No. E.79.1V.3), p. 35.




2000. A number of countries reported that they could not
identify quantitative targets—or be at all spec1f1c concern-

ing prevallmg mortality. trénds because: of major inade-’

quacies in the available data.

Since a number of the Governments of countries in the
ECA area considered poor health and high mortality their
most serious population problem, a special content analysis
of the health policy objectives of 45 countries was under-
taken by the Population Division and’is presentéd in tables
13 and 14. The objective of this study was to determine to
what extent the principles being articulated in international
forums were actually being incorporated into recent plans
and programmes of developing countries in Africa and to
see how they were likely to interact with population policies
concerning fertility, mortality and migration.

The training of health workers was rated as a policy
priority by all the countries studied, which reflected a great
shortage in the area (see table 13). The control of endemic
diseases, sanitation efforts, immunization, and maternal
and child health were recognized as a policy priority by
more than 90 per cent of the countries. Efforts to promote
potable drinking-water and the extension of health coverage,
often to rural areas, was also an overwhelming priority.
Nutrition, food and health education were recognized as
priority health areas by about three quarters of the countries
studied. The first category included food subsidies and
agricultural policies, as well as the nutritional education
measures most often found in connection with maternal and
child health care measures. Particular attention was given to
the nutrition of children and of pregnant and lactating
women. Health education was another high priority area;
sometimes it involved specifically targeted adult education
programmes, but often it was emphasized as a part of the
family health strategy which included immunization, mater-
nal and child health, nutrition and family planning.

About two thirds of the countries expressed some interest

in the concept of community involvement in health; in some
cases, that meant the community would employ health
workers and assist in establishing the priority of measures to
be undertaken within the village. The concept of the village
or community health worker was articulated as a priority by
more than half the countries, and it often represented a
strategy of decentralization of medical services and in some
cases a method of incorporating the traditional birth atten-
dants and paramedical workers into a referral network.
Twenty countries, 47 per cent, mentioned family planning
services as a health policy objective. The emphasis in this
aspect was usually for contraceptives in order to space births
or for family health reasons and it was often integrated with
maternal and child health programmes. More countries
might actually have been supporting family planning but
only 20 Governments indicated they were doing so as part of
their priority health objectives. The provision of essential
drugs was mentioned as a priority by only 19 countries, or
44 per cent. Since that number.appears to be rather low, it
might be that such measures were subsumed in other pro-
grammes, perhaps in the control of endemic diseases and
immunization, and thus might have actually been consid-
ered more 1mp0| tant by the Governments.

The aim of this examination was to see the extent to
which specific population and primary health care measures
were included in the formulation of government policies.
The notes to table 14 show that efforts to control malaria
were an important and widespread policy objective. Also of
special attenition were efforts to modernize hospitals, re-
search and training facilities, and so forth.

This content analysis found that the principles of primary
health-care were at least being adopted by the Governments
themselves in the formulation of their most recent health
policies, which itself was a significant change from past
strategies, even though their vigorous implementation was a
reality in only a few countries. The investigation of stated
objectives shows a striking move towards some of the prin-

TABLE 13.  ANALYSIS OF HEALTH POLICY OBJECTIVES OF GOVERNMENTS OF SELECTED COUNTRIES
OF AFRICA, AS ASSESSED IN JULY 1980
Priority Not a priority Total
Number of Number of Number of
Health objective countries  Percentage countries  Percentage countries  Percentage

Héalth education ...l 32 74 1 26 43 100
Nutrition and food...................c.c. 33 77 10 23 43 100
Drinking-water .. 38 88 5 12 43 100
Sanitation.............i....... 40 93 3 7 43 100
Maternal and child health 39 51 4 9 43 100
Family planning ..., 19 44 24 56 43 100
Immunization.................... 39 91 4 9 43 100,
‘Control of endemic disease ... 42 98 1 2 43 . 100
Provision of essential drugs 19 44 24 56. 43 100
Extension of health coverage®............ - 38 88 5 12 - 43 100
Community involvement in health........ 28 65 15 35 43 100
Village health workers ..................... 26 60 17 40 43 100
. Trammg of health workers 43 100 - ~ 43 . 100

Source: -Population Division of the Department of International Economic and Social Aﬂalrs of

St

2 Especmlly in rural areas. o
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the’ United Nations Secretarlat “Study of health and morlahty policy objectlves in Africa”.
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TABLE 14. ANALYSIS OF HEALTH POLICY OBJECTIVES, SELECTED COUNTRIES OF AFRICA; 1980; AND RELATED DATA ON PUBLIC HEALTH EXPENDITURES AND INFANT MORTALITY RATES

N 5 N exp[;:%;ires Infant”
Marernal . Control of Provision of Extension of Community Training of on health per mortality
and child Family capita, 1976  rate, 1980
Country health planning® {dollars) (per 1,000)
ANgola ... X X X X (3) X X “X X 3 155
Benin. ..o X — X X X (2) X X — X —_ X 3 155
Botswana® ..., ©X - X X X (4) X X ‘X X X X X 10 - 83
Burundid . — X X X — 2) X X X — — — X 1 - 122
Cape Verde........oooooiovoieeei — X — — b'e C)) — - X X -~ — T x A 82
Central African Republic® X X X X X 2) X X — — - — X 2 149
Chadf X X X X X ) X X —_ X X X X 1 149
Comoros? — X X X X 2) X X — . X X X X .. 93
Congo™ e, X X X — X 4) X X X X . X — X 10 129
Equatorial Guinea. — —_ X X X (1) — X —_ X - — X - X 3 143
Ethiopia' X — X X X 3) X. X X X X —_ X 1- 146...
Gabonr’ - X X X — 1. X X — X X - CX 57 117 -
Gambia®. X - X X X 3) — X - X X X X .4 198
— X . X X X 4) X X — X X X X 10 103
— X. X X .OX 2) X X X X. X CX X 4 165
Guinea-Bissau® . X X — X X 3) "X X X X X — 'Y o 127 °
Ivory COoast® ..o, X X X X b (2) X X - X, X — - X 9 127
KenyaP oo e, X X be X X 4) X X X X X X X 4 87
Lesotho?. — X X X X ) L X X X X — X — 2 115°
Liberia“.._ X X X X X 4 X X — X X X X 7 154
Madagascar® ... X X - X X 3) X X — X — — X 4 71
Malawi' .. X X X X X () X X - X X X X 2 172 .
Mali* ...... X X X X X- “4) X X - X X X X. 2 155
Mauritania“ X X X X X ) X X X X X “x 3 143 -
Mauritius” ... X X - X X ) X - X — X X X X Ry 35
Mozambique X X X b'e X 63 X X X X X x X I 115-.
Namibia¥ .. - - - — = - - — —_ - — — - e 120
Niger... X X X X X {(2) X . X CX X X X X 1. 146 .
Nigerid X X X X X 3 X X X X X X X -3 135 -
Reunion®.... X - X X X. — X X — - — — X - 20
Rwanda”. ...l — X X X CX @4 X X X — X — X 1 © 107 .
Sao Tome and Principe®. — X be X X (2) X X — X — CX X .. e
Senegal™ ... - X X X X 4) X X X . X X - X 4" 147 ~
Seychelles, ..., X - - X X 4 X —- - - X = X . L.
Sierra Leone®® e =X X X X X 3) X X e x - — X 3. 208
" Saint Helena®.............o..ooooooo.. - ~ - - =" .= - — - - - - _ G
Swazitand® . - .ox = x x X 4) X X - x — X X 10. 135,
Togo®® ... e, X . — X X — 3 X X — X — — X 3 109
Uganda™..... x X X X O X 4) X X X X X X X 3 97
United Republic.of Cameroon . X X X X X (3) X X X X X — X "3 "109
United Republic of Tanzania.............. X X X X X “4) X X X X X X X 3 103
X X X X X ) X X — X — X X -1 211
X X X X L X (4) X X X X X X X 1 112
X X X X X (4) X X X X — X X 13 106
X — X X — X X X X X - X 74

@

(See footnotes on following page..) !
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(Footnotes to table 14.)

Sources: Compiled from replies to “Fourth Populatlon inqurry among Govemments in
1978 review and appraisal of the World Population Plan'of ‘Action”; Population Policy Data

Bank of the. Population Division of the Department.of Imemanonal Economic and Social *

Affairs of the United Nations Secretariat; World Health Organization, Regional Office for
Africa, “Proposed programme budget, 1982+ 1983” WHO/AFR/RC 30/2, Thirtieth Session of
the Re},lonal Committee, Brazzaville, 1980; World Health Organization, The Work of WHO in

the African Region; ]977~1978 Brenmal Report of the Regional Director for public expendi- ..
tures, World Bank, Health, Sector Policy Paper, 2nd éd. (Washington, 1980); and Ruth Leger .

Slvard World M:Ina:y and Social Expenditures, 1979 (Leesburg, Virginia, World Priorities Inc.,
1979) ’and for infant mortality rates, computer print-out of the Population Division.

* Numbers in parentheses-refer to Governinients’ policies with respect to provision of. support for

effective individual fertility regulation: (1) access limited;-(2) access not limited, but.nd_support -

‘provided; (3) -access.not limited and indirect support prov1ded (4) access not limited and drrecl
Support pr0v1de0 o - LT
. ® Especially in rural areas. )

© Special émphasis on a new hosprtal at Frdncrstown and-on occup.mondl -heatth.

¢ Special emphasis on hospital developmem

¢ Specia) emphasis on modernizing-existing hOSplldl facrlme<

f Special emphasis on malaria control.

& Special attention to malaria control and oral rehydrallon services.

» Special atteéntinn to integration of curative with traditional services and into over-all deve]op» i

ment efforts, and to the development of hospitals, health surveillance and malaria control
) N Specral attention to malaria control programmes.
] Special attention to hospitals, research and. training, and to malarra control programmes
. X Special attention to malaria control programmes.
' Special attention to medical research; health surveillance and malaria control programmes

" ™ Special attention to. the development of hospltals laboratory services.and research and to

malaria and parasitic control programmes.

" Special attennon to the developmem of Iaboralor\, servnces and heallh survelllance and ;
professional . health trdining.

'

* Special attention to malaria control programmes and health surveillance.

" Special attention to development of hospitals and health research, and to the mtegmtlon of~

health services'into other ministries. -
4 Special emphasis to upgrade curative facilities for national sclf sufhcnency

" Special attention to the further development of health infrastructure and of Iaboratory and x- ‘ray’

’ servrces

* Special emphasis on occupational health, hosprtals and malarla and parasmc dliease control .

‘. Special emphasis on diagnostic, therapeutic and rehabilitation services.

Y Special emphasis on the integration of health activities with other ministries, especrally .
* , agriculture, water and education; and the development of health statistics. :

- ¥ Special emphasis on district hospitals and malaria control. .

B " Under illegal-occupation by South Africa. The World Health Organization was provrdmg;
. health care support for Namibians in Angols and Zambia, and health assistance through the Sourh‘;.,

West Africa People’s Organization (SWAPO).
* Special-emphasis on the control of malaria and parasmc diseases.

¥ Special emphasis on hospital development and the integration of.- health and social services. |
. - * Special emphasxs on malaria control, school health servrces and the developmem of ldboratory’ﬁ
_services. N

a EmphdSlS on health research and development .
® Emphasis on the development of laboratory services and health survell]ance
* Emphasis to maintain existing high standards Universal access to medical coverage. -

"4 Special emphasis on rehydration facilities, “schistosomiasis and 'malaria control programmes. -
* Special emphasis on the integration of pnmary health ¢are into rural development projects. -

 Special émphasis on reconstruction of hospitals and all medical facilities damaged-by-war.

. & The years of war had had adverse effects upon heaith. The country was currently-undergoing:
significant reorganization of heallh services, including the rehabilitation of war victims .. :




ciples of primary health care." Surprisingly little emphasis
was given to curative medicines, medical research and hos-
pital centres in the stated objectives, although most of the
traditional funding had gone to that sector in the past.
Analysis of government health expenditures in selected
countries of Africa in the early- 1970s showed that a very
substantial percentage had been spent for curative care. In
1971, over 80 per cent of the health expenditure for 'a
number of these countries had been spent on curative care,
83 per cent in Kenya and approximately 86 per cent in
Tunisia; while the rest had been spent on preventive medi-
cine, training, eradication of endemic diseases etc."

A majority of countries reported that they had reviewed
their development strategies in order to provide greater
support for health care programmes. The diversity of the
-experience in Africa is interesting and reflects a basic prin-
ciple of the primary health care approach that each country
determines its own health system in the light of its political,
social and economic realities; and, as result, the mix of
measures will necessarily vary. For example, Botswana re-
ported that its major objectives were to reinforce primary
health care services in rural and marginal urban areas and to
strengthen community participation; Burundi emphasized
the training of its citizens with respect to preventive medi-
cine; Egypt planned to concentrate on maternal child health
services and to provide potable water and housing in rural
areas. Ethiopia placed emphasis on the construction of
health care stations, health centres and rural hospitals;
Gabon, on the improvement of hygiene, nutrition and rural
housing; Kenya, on a rural health programme and a “basic
needs” approach; Madagascar, on the training of personnel,
the distribution of medicine and sanitary facilities, and a
better utilization of traditional medicine; Morocco, on cam-
paigns against infectious diseases and malnutrition, and the
training of health care personnel; Nigeria, on an immuniza-
tion programme; Rwanda, on an increase in the number «f
health care centres; Sierra Leone, on the strengthening ot
maternal and child health services; Somalia, as well as
Togo, on campaigns against infectious diseases.

Although different countries in the ECA area of responsi-

bility stressed different facets of the primary health -care

approach, their collective policies shared common princi-
ples. All of those countries which replied to the Fourth
Inquiry reported measures designed to reach rural and un-
derprivileged groups in their societies. For example,

"' See also Morocco, Ministere de la santé publique, Direction des
affaires techniques, “Les soins de santé primaites”, paper prepared for the
International Conference on Primary Hez, rath Care, Alma- Ata, 1978; Libyan
Arab Jamahiriya, Secretariat of Health, Primary Health Care Concept
(1978); Ministry of Health, The Status of Primary Health Care in Sudan
(Khartoum, 1978}); Ministry of Health, Primary Health Care Programme,
Sudan 1977/78 1o 1983/84 (Khartoum, Khartoum University Press, 1978).

> World Bank, Health, Sector Policy Paper, 1st ed. (Washington, D.C., "

1975), p. 76. See also Peter S. Heller, An Analysis of the Structure, Equity
and Effectiveness of Public Sector Health Systems in Developing Coun-
tries: The Case of Tunisia 1960-1972, Center for Research on Economic
Development Discussion Paper No. 43 (Ann Arbor, Michigan, University
of Michigan, 1975); United States Department of Health, Education and
Welfare. Office of International Health, Syncrisis: The Dvnamics of

Botswana stated that it had been providing services to rural
areas since 1973 and that 80 per cent. of its population
currently was within.one kilometre of a health care facility;
Egypt was emphasizing maternal child health and nutrition
activities, to be delivered by health units in rural and urban
areas;” Gabon was setting up dispensaries in isolated zones;
Ethiopia was .constructing hedlth stations and hospitals in
rural areas and was training village health workers;" the
Ivory. Coast wds “regionalizing” its health care system and
was ‘making use of mobile health teams; Morocco was
developing basic infrastructure and training sanitary person-
nel; the Niger was organizing village health teams; Nigeria
was currently establishing a pilot National Basic Health
Scheme; Rwanda was establishing health care centres
throughout the country; Seychelles was sending physicians
and nurses to outlying areas;, Sierta Leone was extending
the ‘activities of its Endemic Disease Control Unit and was
training increased numbers of middle-level personrel;
Somalia was establishing mobile units to serve the nomad
population, -while Togo was makmg similar use of mobile
health teams. The experience of other Governments, such as
that of the United Republic of Tanzania, for example, tad
also made far-reaching efforts’in the health care field."”

Among the countries of Africa, there was an observable
shift towards the primary health care approach. :lowever,
there was no consensus among those Governments as to the
efflcacy of any one approach and some Governments had
criticized the increasing reliance on paramedical personel in
presentations at the Conference at Alma-Ata in 1978, Nev-
ertheless, meortdnt new principles -were being articulated
in health ‘policy in Africa; and to the extent that they are
implemented, they are likely to have profound demographic
consequences. Though there are many financial, admin-
istrative, political and perhaps structural constraints to the

© actual implementation of these health policy ‘objectives, the

Health, an Analvtical Series on the lmeracnons of Health and Socio- .

economic Development. X1V, Zaire, by Karen E.'Lashmar, (Washington,

D.C., 1975); and A. A. ldriss and others, “Sudan: national health pro-
gramme and primary health care, 1977/78-1983/84", Bulletin of the World
- Health Organization, vol. 53 (1976).
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new emphasis of the pohcles and measures will remain
significant.'

" Area of responsibility of Economic Comiission

. Jor Latin America . o

The countries in the ECLA arca of respon51b1htv had

achieved substantially higher levels of life expectancy than
those in the ECA and ESCAP areas. ilowever, progress. in
the further:reduction of mortality had apparently slowed in a
number of countries, which was causing some concern. Of
the 30 countries in the ECLA area; 19 considered their level
of life expectancy to be unacceptable in their prevailing
economic and social circumstances. Of the 11 Governments
that considered it acceptable three hdd levels above 70
years of age and six'in the range of 62-69 years. None of the

1 Ministry of Health; Egvpnan Experience in Prunar\ Hea[lh Care
(Caito, 1978).

" Ministry of Health, Primary Health Care Staws in Revolunonar\
Ethiopia (Addis ‘Ababa, 1978) ;

* Unifed. Republic of Tanzania, Ministry of Health, Prlman Health
Care: Tanzanian Experience (Dar es Salaam, 1978), )

" World Health Organizafion, ‘Report of the Regional Dlrector for

Africa”, ICPHC/ALATTS 4, . paper ‘prepared for.the International Con-

ference on Primary Health Care Alma-Ata, 1978; see also. Oscar Gish,
“The political economy of primary care and health by the’ people: an

historical explanation”, Issue, A Quarterly Journal ofAfrzcamsr Oplmon. _

vol. X, No. 3 (Fall 1979), PP 613,

v




countries in the ECLA area had a life expectancy of 50 years
or less. AR '

A number of the countries were developmg health meas-
ures along the principles of primary health care, although
their implementation had .yet to, be evaluated.” All of the
countries in the area reported that they had ‘reviewed their
development strategies to provide additional support to their
health care programmes. . _

Since 1978, programmes to extend and further develop
health services systems had been undertaken in many coun-
tries. In Argentina, health policies had been formulated to

‘help integrate provincial and municipal programmes with

the national health activities. Bahamas had established a
network of health centres, clinics and dispensaries through-
out the islands, as well as a flying physician-dentist service
in more remote areas. Bolivia had made major efforts to
achieve a national health service. Brazil had developed a
programme for.the isolated population of the northern and
north-eastern parts of the country. Chile had continued with
the organization of its national health system. Colombia had
begun formulations for a national health plan to consolidate
its local, departmental and natural levels as a part of its
national development plan. It expected to improve the health
of the country’s population. through income redistribution,
tax reform and an over-all .emphasis on social policies. In
the short term, however, the-Government’s Food. and Nutri-
tion Plan, its National Health Plan and various programmes
for mtegiated rural development were expected to extend
coverage to 36 per cent of the populatlon which was not
covered by health “care serv1ccs The Domlmcan Republlc
reported that it intended to reglonahze health care services,
to extend its programme of basic health services arnid to train
gre'lter nunibers Of paramedical personnel. It was continu-
ing to draw up-plans for consolidation’of the regionalization
scheme to extend services. The policy in Ecuador had a
similar focus; it emphasized the extension of coverage to
tural areas through the utilization of paramedical personnel
and the staffing of rural centres by recent medical school
graduates. El Salvador was continuing efforts towards a
single national health system by extending the experiences
of the eastern region to other regions. Guatemala had
focused on the training of rural health technicians, had
developed- action plans for all operational units and had
trained health personnel in 23 areas. Haiti was still re-
organizing its technical and administrative units to improve
operations in its health regions. Honduras was continuing
the extension of its covéragé in,the light of its 1979-1983
national health plan,” which included a programme to pro-
vide basic infrastructure to remote areas and under-
prrvrleged groups. Mexico was currently seeking to bring
health”care programmes to the rural populace by means of
the organized participation of rural groups. Addmonal
measures' included the creation“of rural medical posts in
communities of from 500 to 1,500 inhabitants—which
would utilize local personnel trained in a basic needs ap-

" World Health Organization, “Report of the Director, World Health
Orgamzdnon Regional Office for the Americas/Pan American Sanitary
Bureau, ICPHC/ALA/78.5, paper: prepared for .the International Con-
ference on ‘Primary Health Cdre Alma-Ata; 1978; Pan American Health
Organization/World Healthi Orgdmzatlon Regional office for the Amer-
icas, Annual Report of the Director, 1979; Ofﬂcrdl Documem No. 171,
(W’lshmgton D.C., August 1980} - -
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proach—the extension of social security to the. country’s
rural areas and so on. Panama was building up an integrated
health_system. with auxiliary health personnel. Its prelimi-
nary 1980-1984 health sector plan .was directed towards
universal health care coverage by 1984, with some 90 per
cent of the population already covered. Peru was construct-
ing hospitals in rural zones, training members of rural
communities to attend to basic_health necessities and in-
creasing qualified manpower in rural and marginal urban
zones through the use of recent school-leavers and para-
medical personnel. lts national health service system was
extending coverage in the Cuzco, Huancayo, Iquitos, Piura,

_ Puno and Tarapoto health régions. Uruguay emphasized the

rehabilitation of existing facilities and other efforts to im-
prove health care efficiency. Venezuela, in its sixth national
plan, emphas1zed the strengthening of health care units as
well as the entire national health service.

Cuba,:as in the past, stood out, as it had a level of lite
expectancy far higher in relation to other countries in the
ECLA area than its level of per capita income would sug-
gest. It currently appeared to have one of the highest levels
of life expectancy in that area. The extension of basic health
services throughout the country had been noteworthy. The
Cuban-system as a whole had a pyramidal structure, with
three hierarchical levels (centrdl provincial and regional)
and five levels of services (national, provincial, regional,
area and sector). The rural medical post was the smallest
unit in the health sector; it provided basic health services to
between 3,000 and 5,000 inhabitants. Community par-
ticipation was considered essential to the functioning of the
health care system. Extensive vaccination programmes had
been carried out through mass- -based organizations. A ra-
tioning system provided a minimum of 2,650 calories per
day to each of the country’s inhabitants.

A number of other countries in the ECLA area were
formulating policies along the lines of primary health care."
Analysis of government health expenditures in selected
countries of Latin America in the early 1970s showed that a
very substantial percentage was spent for curative services.
Columbia, which in 1979 had a total public expenditure in
health of $203 million, spent 79 per cent on curative and 19

“per cent on public or preventive health efforts. Paraguay,

which in 1972 spent $10 million on health, allocated ap-
proximately 85 per cent for curative care." It remains to be
seen how the new policy approaches will be reflected in
additional financial allocation to and within the health sec-
tor. ' ‘
Area of responsibility of Econoniic Commission
for Western Asia '
The rapid economic growth in many of the countries in
the ECWA area of responsibility had not yet been matched

'® “Report ot the Dlrector World Health Orz,amzation Regional Office
for the Americas/Pan American Sanitary Bureau’’; Ministerio de Bienestar
Social, Secretari4 de Estado de Salud Piblica, Atencion médica rural en la
Prmmcra de lujing, Repiiblica’ Argemma (Buenos Aires, 1978); Peru,
Ministerio de Salud, Informe sobre atencion primaria de la salud (Lima,
1978); Ministry of Health and Ministry of National Planning, Costa Rica
Extension of Coverage of Health Services within the Framework of Socio-
Economic Development (Costa Rica, 1978); Ministry of Health, Primary
Health Care: The Jamaican Perspective, A Reference Manual for Primary
Health Care-Concepts and Approaches in Jamaica (Kingston, 1978);
Ministry of Health, Mexico: Program'to Extend Primary Health Services to
the Rural Areas (Mexico City, 1978). "

" World Bank, Health, p. 76.




by corresponding pri'ma'ry health care implementation nor
an accelerated decline in mortality. Six of the 12 countries
of the ECWA area considered their average level of life
expectancy  at birth to be unacceptable under” prevallmg
economic and social conditions. Four of those countries had
life expectancy levels of 50 years or less. ' :

There is, however, a strong tendency for the var10us
countries in the ECWA area to formulate, pollc1es desrgned
to improve the conditions of the rural population and under-
privileged groups.” Bahrain, for example, placed an em-
phasis on the provision of deeentralrzed polyvalent centres;
Democratic Yemen had assigned high prrorrty fo maternal
and child health in rural areas; special attention was given to
the nomadic population and other 1nacce551ble rural groups.
Iraq reported that its current development plan assigned
high priority to health care facilities in rural zones. Jordan
which had reported that it would upgrade basic health cafe
services beginning in 1978, planned to focus on the expan-
sion of preventive services for the rural and nomadic popu-
lation and for lower -income urban groups. Oman was con-
cerned with the equal provision of basic services in both
urban and rural zones. Saudi Arabia’ was focusing on the
extension of health care programmes  to the' rural ‘and
nomadic population; and-on preventive services, health edu-
cation and programmes of maternal and child health. The
Syrian Arab Republic reported éfforts to provide ratlonally
distributed health care institutions; furthermore, as a means
of providing improved coverage of the rural population,
physicians would be encouraged to work in remote’ and
underprivileged regions. Yemen similarly had assigned pri-
ority to the establlshment of preventlve servrces in rural
zones.

Area of responsibility of Economic and Social
Commission for Asia and the Pacific

Of the 30 developing countries in' the ESCAP area of
responsibility, 23 considered their average level of life ex-
pectancy at birth to be unacceptable in the prevailing eco-
nomic and social circumstances. Two of the developing
countries that considered their mortality level acceptable
had life expectancy levels of 70 years or more (as did the
three developed countries in the area—Australia, Japan and
New Zealand). On the other hand, nine countriés still had
unacceptable life expectancy levels of 50 years or less.

A number of countries in the ESCAP area (Bangladesh,
Fiji, Iran, Pakistan, Philippines, Sri Lanka and Thailand)
had identified quantitative targets for the reduction of mor-
bldlty and mortality, targets which were usually expressed
in terms of reducing crude death rates and infant mortallty
rates by a certain number of percentage pomts per annum; in
addition, several countries had identified targets for the
reduction of malnutrition and various endemic diseases (tu-
berculosis, gastro-enteritis, malaria, schistosomiasis etc).

There was generally a better. integration of health-related
policies within over-all development pldns in the ESCAP

* World Health Organization, “Report of the Regional Director for the
Eastern Mediterranean™, ICPHC/ALA/78.6, paper prepared for the Inter-
national Conference on Primary Health Care, Alma-Ata, 1978: Yemen,
Report on Basic Health Services/Primary Health Care Project.(Sana’a,
1978).
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aréa thanin'the other less developed regions. > A number of
countries emphasized that their national health policies had
been fully-integrated in their comprehensive development
plans. Health care-planning :was an especially important
component in the-development plans of Bangladesh, China,
India, the Philippines; Sri'Lanka and Thailand. The coun-
tries in the ESCAP area tended to be more uniformly anti-
natalist than those in other less developed regions, and it is
important to take note that a number of countries stressed
the role that family planmng had-assumed in health- related
programmes. : :

‘However, a number of 51m11ar difficulties with conven-- -

tional health and mortality policies- were identified by Gov-
ernments in the area. India, for example, found its health
policies to be hospital-based and disease-oriented; depen-
dent entirely on foreign technology and therefore overly
sophisticated, which rade them unsuited for the needs of a
rural community. Moreover, the trained personnel were uri-
realistic'in their-skills, attitudes and approaches. The sys-
tem, ‘rather thaih' being- geared ‘to- keepingthe population
healthy, was entirely “‘Cure-oriented”. The health services
were considered to be “an end in themselves”. They were
physically, socially, cultutally and financially’ inaccessible
to large numbers ‘of the people; and there was a lack of
community- participation in health" activities. - Thus, ~the
“corisu‘rn“e'rs” of the services' had no-influence on them.”
~"Lessons can be drawn from the efforts of India to promote’
delrvery pollc1es in eon]unctron with its primary health care’
programmes The Government 1'dent1f1ed the followmg es-
sential premrses " which are alsg typrca] of many other
developlng countrles ’
“That the majority of health. problems of this country
lie in the vrllages and poorer sections of the city where
the vast majority of our popu]atlon lives;

. “That the cultural factors in health and the cultural
affmrty of health workers to the community they serve is-
more important than technical expertise;

“That most of the :health problems at the. v1llage level
can be. tackled at that level, by workers approprlately
trained from among the villagers." 2

“Most common illnesses are srm'ple to-diagnose and
can be treated effectively with cheap and safe drugs-
especially when detected early; neglected, they become
complex and expensrve problems; ,

“That the medical professron by virtue of its cultural ,
background training and aspifations, cannot understand
or finction effectively in the context of v111age health
problems

“That in a country of our srze no matter how 1ntr1cate

a health system is devised, . the problem of adequate

supervision of workers.will, always remain; under these

conditions, the only. effective supervision of workers
- must come from the commumty 1tse1f :

-

2 World Health Orgamzatlon Report of the Reglonal Directof’ for
South-East Asia”, ICPHC/ALA!78 8; and “Report of the Regional’ Direc-
tor ‘for thé Western Pacific”’, ICPHC/ALA/78.9. papers prepared for the
Intemanonal Conference on Prlmary Health Care. Alma-Ata, 1978 -

2 Ministry of Health and Family Welfare. Primary Health Care in.India
(New Delhi, 1978), pp:-6-7.



“In order to play the above role effectively, the com-
munity must become fully aware of its health problems
and understand the roles of thé various workers who will
‘be responsible to the members of the community.

“The public, as well as the medical profession, con-
fuse illness with health. The two are diametrically op-
posite. The ancient belief:that health is a positive state of
physical, social and mental well-being which is so well
emphasized in our 1nd1genous systems of medicine must
be revived.”?

In response to these and similar problems, the countries
in the ESCAP had placed increased emphasis on a primary
health care approach. Afghanistan planned to expand its 120
rural Basic Health Centres to- 197 centres over a five-year
period in an attempt to provide direct access to health care to
a larger proportion of the remote and isolated population.
Bangladesh was continuing its efforts to strengthen rural
health services. Some 10,600 family welfare workers had
been trained and there were plans to train 18,000, or one per
4,000 population. Those community health workers, sup-
ported by thana health complexes and union centres, would
provide the basis for the national programme for primary
health care. Bhutan was converting its dispensaries into
integrated basic health units. Burma was strengthening the
infrastructure of basic health services in 24 townships,
which consisted of rural health centres, maternal and child
health centres and health subcentres; the goal was to cover
half the townships in four years, with 5,240 community
health workers and 3,200 auxiliary midwives. In the Demo-
cratic People’s Republic of Korea, efforts had been made to
distribute adequate services within easier reach of the popu-
lation. India was giving a higher priority to health needs of
‘the underserved and underprivileged population, especially
those who lived in rural areas. Some 5,380 primary health
centres and 38,000 subcéntres had been-established to serve
a rural population of 438 'million in 5,247 comniunity devel-
opment blocks. The community health worker formed the
basis of the rural health scheme and India planned to have
-580,000 health workers. The provision of health care to
vulnerable’ groups, such as-children, pregnant women and
lactating mothers was being emphasized -in the Minimum
Needs Programme, which also gave preferential treatment
to the tribal areas which had previously been neglected.
Indonesia placed an emphasis on the further development of
the health services in the rural areas, where 85 per cent of
the population lived. It was hoped that some 20,000 villages
would be included in the Village Community Health Devel-

opment programme by the end of the third five-year plan -

(1979-1984). Maldives was emphasizing the integrated
health care approach with primary health workers at Male
and in the atolls. The Government was diverting resources
- from disease-control efforts to community health pro-
grammes and was training workers to run health centres on
each of the 19 atolls. Mongolia had given:high priority to
the provision of health services in the rural areas. It had
_provided relatively advanced services,. and new attention
was being given to people in inaccessible areas where
mobile health units are being employed. Nepal had given

S Ibid., p. 1.

" (Bangkok, 1978); and Ministry of Public Health,
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‘lessons from India’s. Kerala State”

priority to the expansion of health care in the rural areas
where over 90 per cent of the populatlon lived. The Philip-
pines was currently reorgamzmg its total health delivery

, structure, was’ setting up a barrio health system and was

providing additional midwives in rural areas. Sri Lanka
placed strong emphasis on the strengthening of health ser-
vices in the rural areas through support of both traditional
and Western systems. Thailand was continuing to expand
and strengthen its’ mtegrated rural health " services; and
efforts had been made with the Lampang Health Develop-
ment Project, the Korat Project, the Samerng PrOJect and the
Songkhla Project.*

As an example of. progress in this field, Kerala State in
India had substanttally reduced both mortallty and fertility
levels through various broad-based programmes even
though its level of economic growth had not been great.”

The case of Sri Lanka is espec1ally -important because it
had achieved dramatic progress in reducing levels of mor-
tality and ,morbldlty without rapid economic growth. A
country with.a highly structured health care programme, Sri

Lanka reported that it provided. free medical care to its

entire population.. The locational -aspects of health care
programmes had been given important consideration and,
on average, a person did not have to travel more than 3 miles
to reach a free public health facility. Anaemia and malnutri-
tion had been treated through what the Government termed
a “package type of family programme”. Nutritional supple-
ments were an important part of the Government’s health
care programme and some 50 per cent of the population
received a-subsidized food ration which provided up to half
of their daily caloric and protein intake.

The health policies of China were particularly impres-
sive. Within the context of a profound social revolution,
self-reliant, community-based -health efforts had been ex-
tended across the world’s largest population and had re-
sulted in very substantially -reduced mortality and mor
bidity. That remarkable effort had served as an impetus to
the primary health care efforts in many other countries; and
adaptations of the Chinese . ‘barefoot doctor”, in particular,
are being reflected in village health worker programmes
throughout the developing countries.*

I

>. 'EMERGING POLICY TRENDS, ISSUES AND.PROBLEMS

Among the developed countries, concern continued over
the substantial differentials in mortality -of various groups
and social classes. Of particular concern was .the. excess
mortality of adult males and the gap between male and
female. mortality at the older ages. New preventive meas-
ures were being instituted in this regard to reduce deaths
associated with tobacco smoking, excessive alcohol con-
sumption, over-nutrition, insufficient exercise and stress.

2 Ministry of Public Health, ‘Prl:mar_y Health Care in Thailand
“Lampag Health Devel-
opment Project”, Bangkok, 1978.

» See. John Ratcliffe, ““Social |ust1ce and the demographic transition:
, International Journal of Health Ser-
vices, vol."8, No. 1 (1978). ' :

* World Health Organization and United Nations Development Pro-
gramme, *Study Tour on the Training and Utilization of Barefoot Doctors
in Community Health Services in the People’s Republic of China”, Techni-
cal Completion Report INT/78/034, Geneva, 1978.




A curative approach, with its high technology and the
required advanced medical training, had contributed to a
rapid escalation of health costs. In many developed coun-
tries, such costs had risen more rapidly than those of any
other sector. Partially as a result of that increase, some of the
principles of primary health care which were being adopted
in developing countries were being adapted to the developed
countries as well. In that connection, there was also a
greater interest in the utilization of paramedical personnel,
more attention was given to involving the consumer to
participate, both collectively and individually, in-the plan-
ning and implementation of health care; and greater atten-
tion was given to integration of health care with the preven-
tive, primary and social service efforts. : :

There are extremely complex links between changes in -

health conditions and changes in governmental experiditure.
" Moreover, changes in levels of living are much more likely
to be reflected in changing health conditions than are
changes in the proportion of the gross domestic product
spent on health services. Health and medical care are often

* financed by expenditures of individuals and/or private in-

stitutions. As mentioned above, among the developed coun-
tries with a market economy, goveriment expenditure on
health services averaged 2 per cent of gross demestic prod-
uct in the mid-1970s, although some countries spent 5 per
cent or more.” In the developed centrally planned econo-
mies, health services were generally granted free of cost for
the individual. The USSR, as well as a number of other

- European countries, had long practised many of the health
policies that were currently being formulated by the devel-
oping countries. In'general, they were implemented without
demographic rationale, although it was expected that an
accelerated decrease in mortality would contribute to the
desired level of the population growth.

The actual implementation of primary health care was
expected to produce profound changes in many developing
countries. There was widespread dissatisfaction with earlier
approaches and a broad new consensus was emerging, with
many countries supporting the concepts and principles of
primary health care.® Such policies,-in addition to their
possible explicit demographic objectives, are likely to have
profound demographic consequences even if they are only
partially implemented.

Countries in all regions were formulating new principles
to incorporate into their national policies and development
strategies. Relevant, low-cost and accessible health care
provided by a high degree of community participation and
promoted within integrated social and economic efforts was

7 Patterns of Government Expenditure on Social Services, p. 35:

® Primary health care has been defined as, “essential health care based
on practical, scientifically sound and socially acceptable methods and
technology made universally accessible to individuals and families in the
community through their full participation and at a cost that the community

and country can afford. . . .” It ““addresses the main health problems in
the community, providing promotive, preventive, curative ‘and rehabilita-
tive services accordingly: . . . [and] includes at least: education concerting

prevailing health problems and the methods of preventing and controlling
them; promotion of food supply and proper nutrition: and adequate supply
of safe water and basic sanitation; maternal and child health care, including
family planning; immunization against the major infectious diseases; pre-
vention and control of locally endemic diseases; appropriate treatment of
common diseases and injuries; and provision of essential drugs”. See the
“Declaration of Alma-Ata”, Primary Health Care: Report on the-Interna-
tional Conference on Primary Health Care, pp. 3-4.

unanimodsly supported by the International Conference on
Primary Health Care held at Alma-Ata in 1978.

A significant impetus for the primary health care move-
ment had come from the international recognition of the
successful efforts of the Chinese in that field. Their commu-
nity-based health efforts, their self-reliance principles and
their idea of “barefoot doctors” were being adapted and
adopted in many parts of the less developed regions. Of
course, those measures had occurred within the context of a
profound social revolution and their success, both the im-
plementation and the health impact, must be judged in that
light. Thus, the success of China in implementation and
impact had come from a fundamental social restructuring, a
profound redistribution of income and agricultural land and
substantial mobilization to improve environmental health,
as well as specific health care measures.
~ The United Nations Water Conference held at Mar del
Plata, Argentina, in 1977, which designated the 1980s as
the International Drinking. Water .Supply and Sanitation
Decade and urged the ambitious goal of safe drinking-water
and hygienic conditions for all by 1990, also focused atten-

“tion on environmental health efforts. It is estimated that
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current investments in drinking-water and. sanitation must
be nearly doubled in urban areas to attain those goals. The
investments could be considerable;- tube-wells and stand-
pipes might cost an average of $10 per person in rural areas;
and with house connections, the costs could range from $75
to $150 per person. Sanitation facilities in rural areas are
estimated to cost about $5 per person, while in urban areas
the cost could range from $15 to. $200 with sewer systems.
The necessary. infrastructure must also be developed to
maintain these services at the community level. Without
substantial mobilization of domestic and international re-
sources, safe drinking-water and hygienic conditions for all
will be an unattainable objective in the developing coun-
tries. However, the new recognition of its crucial importance
within environmental health strategies, as well as over-all
development efforts, is certainly significant. Even a partial
implementation of these programmes may have a significant
demographic impact. . . .

Declines in infant mortality may have slowed or halted in
some developing countries. Progress in the further reduc-
tion of mortality had been less than satisfactery and there
was overwhelming evidence that infants and children under
5 years of age, from the lowest income groups, suffered the
greatest mortality loss.” The ‘high infant mortality. rates
were in large part a result of gastro-enteritis and diarrhoeal
diseases which were not being effectively treated by tradi-
tional public health. and curative-medicine practices. In
many rural and urban settings, environmental health condi-
tions ‘were being viewed as a prerequisite of a substantial
reduction of mortality. = - .

The 1979 International Year of the Child focused wide-
spread attention on children’s health and well-being, es-
pecially in developing countries. Concern that infants and
children represented the largest proportion of deaths in the

¥ Davidson R. Gwatkin, “The end of an era: recent evidence indic=tes
an unexpected early slowing of mortality declines in many developing
countries”, Washington, D.C., Overseas Development Council, 1979.




developing countries led to- some national evaluations of
efforts  undertaken on their behalf. Issues were raised in
many countries about the quality, level-and .coverage of
maternal and child health services. But broader questions
were also raised about the quality of children’ s environmen-
tal health, their nutrition and nutritional practices; and their
access to safe water, sanitation, elementary education and
housing. Thus, in many countries, the activities relating to
the International Year of the Child gave additional emphasis
to the primary health care movement.

The World Population Plan of Actlon recommends that:

“. .. health and nutrition programmes designed to
- reduce. morbidity and mortality be integrated  within a
comprehensive development strategy and supplemented
by a wide range of mutually supporting social policy
measures; special attention should be given to improving
the management of existing health, nutrition and related
..social services and to the formulation of policies to widen
.their coverage so as to reach, in partlcular rural, remote
and underprivileged groups”.”

The World Plan of Action also recommends the reduction of
infant and child mortality, particularly by means of im-
proved nutrition, maternal and chlld health care, and mater-
nal education”. g

There.is an accumulanon of scientific evidence of impor-
tant links between poverty, nutrition of pregnant and lactat-
ing women, family planning, breast-feeding practices, sani-
tary and supplemental infant feeding, birth intervals, and
child mortality associated with diarrhoea and lower respira-
tory tract infections.”

The principles of. primary health care policies are, to a '

large extent, scnentlflcally based. Although there are de-
bates about the mix of measures, which vary greatly accord-
ing to the health situations of particular countries and com-
munities, many of the basic principles share - an
uncommonly wide support among health scientists. Pro-
grammes to control communicable diseases, including chol-
era and ‘malaria, have contributed to higher levels of life
expectancy in developing countries. But the conditions of
environmental health, poverty, malnutrition, poor sanitation
and hygiene are more intractable. Modern drugs and cura-
tive medicine may be very effective in providing immediate
relief, and in some cases an eventual cure; but often when a
patient returns to a disease-ridden area, re-infection is
likely. The environmental health conditions challenge the
limits of curative medicine even when the services do reach
the population.

* Report of the World Population Conference, 1974, Bucharest, 19-30
August 1974 (United Nations publlcatlon Sales No. E.75.XHI.3), p. 10,
para. 25.

N Ibid., p. 12, para. 32 (a)..

2 Robert N. Grosse, “Interrelation between health and populanon ob-
servations derived from field experiences”, background paper prepared for
the Conference on Health and Population in Developing Countries, Bel-
lagio, Italy, 18-21 April 1979, sponsored by the Rockefeller Foundation;
Harald Hansluwka, ‘“‘Health, population and socio-economic develop-
ment”, Population Growth and Economic Development in the Third World,
Léon Tabah, ed. (Dolhain, Belgium, Ordina Editions for International
Union for the Scientific Study of. Population, -1975), vol. 1, pp. 191-249;
and Beverly Winikoff, ““Nutrition, population and health; some implica-
tions for policy”, Science, vol.. 200 (May 1978), pp. §95-902. , *
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Although there is strong scientific support for many of
the principles of primary health care and widespread sup-
port by the international health community, there is often
insufficient political support for these programmes to be
fully. implemented. Perhaps in no other area of policies
affecting population is there such:unanimity of principles
among the scientific community and the international com-
munity, -as well as Governments themselves. Nevertheless,
the degree of commitment from many Governments remains
relatively small; -and, therefore, the political dimensions of
health strategies—how they are formulated, financed and
implemented—is of increasing importance.

The over-emphasis onindividual curative medlcme w1th
its relatively high cost and low health benefits, has been
attributed to the professional bias of physicians; to the
political power of the urban élite who have already met their
own environmental health needs; and to the nearly universal
and immediate demand for curative medicine. when it is
needed. The over-capitalization in curative hospital services
has also reflected past domestic and international interests
for visible national symbols. In any case, the. access of a
population to medical care is severely reduced by both
economic barriers and by the uneven geographical distribu-
tion of such services.

Currently, only a very limited proportion of the‘popula-
tion in the developing countries has access to public health
services, cledn drinking-water, adequate nutrition, sanita-
tion, and other environmental and preventive health: meas-
ures. However, a new emphasis:is emerging which targets
primary health care to high-risk groups, especially to chil-
dren, to women of reproductive ages and to the under-
privileged in both rural and urban areas: Priority is being
placed upon environmental health efforts and to thé non-
medical determinants of health. New consideration is being
given to the importance of potable water, proper nutrition,
improved sanitation, health education, maternal and child
health care, including family planning, as well as other
measures to immunize against.the major infectious disease
and to control locally endemic diseases. This spirit -also
involves the greater use of paramedical personnel in simpler
decentralized services where the health needs are-greatest.
The United Nations monitoring-of health, morbidity, mor-
tality and population policies-showed an interesting new mix
of measures in different countries which reflected a diver-
sity of health conditions, as well as social, economic and
political realities. But a basic shift in health care philosophy
was being articulated in all the-less developed regions, and
despite the many constraints and difficulties in implement-
ing such measures, the widespread recognition of their
necessity is significant.

There was a growing recognition by Governments that
many of the most important determinants of health and
mortality are non-medical and fall outside the traditional
activities of the Ministries of Health. The new awareness
that health policies should ‘be integrated within over-all
socio-economic development plans was articulated by many
countries that were formulating health and mortality pro-
grammes in education, food and agriculture, water and
sanitation, community and rural.development, and other
related areas. The synergistic benefits of a unified integrated
approach were being appreciated. '




However, the institutional, political and economic con-
straints to such integrated policy approaches can also be
substantial. Integrating these approaches in sectoral and
national development plans, though not insurmountable;
often does involve competing institutions, departments and
ministries whose traditional activities  and interests fre-
quently compete for priority. At the local level, operational
problems arise concerning the way in specific health pro-
grammes, such as maternal and child health care and family
planning, can be effectively integrated with community and
rural development projects. In many ways, these integrated
policies are more -efficient; but, on the other hand, the
benefits of specialization are sometimes lost by such steps.
In some countries, the delivery systems are being over-
loaded with long agendas of projects. The integration of
these programmes is often easier at the national level than at
the village level.

A number of Governments were designing programmes -

to allow greater local initiative, control and supervision of
village health workers. Increasingly, the community, rather
than national or regional supervision of local health proj-

ects, is seen as a more effective method of obtaining respon-

sive and caring services. Their involvement in both the
formulation and the implementation of health activities and
in the determination of community needs was often being
given greater importance. In many countries, a greater re-
liance was being placed on community resources to help
support those programmes. An increasing number of coun-
tries were involving traditional practitioners, whose effec-
tiveness varied widely, by giving them elementary training,
supplies and referral systems. As mentioned earlier, recent
experiences gained from the Indian efforts to promote health
delivery policies in conjunction with their primary health
care programmes had identified a number of essential prem-
ises which were found to be typical of many countries.

The use of community health workers has been shown to
be feasible not only in China but in such countries as
Botswana, Brazil, India, Iran, Jamaica and the United Re-
public of Tanzania. However, there could be considerable
difficulty in administering such as infrastructure, especially
in training and recruitment, in supervision and the provision
of supplies. The balance among the levels of the health care
systems, the community activities, referral services and
hospital facilities; among primary, preventive and curative
approaches, will continue to be important issues with finan-
cial, administrative and political dimensions.

Poor nutrition is an underlying or associated factor in
many of the deaths from infectious diseases among chil-
dren. In one study of infant and childhood mortality in Latin
America, half of the cases were associated with malnutri-
tion.” Food subsidy programmes have contributed to reduc-
tions in mortality. In Sri Lanka, for example, when the
effort was reduced in 1974, there was a temporary increase
in deaths until food became more plentiful in 1977. Food
subsidies for the general population, while potentially effec-

* Ruth Rice Puffer and Carlos V. Serrano, Patterns of Mortality in -

Thildhood: Report of the Inter-American Investigation of Mortality in
Zhildhood, Scientific Publication No. 262 (Washington, D.C., Pan, Ameri-
:an Health Organization/Pan American Sanitary Bureaw/World Health Or-

zanization, Regional Office for the Americas, 1973).
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tive in reducing mortality, can be very expensive to main-
tain, especially as it may not be politically acceptablé nor
administratively feasible to restrict subsidies to those most
undernourished. Experimental projects for supplementary
feeding schemes for young children and for pregnant and
lactatmg mothers have also proved to be relatively expen-
sive.* The most important policies affecting malnutrition
remain those which reduce poverty and increase food pro-
duction per person. It is in this sense that one of the main
underlying causes of death is fundamentally related to the
process and structure of development. -According to one
analysis, the past increases of life expectancy in developing
countries between the periods 1935-1940 and 1965-1970
are attributed roughly equally to public health efforts and to
social and economic development.*

Actual implementation of primary health care pro-
grammes in the developing countries will require the mobi-
lization of substantial domestic and international resources.
Currently, over-all government health expenditures in devel-
oping countries are not great; they amount to less than 2-per
cent of the gross national product, although private expendi-
ture may be much higher. The greatest proportion of these
public funds is spent on curative medicine which is reaching
only a narrow segment of the population. Policy analysis is
needed to assess the cost effectiveness and feasibility of
various specific policy interventions and the relationships
between those policies aimed at fertility, morbldlty and
mortality.*® One report states:

“In most developing countries, the bulk of the deaths
are of children under five years of age. In general, the
higher the overall mortality in a country, the larger the
proportion of deaths are of children of such ages.
Significantly, it is precisely in this age-group that reduc-
tions in mortality have been relatively slow while the
causes of mortality remain largely preventable at falrly
low cost.”¥

A number of spemflc pollcy measures already exist which
could have a 51gmflcant impact on infant and child mor-
tality, but they still require certain investments in infrastruc-
ture to be effective. Oral rehydration techniques can inex-
pensively reduce the infant and child deaths related to
diarrhoea. However, the rehydration mixtures themselves
require potable: water as a pre-condition of effective use;
thus, the cost effectiveness of these measures may be related

¥ C. E. Taylor and others, Mainutrition, Infection, Growth and Develop-
ment: The Narangwal Experience, Final Report (Washington, D.C., World
Bank, 1978).

* Samuel H. Preston, *“Causes and consequences of mortallty declines
in less developed countries during the twentieth century”’, paper presented
to the National Bureau of Ecoromic Research Conference on Population
and Economic Change in the Less Developed Countries, Chicago, Illinois,
30 September-2 October 1976, pp. 21-25.

% Jean-Pierre Habicht and Peter Berman, “Planning primary health
services from a body count?”, background paper prepared for the Con-
ference on Health-and Population in Developing Countries, Bellagio, Italy,
18-21 April 1979; Peter Morrison, The Future Demographic Context of the
Health Care Delivery. System, A Rand Note, (Santa Monica, California,
Rand Corporation, 1979); and Peter Kunstadter, “Interactions of child
mortality with maternal parity: some implications for populatlon and publlc
health policy”, 1978 (mimeographed).

¥ Robert N. Grosse, ‘“Health and population in developmg countries:
background paper prepared for the Conference on Health and Population in
Developing countries, Bellagio, Italy, 18-21 April 1979, p. 15.




to hygienic practices and drinkable water. Many infant and

child deaths could be eliminated by immunization pro- -

grammes, especially measles vaccinations. These are sim-
ple techniques and inexpensive measures that could be un-
dertaken by paramedical personnel and could have
significant potential demographic impact. However, to be
most effective, the vaccines must be kept in constant re-
frigeration from the supplier to the infanit; and because they
often are not, many children are being immunized with
ineffective vaccines. Maintaining a continual cold chain

thus requires a sufficient infrastructure to reach the under-

served rural populations and &dgain underscores the funda-
mental pre-conditions of even the most simple medical
techniques. :

A study analysing pilot projects in Guatemala, India,
Iran, Jamaica, Nigeria, Peru and Turkey suggests that effi-
ciently administered nutrition and primary health care pro-
grammes can
one-third to one-half within one to five years”.® Some
estimates suggest that such programmes could be widely
implemented at a cost of 1-2 per cent of the gross national
product per capita, a figure similar to'the current expendl-
ture by Governments on health services.

Arguments are emerging for a more selective interim
strategy on primary health care, involving the establishment
of priorities for disease control based on their prevalence,
mortality and morbidity, and on the feasibility of control.
Instead of attempting to achieve comprehensive health ser-
vices for all, some are calling for a narrow interim con-
centration on a few important diseases with selective crucial
intervention.

Table 15 represents one recent effort to 3531gn priorities
for disease control in developing countries upon the criteria
of prevalence, mortality, morbidity and feasibility of con-
trol.¥ No doubt there will be disagreement with the priority
ranking of disease control efforts, but the general frame-
work should provide a methodology by which alternative
priorities can also be advocated and their reasons specified.*

While recognizing the importance of regional variations -

among developing countries, the Walsh and Warren study
assigns -the highest over-all priority to the control of the
following diseases: diarrhoeal disease, measles, malaria,
whooping cough, schistosomiasis, and neonatal tetanus.
Table 16 presents the estimated annual costs of different
systems of health intervention on a per capita basis and by

their estimated cost per averted infant or child death. Their .

selective primary health care interventions are designed for

* Davidson R. Gwatkin, *“Toward a population strategy for the 1980s”,
Washington, D.C., Overseas Development Council, May 1979 (mim-
eographed) p- 3; and Davidson R. Gwatkin, Janet R. Wilcox and Joe D.
Wray, ““Can interventions make a difference? The policy implications of
field ‘experiment experience”, report to the World Bank, March 1979
(mlmeographed)

° Julia A. Walsh and Kenneth S. Warren, “‘Selective primary health
care, an interim strategy for disease control in developing countries”, The
New England Joumal of Medicine, vol. 301 No. 18 (1 November 1979),
p-973.

“ Ralph H. Henderson and Jacobus Keja,
developmg countries: to the editor”, The New England Journal of Medi-
cine, vol. 302, No. 13 (27 March 1980) p. 758.

“reduce infant and child mortality rates by

‘Se]ectlve health care for '

TaBLE 1S. PRIORITIES FOR DISEASE CONTROL IN DEVELOPING COUN-
TRIES, BASED. ON PREVALENCE, MORTALITY, MORBIDITY. AND FEASI-
BILITY OF CONTROL

Reasons for assignment

Priority group to category

I. Highpriority .............. High prevalence, high mortality or

high morbidity, effective control
Diarrhoeal disease :

Measles

Malaria

Whooping cough

Schistosomiasis

Neonatal tetanus

II. Medium priority PITN
Respiratory infections ...... High prevalence, high mortality, no
effective control
Poliomyelitis . ...:......... High prevalence, low mortality, ef-
. fective control
Tuberculosis

.............. High prevalence, high mortality,

control difficult .

Onchocerciasis . ........... Medium prevalence, high mor-
bidity, low mortality, control dif-
ficult.

Meningitis_ ................ Medium prevalence, high mor-
tality, control difficult :

Typhoid ....... P Medium prevalence, high mor-
tality, control difficult

Hookworm ............... High prevalence, low mortality,
control difficult

Malnutrition .............. High prevalence, high morbldlty,

control complex

1. Low priority
South American trypan-
osomiasis (Chagas’ disease) Control difficuit

African trypanosomiasis . . . .. Low prevalence, control difficult

Leprosy .................. Control difficult

Ascariasis ................ Low mortality, low morbldlty, con-
) tro} difficult B

Diphtheria ... ............. Low mortality, low morbidity

Amebiasis ................ Control difficult

Leishmaniasis ............. Control difficult

Giardiasis ................ Control difficult

Fialariasis ....., e Control difficult

Dengue ..... ............. Control difficult

Source: Julia A. Walsh and Kenneth S. Warren “Selective primary
health care, an interim strategy for disease control in developing coun-
tries”’, The New England Journal of Medicine, vol: 301, No. 18
(1 November 1979); p. 969. ’ :

the priorities of disease control given in table 15. Walsh and
Warren search for the least expensive interventions, both on
a per capita basis and in regard to the cost per infant/child
death prevented. They attach especially high priority to a
target population of children up to 3 years of age and women
of reproductive ages. Spec1f1c health interventions upon
which they place highest priority are: child vaccinations for
measles and diptheria-pertussis-tetanus (DPT); tetanus tox-
oid for all women of reproductive ages; health education for
long term _breast-feeding; wide . dissemination of chloro- °
quine for young children subject to episodes of malaria
fever; and a programme for the instructions and distribution
of oral rehydration packets. They estimate that if half of all
children and their mothers and half of the pregnant women
were included in such a programme, deaths from measles
would decline by 50 per cent, whooping cough by 30 per
36




TABLE16. ESTIMATED ANNUAL COSTS OF DIFFERENT SYSTEMS
. OF HEALTH INTERVENTION

Cost Cost per infant and/
per capita or child death averted
Type of intervention (dollars) (dollars)
Base primary health
care® - .
Range ..........coeeienin 0.40-7.50 144-20 000 (infant)
Median..........cccccoe 2.00 700 (infaint)
Mosquito control for ‘
malaria .................... 2.00 600 (infant)
Onchocerciasis control .
programme ............... 0.90 Few infant and child

deaths
Mollusk control for
schistosomiasis......... 3.70 Few infant and child
: . deaths’

Community water sup-

plies.and sanitation... 30-54 3 600-4 300 (infant
and child)
Narangwal nutrition . :
supplementation....... 0.75 213 (infant)
- "3 000 (child)
Selective primary
health care®......... 0.25 200-250 (infant

and child)

Source: Julia A. Walsh and Kenneth S. Warren, “Selective primary
health care, an interim strategy for disease control in developing coun-
tries”, The . New England Journal of Medicine, vol. 301, No 18
Q November 1979), p. 973.

2 Delivered by village workers.

In this case, delivered by mobile units.

cent, neonatal tetanus by 45 per cent, diarrhoea by 25-30
per cent and malaria by 25 per cent. '
The challenge of these mortality pohc1e§ lies not in their
formulation but in their implementation, a broad-based pol-
icy may be most effective in reducing mortality, but it may
also be the most difficult to implement. An emphasis on the
rural areas and urban underprivileged is clearly called for
because it is there that the health demand is greatest. But the

infrastructure, the training and management of personnel, .

and the cost of delivering services to remote areas and of
developing them where few exist are difficult. There are
substantial overhead costs to these structures which must be
maintained over time. Fortunately, many of these problems
are being anticipated in the formulation of the policies.
The implementation of these programmes will require
substantial funding. Questions arise as to whether these

funds will be raised from existing revenues and to what

extent the funds will be transferred within the health sector
or from other sectors. Analysis of government health expen-
ditures in selected countries shows that in the early 1970s,
Colombia, Kenya, Paraguay, Tunisia and Venezuela all
spent more than 75 per cent of their government health
expenditures on curative care and only a smail fraction on
primary care.*’ New efforts are being made to measure the

financial allocation both to and within the health sectors of ’

many countries.® to determiné the degree of commitment

4 World Bank, Health, 1st cd., p. 76, and World' Bank, Health, Sector
Policy Paper, 2nd ed. (Washmgton D.C., 1980).

“ World Health Organization, Fmancmg of Health Services. Report ofa
WHO Study Group, Technical Report Senes No. 625 (Geneva, 1978),

and implementation of vthese policies; other indicators, are
also being developed to measure the progress towards these
health policy objectives.*

The 1mplementat10n of comprehensive prlmaly health
care is in many respects resting on the pre-conditions of
development and the alleviation of poverty. The alleviation.
of poverty has often proved most difficult for powerful
economic, social and polmcal reasons. As the non-medical
determinants of health receive higher priority, additional
support may be given to the provision of these fundamental
needs. But often there are significant financial, administra-
tive, political and structural constraints to the provision of
the non-medical determinants of health. However, China,
Cuba, Sri Lanka, and Kerala State in India, to name a few,
have had a spirit of broad-based environmental health
efforts which have contributed to a substantial decrease in
mortality and fertility. These countries have also experi-
enced varying degrees of social restructuring, and mortality
and fertility levels are apparently responding favourably to
these synergistic effects. Since primary health care is only a
part of an egalitarian strategy of development in these coun-
tries, it is less likely to become a dual system of health care,
with low-quality services for the poor and high-quality
services for the rich.

CONCLUSION
Populatlon policies are closely related to measures that
affect health and mortality. Policies that’ lessen morbidity
and mortality will increase the natural rate of population i
growth and affect fertility in various ways. Over time, there
are complex interrelationships among, for example, infant
mortality and fertility, and the rate of population growth,
which are complemented by the often close relationships
among population policies, health policies, and the level
and distributive character of development efforts. Also of
particular importance are the overlapping high-risk target "
groutps—infants ‘and women of reproductive ages—who are
of concern in relation to-the measures on family health, and
maternal and child health care, including family planning.
These policies are linked with the emerging principles of
primary health care, with its emphasis on the non-medical
determinants of health and the widening-of the population’s *
access to better environmental health conditions. Policies
affecting the spatial distribution of the population may also
complement the decentralization of medical services as well
as the extension of health programmes to the rural areas.
Although average life expectancy in the developed coun-
tries had reached unprecedented levels in 1980, nine of the
39 countries still considered their levels unacceptable in
their prevailing, economic and social circumstances. Con-
cern over mortality differentials among various groups and

Dieter K. Zschock, Health Care Financing in Developing Countries,
International Health Programs Report No. | (Washington, D.C., American.
Public Health Association, 1979); and United States of Amcnca Depart—
ment of Health, Education and Welfare, Office of International Health, An
Approach to the Studv of Health Sector Financing in Developing Coun-
tries: A Manual (Washington, D.C., 1978). )

* Davidson R. Gwatkin and James P. Grant, “ Using targets to help
improve child health™, paper prepared for the Fifth International Health
Conference: Child Health in a Changing World, New York, 14-17 May
1978, organized by the National Council for International Health in con-
Juncnon with Columbia Umverslt)




social classes and the excess mortality among adult males
was reflected in various preventive health- measures.

In the developing countries, mortality levels had im-
proved considerably over the past few decades, but they still
lagged far behind the levels of the developed countries in
1980. Of the 126 developing countries, 98 considered their
level of life expectancy to be unacceptable even in- their

prevailing economic and social circumstances. Mortality.

levels were seen as least acceptable in the ECA area (49 out
of 51 countries), followed by the ESCAP area, the ECLA

area and the ECWA area. :
. Major changes are occurring in the formulatlon and im-

plementation of health policies among developing countries
and a broad consensus is emerging which supports the
principles of primary health care. Although many of these
programmes were not explicitly motivated for demographic
purposes, they are likely to have profound demographic
consequences to the extent that they are actually imple-

- mented. Many of the newly stated objectives are ambitious,
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facing formidable financial, administrative, and political
constraints closely linking them to the structure of develop-
ment; while others are seeking more selecting crucial inter-
ventions based on priority rankings of disease control
efforts and then fea51b111ty
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Chapter XXII
FERTILITY

The fertility trend over the past few years has been
marked by two characteristics of vital interest in the field of
population policies. In the developed countries, the decline
in fertility has continued to the point where the number of
births is below the number of deaths; furthermore, net
reproduction rates lower than unity have become quite usual
in those countries. In the developing countries, practically
two thirds of the population have entered upon a process of
fairly rapid decline in fertility. Only one third of the popula-
tion in those countries still has high and stable fertility
levels.

The perceptions of Governments in regard to fertility can
be examined from two standpoints: first, that of their over-
all effect on the levels and trends of the rate of natural
increase; and secondly, that of their effect on the well-being
of families and individuals, which can be termed the “indi-
vidual” fertility criterion.

The way in which Governments perceive “individual”
fertility may be regarded from several angles. Those view-
points are, first, the health aspect, especially the health of
the mother and its repercussions on the general well-being
of the family; secondly, the question of personal rights,
particularly the right of individuals to decide freely on the
spacing and the number of children they wish to have;
thirdly, the social and socio-legal aspect, which includes
both the rights and the social and socio-legal obligations of
the parents, the children and the family in general; and
fourthly, the relationship between fertility and the status of
women.

The way in which Governments perceive the global as-
pect of fertility, as in the case of the natural growth rate, is
dependent on the net balance of advantages and disadvan-
tages to be expected from an aggregate fertility level. How-
ever, although this perception is fairly similar to that
adopted with respect to the rate of natural increase, they do
not necessarily coincide, because what is involved in the
first view is the evaluation of a process comprising several
components. Obviously, there is a close relationship be-
tween “individual” fertility and “‘aggregate” fertility: the
progressive polarization of “individual” behaviour around
certain reproduction norms can lead to “‘aggregate” fertility
levels that may be regarded as unsatisfactory by Govern-
ments. The crystallization of these perceptions determines,
in the final analysis, the adoption of a policy (or otherwise)
and its implementation. In regard to fertility, the degree of
importance given to individual well-being, rather than to the
demographic aspect, largely determines the type of meas-
ures adopted.

Before turning to an analysis of perceptions and policies
by level of development and by area of responsibility of the
regional commissions, the situation at world level with
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respect to fertility trends is briefly discussed. At the world
level, one finds that the net reproduction rate amounted to
1.54 in 1980. The decline in that measure had been
steep—in 1975, it had still been 1.61—-and the rate in 1980
was essentially due to the decline in fertility in the develop-
ing countries during that period. The fertility rate had re-
mained steady at 0.95 in the developed countries, whereas it
had fallen from 1.86 to 1.74 in the developing countries.
Among the major areas, in Africa, the rate had not only
remained high but that was the only area in the world in
which it was rising: between 1975 and 1980, it had risen
from 2.24 to 2.27. In Asia as a whole and in each of the
regions, the rate was below 2.0. The decline was particu-
larly marked in East Asia; the rate had fallen from 1.32 to
1.09 in the period 1975-1980. In Latin America, the decline
had been slower and the situation was more heterogeneous:
the rate in 1980 was still 2.56 in Middle America; but it had
fallen to 1.30 in Temperate South America.

In Europe, the rate had decreased still further, but the
decline was levelling off: it had dropped from 0.93 to 0.92
between 1975 and 1980. Western Europe, with a level that
appeared to be stable at 0.78, had the lowest rates in the
world. There had been a slight rise in the rates for Northern
America, from 0.86 to 0.92, whereas it was stable at 1.10 in
the Union of Soviet Socialist Republics.

In 1980, half the countries declared themselves satisfied
with their fertility rates (84 out of 165); of the other half, 22
regarded their rates as too low and 59 regarded them as too
high.' . :

Among the developed countries, 8 out of 39 considered
their fertility level to be too low, 31 considered it satisfac-
tory, and no country regarded it as too high. In the develop-
ing countries, the situation was virtually the reverse: 14
countries out of 126 regarded fertility as too low; 53 re-
garded it as satisfactory; and 59 considered it too high (see
table 17). Very few Governments had altered their percep-
tion since 1978. The number of countries that were satisfied
with the existing rate was the same; as was the number of
countries not satisfied because they considered the rate too
low. The increase in the number of countries that regarded
fertility as unduly high was owing mainly to the inclusion in
that group of most of the countries that became independent
during the period under review. However, the view that the
situation was not satisfactory did not imply that the Govern-
ments had decided to intervene and change it. At the world
level, 17 of the 22 countries that regarded their fertility rate
as too low were intervening to change it, as were 38 of the
59 countries that regarded it as too high. Among the 84

! For views of individual Governments concerning fertility, see tables
41-44.




TaBLE17. GOVERNMENTS’ PERCEPTIONS AND POLICIES WITH RESPECT TO THE CURRENT FERTILITY LEVEL AND THE DESIRABILITY OF INTERVENTION
TO CHANGE IT, BY AREAS OF RESPONSIBILITY OF REGIONAL COMMISSIONS, REGIONS AND LEVEL OF DEVELOPMENT, JULY 19802

(Number of Governments)

Governments’ perceptions of the acceptability of the current fertility level and the desirability of intervention to change it

Rates not satisfactory; Rates not satisfactory;
too low: higher rates desirable Rates satisfactory too high: lower rates desirable
Intervention Intervention
to raise rates But incentives to lower rates
appropriate, Intervention not and Intervention not Intervention not appropriate,
and incentives appropriate; disincentives appropriate; appropriate; and incentives
and neither incentives nor implemented neither incentives neither incentives and
Area of responsibility of disincentives disincentives to maintain - nor disincentives nor disincentives disincentives
regional commission, region implemented implemented rates implemented implemented implemented
and level of development I I r w Vv vi Total
ECA area
Eastern Africa.......cccoooieinnn, — - 1 6 5 4 16
Middle Africa..... 1 2 - 5 1 - 9
Northern Africa. 1 - 1 1 3 6
Southern Africa . - — - — - 4 4
Western Africa.......ccccoooiinnnn, 1 - 7 4 3 1 16
. 3 2 8- 16 10 12 51
ECE area
Eastern Europe............ TR . 2 - 3 1 - - 6 .
Northern Europe ... . = — 2 5 — - 7
‘Southern Europe .......ococoovoi. 1 - 2 6 — — 9
Western Europe 4 1 1 3. — — 9
Cyprus, Israel and Turkey............ 1 1 — — — - 1
Northern America........................ - - — 2 - 1 2
USSR ..o, C - — 3 - - — 3
ToTtAaL 2 10 18 - 1 39
ECLA area
Caribbean ..o - — — 1 4 6 11
Middle America..............ccocovveen. — — 1 1 2 3 7
Temperate South America........... 2 1 — — - — 3
Tropical South America.............. 1 — 1 7 - - 9
TotaL 3 1 2 9 6 9 30
ECWA area )
Western South Asia®................. 1 - 5 4 2 - 12
: 1 - 5 4 2 — 12
— — — — — 1 1
- - - 1 - - 1
- - 2 - - 1 "3
2 - 2 1 - 4 9
- - - 2 1 6 9
- - - 2 - - 2
- - - - 1 1 2
- - 2 - 1 3 6
2 - 6 6 3 16 33
Developed countries...................... 7 1 10 21 - - 39
Developing countries..................... 10 4 21 32 21 38 126
ToTAL 17 5 31 53 21 38 165
Sources: Compiled from replies to “Fourth Population Inquiry and Social Affairs of the United Nations Secretariat.
among Governmentsin1978: review and appraisal of the World Popu- 2 For countries in each category, see annex table 41.
lation Plan of Action”; and from the Population Policy Data Bank of b Excluding Cyprus, Israel and Turkey.

the Population Division of the Department of International Economic

countries that found the rate satisfactory, 31 intervened to  with the analysis of the situation of countries by level of

maintain it at its current level. » development.
In the developed countries, seven of the eight countries A. DevELOPED COUNTRIES®
that regarded fertility as too low were intervening; in the None of the developed countries had changed its percep-

developing countries, 10 of the 14 countries with a similar  tion of fertility since 1978 (see table 18). Eight countries out
perception were doing so. Ten out of 31 developed countries  of 39 still regarded the levels and trends of the fertility rate

intervened to maintain a rate regarded as satisfactory at its as too low.” That group included two Eastern European
existing level; and 21 out of 53 developing countries did so.

" None of the developed countries considered the rate to be

; ; ; : > The developed countries include all the countries, except Cyprus,
tOO, high, but 38 d.evelopmg countries out O,f 59 were taking Israel and Turkey, in the area of responsibility of the Economic Commis-
action to reduce it. Although few countries had Changed sion for Europe (ECE); and Australia, Japan and New Zealand in the area
their perceptions since 1978, many countries had, neverthe- of responsibility of the Economic and Social Commission for Asia and the

. . ’ e s . Pacific. For list of countries in the ECE area, see annex table 41.
less, decided to take action to maintain or adjust the level of *Tn 1978, Argentina, Chile and Uruguay had belonged to that group; in

fertility. Those changes are discussed below in connection 1980, they were classified as developing countries.
40




TaBLE18. "CHANGES INGOVERNMENTS’ PERCEPTIONS CONCERNING THE CURRENT FERTILITY LEVEL, COUNTRIES IN AREA OF RESPONSIBILITY OF
EcoNomic CoMMISSION FOR EUROPE, JULY 1978-JuLy 1980

Governments’ perceptions of the acceptability of the current fertility level and the desirability of intervention to change it

Rates not satisfactory;
too low: higher rates desirable

Rates not satisfactory;

Rates satisfactory too high: lower rates desirable

Intervention
to raise rates
appropriate, ..
and incentives

Intervention not
appropriate;

But incentives

disincentives

Intervention
to lower rates
appropriate,
and incentives

and Intervention not

Intervention not
appropriate; i

appropriate;

and . .- neither incentives nor  implemented neither incentives  neither incentives and
disincentives disincentives to maintain nor disincentives nor disincentives disincentives
implemented implemented rates implemented implemented implemented
! i u 14 14 vr Total
Number of countries in each cate- ‘ . .
gory inl1978. ... 8 : 2 11 17 - 1 39
Changes in perception
Countries that left a category....... — — Poland Belgium - - —_
oo ) ‘ Czechoslovakia
Countries that entered a category - - Belgium Poland - - -
Czechoslovakia
Number of countries in each cate- S
gory inl1980.......ccooiviiiiii, 8 2 10 18 - 1 39

Sources: Compited from replies to “Fourth Population Inquiry
among Governments in1978: review and appraisal of the World Popu-
lation Plan of Action”; and from the Population Policy Data Bank of

countries—Bulgaria and the German Democratic Republic;
one Southern European country—Greece; and five Western
European countries—France, the Federal Republic of Ger
many, Liechtenstein, Luxembourg and Monaco. All of them
except the Federal Republic of Germany were anxious to
intervene to increase the growth rate, and a series of meas-
ures had been adopted to attain that goal. In 1980, as in
1978, none of the developed countries regarded the fertility
level as too high, and 31 countries (80 per cent) found the
existing level satisfactory. Nevertheless, 10 of them had
taken steps to maintain the level. Most of those countries
were in Eastern Europe or the USSR: Czechoslovakia, Hun-
gary, Romania, Byelorussian SSR, Ukrainian SSR and
USSR. The other four were Albania, Belgium, Finland and
Ireland. ' C

Thus, a total of 17 developed countries out of 39 (44 per
cent) had policies designed to adjust or maintain the level of
fertility. As mentioned above, those policies might have as
their primary purpose, on the one hand, action in respect of
a rate of natural increase judged to be unsatisfactory; and,
on the other hand, priority concern for the well-being of
individuals and families. Or again—and this objective is no
doubt that pursued by most of the developed countries—the
policies might attempt to reconcile the two objectives simul-
taneously. It is not always easy to discern in practice which
of the objectives is given special attention by Governments.
However, if one considers the countries that had taken action
to increase the fertility level, one finds that six of them
(Greece was the exception) simultaneously applied compre-
hensive intervention policies to increase their growth rate.
Their action in regard to fertility was thus mainly directed
towards an increase in the natural growth rate. The 10
countries that implemented policies designed to maintain
fertility at its existing level all had at the same time a policy
of partial support to increase the growth rate (Byelorussian
SSR, Ukrainian SSR and the USSR) or to maintain it at its
current level (the other seven countries). The policies of
those countries would therefore appear to envisage simul-
taneously the well-being of the individual and action on the

the Population Division of the Department of International Eco-
nomic and Social Affairs of the United Nations Secretariat.

growth rate without any apparent predominance of the one
objective over the other. Although, on the whole, the per-
ceptions and policies with respect to fertility coincided with
:those adopted in regard to natural increase, they may be
divergent in so far as the perception of the rate of natural
increase might result from a process in which several demo-
graphic components converge and intervention in the form
of action on international migration (e.g., in Greece) can
take place.

Next to be considered are the measures introduced by
Governments of developed countries and designed to influ-
ence the level of fertility and the well-being of individuals
and families. This type of action can be divided into three
main categories: legal measures designed to enable couples
to exercise their right to reproduce; economic measures
intended to offset the burdens of family life or to provide a
graduated series of benefits in return for desirable reproduc-
tive behaviour; and measures for coping with the contradic-
tions inherent in the development of women’s occupations
and maternity.*

Legal provisions

The legal provisions that related to access to contracep-
tives (see table 19) had evolved, in the large majority of
cases, in the direction of liberalization, independently of the
demographic objectives envisaged by Governments (see
table 20). In 33 of the 39 countries, access to modern
methods of contraception was authorized and supported by
the Government either directly (25 countries) or indirectly
(eight countries). Access was authorized but not supported
by the Government in Greece, Ireland, Liechtenstein and
San Marino, while the Governments of the Holy See and
Malta continued to prohibit access. Since 1978, Greece,
Ireland and Spain had taken legal steps to liberalize access

" to contraceptives. Ireland currently authorized them but did
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* C. Alison MclIntosh, “Population policy in the liberal democracies: a
comparative study of France, Sweden and West Germany”’, unpublished
doctoral dissertation, Ann Arbor, Michigan, University of Michigan, Cen-
ter for Population Studies, 1980,



TABLE 19. GOVERNMENTS’ POLICIES WITH RESPECT TO EFFECTIVE USE OF MODERN METHODS OF FERTILITY
REGULATION BY AREAS OF RESPONSIBILITY OF REGIONAL COMMISSIONS,REGIONS AND LEVELOF DEVELOP

‘MENT, JULY 1980* -

(Number ofGovemments)

Access not limited

-Area of responsibility Access No support  Indirect support  Direct support
of regional commission, region limited provided provided provided
and level of development (1) (2) (3) “) Total
ECA area
Eastern Africa..............ccocooeeei e 1 3 3 9 16
Middle Africa ; 3 2 2 2 9
Northern Africa........c.ocoovioiiiiiiee 1 — — S 6
Southern AfTica ..o - - s 4 4
Western AfTica..........cccocooiveiiiee — 6 S S 16
ToTAL 5 11 10 25 51
ECE area :
Eastern Burope...............cooooiiiiiiii — — — 6 6
Northern Europe .. —_ 1 - 6 7
Southern Europe 2 2 2 3 9
Western Europe.............coooeeneiiicnicn — 1" 'S 3 9
Cyprus, Israel and Turkey.. - 17 = 2 3
Northern America.............. - — — 2. 2
USSR o — — = 3 3
: ToTAL 2 ) 7 25 39
ECLA area
Caribbean ... - - 1 10 . 11
Middle America................. — — — -7 7
Temperate South America. 1 1 — 1 3
Tropical South America............c..oocoooeiviiiiiens — 3- 1 5 9
’ ' ToTAL 1 4 2 23 30
ECWA area ’
Western South Asia® ..., 1 5 2 4 12
ToTAL 1 S 2 4 12
ESCAP area
ChRiNA.......oii e — - — 1 1
Japan........... — — — 1 1
Other East Asia ... — = — 3 3
Eastern South Asia.. 2 1 — 6 9
Middle South Asia.......... — 17 — ‘8 9
Australia-New Zealand .. - — 1 1 2
. Melanesia........................ - - - 2 2
_ Micronesia- Polynesia...............ccoooiiiiee e — _— - .6 6
‘ ToTAL 2 2 1 28 33
Developed countries.............oc.ocooovovveieiieeneee 2 4. - 8 25 39
Developing countries.................coocooviivioiieeeens 9- 23 14 . 80 126
. ToTtaL 11 27 22 105¢ 165

Sources: Compiled from replies to “Fourth Population Inquiry among Governments in1978: review
_and appraisal of the World Population Plan of Action”; and from Population Policy Data Bank of the
Population Division of the Department of International Economic and Social Affairs of the United

Nations Secretariat.

 For countries in each category, see annex table 42.

b Excludmg Cyprus, Israel and Turkey.

not provide government support; they were sold in phar-
macies on presentation of a physician’s prescription. That
procedure also applied in Greece, where contraceptives
were sold freely, while the Government of Spain provided
1ndnect support for the publicizing of contraceptlon The
only countrles that lmplemented policies with a view to the
increase or mainténance of the lével of fertility were Greece
and Liechtenstein, where the Governments authorized ac-

.cess to contraceptlve methods but did not prov1de any sup—

.

port
Table 21 pr0v1des mformatlon on the legal , circumstances

- in which abortion would be authorlzed Of the 34 countries

for which information was avallable 13 authorized abortion
“on request 16 countries authorized it for socio-economic
reasons, and 28 authorlzed it for medlcal reasons, in the

broad sense of the term. All countrles authorlzed abortlon
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when the life of the mother was in danger, 23 did so when
thete was a danger of an abnormal birth, and 18 did so for
juridical reasons, such as incest or rape. In 10 countries,
abortion also would be authorized for a variety of reasons,
partlcularly for reasons connected” with the age of the
motheér (when she was too young or too old).

There had been little change in legislation concernmg
abortion ;since 1978. France had ratified the law brought
into force in 1975, for a trial period of five years; while
Greece (partially), Yugoslavia (Croatia), Italy and Luxem-
bourg (in those two instances, within the framework of a
comprehensive law concerning contraception) had liber-
alized their legislation. However, in Northern Europe, Fin-
land had introduced a number of restrictions to the law in
force and had reduced the time-limit during which abortion
would be authorized “‘on request”.




TaBLE 20. GOVERNMENTS’ POLICIES WITH RESPECT TO EFFECTIVE USE OF MODERN METHODS OF FERTILITY
REGULATION, ACCORDING TO THE PERCEPTIONS OF GOVERNMENTS CONCERNING THE CURRENT FERTILITY

LEVEL, BY LEVEL OF DEVELOPMENT, JULY 1980°

(Number of Governments)

Governments’ perceptions
and policies concerning the
current fertility level

Government policies on access to modern methods of
contraception

Access not limited

Indirect Direct
No support support support
Access provided provided provided

limited by Government by Government by Government Total

Rates not satisfactory: too low; higher rates de-
sirable
Intervention to raise rates appropriate, and
incentives and disincentives implemented
Developed countries.............c.....covveens
Developing countries
World ..o
Intervention not appropriate; neither
incentives nor disincentives implemented
Developed countries.......
Developing countries

Rates satisfactory
Incentives and disincentives implemented to
maintain rates
Developed countries....
Developing countries
World
Intervention not appropriate; neither
incentives nor disincentives implemented
to maintain rates
Developed countries
Developing countries....

Rates not satisfactory: too high; lower rates
desirable
Intervention to lower rates appropriate, and
incentives and disincentives implemented
Developed countries..
Developing countries
World
Intervention not appropriate; neither incen-
tives nor disincentives implemented
Developed countries.
Developing countries.
World

Total )
Developed countries ..
Developing countries.

- 2 1 4 7
5 4 - 1 10
6 1 5 17
- - 1 - 1
1 2 - 1
1 2 1 1 5
- 1 8 10
1 9 1 10 21
1 10 2 18 31
2 1 5 13 21
2 7 7 16 32
4 8 12 29 53
- - - 38 38
- - - 38 38
- 1 6 14 21
- 1 6 14 21
2 4 8 25 39
9 23 14 80 126
1 27 2 105 165

Source: Compiled from replies to “Fourth Population Inquiry among Governments in 1978: review
and appraisal of the World Population Plan of Action”, and from the Population Policy Data Bank of the
Population Division of the Department of Internatlonal Economic and Social Affairs of the United

Nations Secretariat.

4 For countries in each category, see annex table 42.

- In Europe, the laws on abortion were relatively liberal,
but the situation was far from homogeneous, which makes it
necessary to consider each region independently. In Eastern
Europe, three countries authorized abortion “on request”
(Bulgaria, the German Democratic Republic and ‘Hungary);
and five did so for socio-economic réasons (the three coun-
tries listed above, plus Czechoslovakia and Poland). In
Romania, however, abortion was no longer authorized for
those reasons. At the same time, revision of the legal
provisions actually had restricted access to abortion consid-
erably in Bulgaria (Act of 1974), Czechoslovakia (1973),
Hungary (1973) and Poland (1969).

In Bulgaria, abortion was authorized ““on request” if the

woman had at least one child living or for socio-economic
reasons, such as the fact that she was a widow; divorced or
separated; or had a child living and was over 40 years of
age. In Czechoslovakia, it was not granted “on request” but
only in certain socio-economic circumstances considered to
involve hardship, for example: when the woman was over 40
years of age; when she had three or more living children;
when she was unmarried, separated, divorced or a widow,
or in poor health; or again if her housing or income was
insufficient.

In Hungary, abortion would be granted “on request”;
however, a committee had to give its consent in advance.
The consent was automatic if the woman was unmarried,
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TABLE 21.

LEGAL GROUNDS FOR GRANTING ABORTION: BREAKDOWN OF COUNTRIES BY AREAS OF RESPONSIBILITY OF REGIONAL COMMISSIONS,
REGIONS AND LEVEL OF DEVELOPMENT, 19802

(Number of countries)

Circumstances in which abortion was authorized

General "Number of  Numberof
Area of responsibility Socio- risk to Life of Risk of . countries countries
° of regional commission, On economic health of mother abnormal Juridical having not having
and level of development request _ JSactors. mother in danger birth Jactors Other  information information Total
ECA area . : :
Eastern Africa......................... — 1 5 14 2 3 1 14 2 16 .
Middle Africa...... ) — 1 2 7 — 1 — 7 2 9
Northern Africa.. 1 - 3 6 2 — — 6 — 6
Southern Africa .. . — - 3 4 1 1 — 4 — 4
Western Africa...................... - - 6 14 1 1 2 14 2 15
o 1 2 19 45 6 6 3 45 51
ECE area ' :
Eastern Europe...................... 3 -5 6 6 6 6 4 6 - 6
Northern Europe ... 3 6 6 - 7 6 5 3 7 - 7
Southern Europe .... " 2 1 4 7 3 1 1 7 2. 9
Western Europe..................... 2 2 6 8 4 3 1 8 1 9
Cyprus, Israel and Turkey...... — 1~ 2. 3 3 3 - 3 - 3
Northern America.................. 1 - 2 2 _— = — 2 - 2
USSR ..o 1 — 1 1 1 - - - 1 2 3
. ToTAL 12 15 27 34 23 18 10 34 5 39
ECLA area :
Caribbean ... 1 1 7 10 1 - - 11 — 11
Middle America.................. — - 2 7 1 2 — 7 - 7
Temperate South America..... — 1 1 3 — 2 - 3 — 3
Tropical South America......... - - 3 8 - 4 - 8 1 9
ToTtAL 1 2 13 28 2 -8 — 29 30
ECWA area ’ )
Western South Asia®.......... - - 1 8 - — - 8 4 12
ToTAaL — — 1 8 — - — 8 4 12
ESCAP area .
China......c.ooovevveiiiii, 1 - — — — - — i — 1
Japan.......... Cetr et — 1 1 1 1 1 — 1 — 1
Other East Asia .................... — 1 3 3 2 2 - 3 — 3
Eastern South Asia................ 1 - 2 7 1 2 — 7 2 9
Middle South Asia................. 1 1 3 7 2 1 — 7 2 9
Australia-New Zealand .......... 1 1 2 2 2 2 1 2 - 2
Melanesia..........c..c.ccoeireinnnnn. - - 1 2 — — — 2 — 2
Micronesia-Polynesia - 1 2 5 1 1 — 5 1 6
: 4 5 14 27 9 9 1. 28 5 33
Developed countries................. 13 16 .28 34 23 18 - 10 34 S 39
Developing countries................. 5 8 46 108 17 23 4 110 16 126
ToTAL 18 24 74 142 40 41 14 144 21 165

Sources: Compiled from replies to “Fourth Population Inquiry
among Governments in 1978: review and appraisal of the World Popu-
lation Plan of Action”; Population Policy Data Bank of the Population
Division of the Department of International Economic and Social
Affairs of the United Nations Secretariat; United Nations Fund for

separated or divorced, or a widow, over 40 years of age, or
had at least three children. It was also granted for reasons
regarded as socio-economic in nature, if pregnancy was the
result of failure of an intra-uterine device (IUD) or if the
woman had two children and had previously had an obstetri-
cal operation.

In Poland, abortion was authorized for socio-economic
reasons, such as difficult living conditions that were likely
to be aggravated by the birth of a child. In Romania,
abortion was not permitted either “on request” or for socio-
economic reasons. Only women over 45 years of age or
those who had four dependent children could obtain author-
ization to have an abortion. In the German Democratic
Republic, where the law was more liberal, abortion was
authorized “‘on request” and on economic grounds.

In Northern Europe, abortion was authorized “on re-
quest” in Denmark, Norway and Sweden; and for socio-
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Population Activities, Survey of Laws on Fertility Control (New York,
1979); and International Digest of Health Legislation, vol. 30, No. 3
(1979). :

2 For countries in each category, see annex table 43.

b Excluding Cyprus, Israel and Turkey.

economic reasons, in a very broad sense, in Finland, Ice-
land (where conditions were somewhat stricter) and the
United Kingdom. Ireland was the only country in the region
where the law was extremely strict: abortion was permitted
only if the life of the mother was in danger. In 1978,
however, Finland had reduced the length of the period of
pregnancy during which abortion “on request” would be
authorized, from 16 to 12 weeks.

In Southern Europe, the legislation was decidedly more.
restrictive. Only Italy (Acts of 1977 and 1978) and
Yugoslavia would grant abortion “on request”. In Greece,
although the law was still fairly restrictive, abortion was
currently authorized for reasons of danger to the mental
health of the mother (1978 amendment).

In Western Europe, Austria (Act of 1974) and France
(1979) authorized abortion “on request”, while.the Federal
Republic of Germany and Luxembourg (1978) did so for




socio-economic reasons.: In Austria, however, although the
law authorized abortion “on request”, it would appear that
in practice the reluctance of many physicians and hospital
managements made it somewhat difficult to obtain. On the
other hand, in Belgium (Act of 1867) and the Netherlands
(1881), where the very restrictive ancient laws had not been
repealed, the penaltles provided by the law were not applled
and abortion was in practice very widespread, especially in
the Netherlands, where many clinics (specialized, non-
profit-making organizations) operated throughout the coun-
try.

Lastly, in the United States of America, although the
legislation varied from one state to another, abortion was
liberally granted “‘on request”. It would also be granted ““on
request” in the Soviet Union; but because of its pro-natalist
policies, the Government did not encourage abortion. Thus,
as shown above, many countries in the area of responsibility
of the Economic Commission for Europe (ECE) authorized
abortion “on request” or for socio-economic reasons, even
though their legislation embodied a certain number of reg-
ulations that at times made access to it more difficuit.

In the United States, abortion was authorized up to the
end of the second trimester of pregnancy;’ in the other
countries, the length of pregnancy during which abortion
was authorized was very much shorter, usually 12 weeks.
Bulgaria, France and Yugoslavia even stipulated 10 weeks,
while Sweden permitted abortion until the eighteenth week.

A number of countries would only grant authorization to
perform an abortion on the advice of a medical panel or
following a consultation with a health or welfare centre
(e.g., the countries of Eastern Europe, France and ltaly).

Furthermore, in the two last-named countries, a “‘cooling-

off” period (in France, one week) for reflection was im-
posed following the initial request to have an abortion.

As a rule, the health insurance or social security systems
covered the expense of legal abortion, even though there
were variations from one country to another. In the German
Democratic Republic, for example,. abortion was.placed on
the same footing as any other medical operation; the cost
was therefore reimbursed by the health insurance fund and
sick leave was granted. In .Czechoslovakia, on the other
hand, the cost of abortion was borne by the insured person,
whereas medical services generally were free. Abortion was
free of charge in Sweden, the United Kingdom -and
Yugoslavia. In Denmark and Hungary, the charges were
determined by law. In France,.the costs that arose from a
therapeutic abortion were covered by social security.

”Table 22 provides information on the absolute figures for
abortion and on the abortion rate-—in relation to total popu-

lation and to women of reproductive ages—for a number of

countries. The years chosen for information purposes take
account, in so far as possible, of the enactment of new
legislation (as in France) or of amendments to previously
existing legislation (as in some Eastern European coun-
trres)

* During the second trimestér, some states in the United States of Amer-
ica might apply special legal-provisions to regulate abortion with a view to
protecting the health of the mother. -

In general, the statistics available on abortion- are rela-
tively incomplete, first of all because for a long time and in
a largé number of countries abortion had been practised
illegally; and secondly,\because the countries where abor-
tion was currently legal frequently only registered abortions
carried out in public or government hospitals. Only during
the past few years had some countries begun to register
abortions carried out in private institutions; but operations
to end pregnancy that were performed by physicians in their
private surgeries were often ignored unless the law made a
report obligatory and controlled it very strictly.

In the Eastern.European countries, abortion had pre-
viously been practised very widely as a method of birth
control. For example, the abortion rate in Romania in 1965
had been 252 per 1,000 women. However, amendments to
the law in several countries had reduced the rates very
considerably. The most striking example was that of Ro-
mania, where the rate had dropped from 252 per 1,000 in
1965 to 46 per 1,000 in 1967; it had subsequently risen to
81 per 1,000 in 1973. Thus, it would appear that the
Government had applied the law very strictly at the outset
and had later adopted a more liberal attitude. The rates had
been falling in all the Eastern European countries, but-they
still remained at a level distinctly higher than those in the
other countries in the ECE area of responsibility.

In the countries of Northern Europe, there had been a
slow rise in the rates between.1970 and 1976-1977, fol-
lowed in the past few years by a stagnation and even'a
decrease, for example, in-Denmark, Finland, Norway and
Sweden. In the other European countries covered.in table
22, the rates were still fairly low, but account should no
doubt be taken of the restrictions mdlcated above in regard
to the reglstratlon of abortions.

In Canada and the United States of America, the rate was
rising; that in the latter country was more or less on the same
level as those in the Eastern European countries.

Many of the developed countries had not yet enacted

 definitive legislation with respect to.sterilization, although

the Committee of Ministers of the Council of Europe had
recommended’ in 1975 that Governments should take the
legislative measures necessary to liberalize sterilization and
to regard it as'a means of regulating births: Table 23 indi-
cates that five of the 34 countries for which information is
available regarded sterilization as ‘illegal. Of the other-29
countries, - 16 authorized it ““on request”’; two for socio-
economic reasons; two as a means of birth regulation; nine
for. medical réasons; and ﬁve for reasons of heredltary
malformation. ‘ : :

It was mainly in the Northern European countries that
voluntary sterilization had been liberalized by recent legis-
lation (excluding Ireland). In Denmark (Act of 1973), steri-
lization' was authorized “on‘request” from the age of 25,
unconditionally. ‘Not even the consent of the spouse was
necessary. Below that age, however, the -conditions were
stricter. The legal provisions were almost identical in Ice-
land (Act-of -1975), Norway (1977) and Sweden (1975).
Finland: was more restrictive and only authorized steriliza-
tion for socio-economic or medical reasons, and when there
was a risk of hereditary or other malformation; or pregnancy

. could not be avoided by other contraceptive means: But the.
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TABLE 22. NUMBER OF LEGAL ABORTIONS AND ABORTION RATE, SELECTED DEVELOPED COUNTRIES
IN AREA OF RESPONSIBILITY OF ECONOMIC COMMISSION FOR EUROPE, VARIOUS RECENT YEARS

Abortion rate (per 1,000}

Women aged

: . Number of Population 15-44
Region and country ' Year abortions as a whole years -
Eastern Europe
Bulgaria........................ s 1970 120 900 14.2 64.0
1971 132 500 15.5 70.2
1972 133 600 15.6 70.9
1973 115400 13.4 61.2
1974 125 000 14.4 66.4
1975 123 700 14.2 65.8
' 1976 121 100 13.8 64.5
Czechoslovakia ... 1970 99 800 6.9 323
) 1971 97 300 6.8 314
1972 91 300 6.3 29.2
1973 81200 5.6 259
) 1974 83 100 5.7 26.4
! 1975 81700 55 259
. 1976 84 600 5.7 26.8
1977 89 000
German Democratic Republic.............................. 1973‘\ 110 800 6.5 32.2
1974 99 700 5.9 28.8
1975 87 800 5.2 25.2
1976 81900 4.9 23.3
Hungary ... e 1970 192 300 18.6 83.5
1971 -7 187 400 18.1 81.1
) 1972 179 000 17.2 “71.5
' 1973 169 600 16.3 73.5
1974 102 000 9.7 443
1975 96 200 9.1 41.9
1976 94 700 8.9 41.5
1977 89 100 8.4 39.2
Poland ... 1969 212933 .
’ 1970 214 034
1971 203 619
1972 204 562
1973 210 682
1974 214 387
1975 212 101
1976 215 368
1977 213 911
Romania.................ooo 1965 1115000 58.6 252.3
1966 973 000 50.5 218.7
1967 206 000 10.6 46.0
1968 220 000 11.1 48.0
1969 258 000 12.9 '56.9
1970 292 000 14.4 63.9
1971 330 000 16.2 71.9
1972 381000 18.5 82.7
1973 376 000 18.1 81.3
Northern Europe
Denmark..........c.oooooiiiiiiiec e 1970 9400 1.9 9.4
’ 1971 11200 2.2 11.1
1972 13 000 2.6 12,9
1973 16 500 33 16.2
1974 24 900 4.9 24.2
1975 27 900 5.5 27.0
1976 . .. 26800 53 .25.8
1977 25700 5.0 24 4
Finland ... 1970 14 800 3.2 13.8
1971 20 400 44 . 18.9
L1972 0 0 22200 4.8 20.4
1973 - 23400 5.0 224
1974 22 800 49 21.8
1975 21 500 4.6 204
1976 19 800 4.2 18.6
NOTWAY ... 1970 7 900 2.0 10.9
1971 10 400 2.7 14.1
1972 12 200 3.1 16.4
1973 13 700 3.5 18.2
1974 15 200 3.8 20.0
1975 15 100 3.8 19.7
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TaBLE 22 (continued)

Abortion rate (per 1,000)

Women aged
Number of Population 15-44
Region and country Year abortions as a whole years
Northern Europe (continued) -
Norway (continued).....................cccocoieeeeroeeee. 1976 14 800 37 ©19.0
1977 15 500 3.8 19.7
SWeACN.....oooi e 1970 16 100 2.0 10.2
1971 19 300 24 12.2
1972 24 200 3.0 15.2
1973 26 000 3.2 16.3
1974 30 600 3.8 19.2
1975 32500 4.0 20.2
1976 32400 3.9 20.0
) . 1977 31200 3.8 19.2
United Kingdom® ..., 1968 24 900 .
1969 58 200
1970 86 600
1971 133 000
1972 167 500
1973 174 600
1974 170 400
1975 147 000
1976 135900
1977 140 700
Western Europe
France ... 1976 133416
1977 150 149
. 1978 150 246 ..
Germany, Federal Republicof ............................. 1970 4900 0.08 0.4
. 1971 6 900 0.11 0.6
1972 8 600 0.14 0.7
1973 13 000 0.21 1.1
1974 17 200 0.28 1.4
1975 21200 0.34 1.7
1976 e . ..
1977 54 300 0.88 4.1
Netherlands ... 1970 10 000 0.8 3.7
1971 15 000 1.1 5.5
1972 21 000 1.6 7.6
1973 20 000 1.5 7.1
1974 17 000 1.3 6.0
1975 16 000 1.2 5.5
1976 16 000 1.2 5.5
Northern America
Canada ... 1970 - 11200 0.5 2.6
: 1971 30900 1.4 6.6
1972 38900 1.8 8.2
1973 43100 2.0 8.8
1974 48 200 2.1 9.5
1975 49 300 2.2 9.5
1976 54 500 2.4 10.3
. 1977 57 600 2.5 10.6
United States of America..............ccoooovoieiirieienn. 1973 744 600 3.5 16.6
1974 898 600 4.2 19.6
1975 1034 200 4.8 22.1
1976 1179 300 5.5 24.5
1977 1270 000 5.9 25.8

Sources: Demographic Yearbook, 1977 (United Nations publication, Sales No. E/F78.XIIL.1); Demo-
graphic Yearbook, 1978 (United Nations publication, Sales No. E/E79.XIII.1); Christopher Tietze, Induced
Abortion: 1979, 3rd ed., A Population Council Fact Book (New York, The Population Council, 1979); and for
France, “Neuviéme rapport sur la situation démographique de la France™, Population (Paris), vol. 35, No. 4-5

(July-August 1980), pp. 759-812.
* Not including Northern Ireland
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“TasLE 23.

LEGAL GROUNDS FOR GRANTING STERILIZATION: BREAKDOWN OF COUNTRIES BY AREAS OF RESPONSIBILITY OF REGIONAL COVMISS!ONS
REGIONS AND LEVEL OF DEVELOPMENT, 19802+

 (Number of countries)

Circumstances in which sterilization was authorized

Juridical status

Number of

Area ofrespon:lblllty Socio- ’ Hereditary (l)‘:ﬁlzlz countries
ofregmna[ commission, region and On economic Birth Medical and other L clearly not having
. level of development | . request Jfactors control reasons malformations lllegal defined information Total

ECA area . P : . : .

.- Eastern Africa................... 2 1. - 3 — 5 7 4 " 16
Middle. Africa.... - - — — — 6 1 2 9
Northern Africa.... 2" -, 1 2 2 3 2 1 6
Southern Africa .. © 2 - 2 - 1 — — -4 — 4
Western Africa...............l... 1 - — 1 — 4 10 2 16

) 7. 1 3 7 2 18 24 9 . 51

"ECE area . : _ he '

Eastern Europe...................... 2 - — 3 1 1 5 — 6
Northern'Europe .. 4 1 2 -1 1 — 7 — 7
Southern Europe .. ) — - 2 — 4 3 2 9
Western Europe............. SR 5 1 - 1 1 - 8 1 9
Cyprus, Israel and Turkey...... — - — 2 1 3 — — 3
Northern Anierica........ 2 - - - - - 2 - 2
USSR ) - - —_ 1 — — 1 2 3
Co 15 2 2 10 4 -8 26 5 39

‘ECLA area - : : . ; o ' : . . .
Caribbean ... 5. - - 1 1 1 6 4 1.
Middle America... 3 1 - 1 1 1 6 - 7
Temperate South America ..... — - — 1 — 2 -1 — 3
Tropical South America......... 3. - - ; 2 3 5 1 9

TotaL 11 1 — 5 4 7 18 5 30
. ECWA area : . : )
. Western South Asia®........... 1 — — 5 -5 9 2 1 12
_ ToTAL 1 - - 5 5 9 C2 1 12
ESCAP area
i . — - - - — 1 — 1
— - — 1 1 - i - 1

. . — —. -1 - — 2 1 - 3
Eastern South Asia......... e . 1 2 2 2 1 1 6 2 9
Middle South Asia.......... . 5° — 1 — — 1 6 2 9
Australia-New Zealand .. 1 — — - - — 2 - 2
Melanesia.............c......o.. b - - - — — 1 17 -2
Micronesia-Polynesia ............. 1 = — - - - 1 5 .6

ToTtaL 9 2 4 3 3 4 19 10 33

Developed countries................. 16 2 2 9 ) 5 29 5 .39

Developing countries................ 27 4 7 21, 13 41 60 25 126

ToTAL 43" 6 9 30 18 46 89 30 ‘165

. Sources: Compiled from “Fourth Population Inquiry among
Governments in 1978: review and appraisal of the World Population
‘Plan -of Action”; Population Policy Data Bank of the Population
. Division of the Department of International Economic and Social
" Affairs of the United Nations Secretariat; United Nations Fund for
Population Activities, Survey of Laws on Fert:lrry Control (New York,

law in the United Kingdom was that most slanted towards
birth c¢ontrol: sterilization was considered an excellent
"method- of contraception. It was allowed without any age
“limit for contraceptive reasons and was performed free of
charge’by the National Health Service.

In Southern Europe, only Italy (Act of 1978) and
Yugoslavia (Acts of 1977 and 1978) authorized sterilization
“on request”. In Yugoslavia, however, -the person con-
cerned must be at:least 35 years old. '

In'Western Europe, the legal situation in regard’to volun-
tary sterilization was not very clearly defined, but it would
“appear that a certain laxness permitted it'in practice. In
Austria, sterilization ‘“‘on request” was legal; but a$ in the
case of abortion, it was opposed by many physicians and
’hospitals. It was authorized, likewise, “‘on request” in

1979); and Jean-Paul Sardon, “La stérilisation dans. le monde. II.
Données statistiques”, Populatzon (Paris), vol. 34, No. 3 (May- June
1979), pp. 607-636.
.2 For countries in each category, see annex table 44.

Excludmg Cyprus, Israel and Turkey

Belgium, France (where, in the absence of clear-cut legisla-

- tion, the decision was regularly taken by joint agreement
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between physician and patient), the Netherlands and
Switzerland. The Federal Republic of Germany authorrzed
it for serious social reasons.

In Eastern Europe, voluntary sterilization was légal in
Bulgaria, Czechoslovakia and Poland, but was subject to
certain restrictions: persons of ““a certain age” in Bulgaria;
and women of 35 years with at least three children in
Czechoslovakia. However, sterilization was not encouraged
in the countries of Eastern Europé and hence was rarely
utilized.

Sterilization “‘on request” was authorized in Canada,
subject to discussion with the physician; and in the United
States, without any restriction provided the person was 18



or 21 years of age, according to the state in question,
Sterilization was not legal in the USSR and hence was not
practised to regulate births.

In recent years, the number of couples who used volun-
tary sterilization as a means of contraception had increased
considerably in the developed countries. The number- of
couples who had been sterilized was estimated at 12 million
in the United States (compared with 3 million in 1970), 10
million in Europe (3 million in 1970) and 1 million in
Canada (0.5 million in 1970). In the developed countries,
therefore, sterilization represented some 25 per cent of that
practised throughout the world (63 per cent of all cases took
place in China and India alone). In 1970, the proportion had
been higher (32 per cent); but at that time, China had not yet
instituted its vast sterilization campaign, which is discussed
in a later section.®

Economic incentives

A second type of measure taken by Governments to
adjust the levels of fertility or to ensure individual well-
being consists of economic benefits granted by the State to
families. These benefits actually represent a fairly consider-
able taking-over of the costs occasioned by the arrival of a
child and its upbringing. Thus, they perform two func-
tions—which cannot easily be distinguished—a social func-
tion, that of protecting the income of families (in all the
countries studied); and a second function, that of providing
a demographic stimulus (in pro-natalist countries).

These economic measures take the form of direct and
indirect benefits. The direct benefits are financial. They
may consist either of income-tax reliefs or of allowances,
the two systems at times existing simultaneously.” In the
former instance, the system is based on the principle that the
portion of the income devoted to bringing up a child should
not be taxed. Consequently, a lump sum, or a progressive
amount based pro rata on the number of dependent chil-
dren, is deducted from the taxable earnings. That system,
however, which was in force in several countries, appeared
to be losing ground in favour of family allowances,* which
are dealt' with in greater detail in this report.

The system of family allowances consists of the payment
of a sum of money, subject to tax or otherwise, during
pregnancy, on the birth of a child (childbirth bonus) and for
its upbringing (monthly or quarterly family allowances),
together with the payment in some countries of holiday

°C. P. Green, Voluntary Sterilization: World’s Leading Contraceptive
Method, Population Reports, Series:M, Special Topics, No. 2 (Baltimore,
Maryland, Johns Hopkins University Press, January 1979); and Reimert T.
Ravenholt, *‘Prospects for voluntary sterilization™, Voluntary Sterilization:
A Decade of Achievement, Proceedings of the Fourth International Con-
ference on Voluntary Sterilization; Seoul, Republic of Korea, 7-10 May
1979, Marilyn E. Schima and Ira LubeH eds. {New York, Association for
Voluntary Sterilization, 1980), pp. 99- 102.

7 In the case of France, see, for example, Gérard Calot, “*Niveau de vie
¢t nombre d’enfants: un bilan de la législation familiale et fiscale frangaise
de 1978, Populatzon (Pans) vol. 35, No. 1 (January-February 1980),

p. 9-55. C

g Kenneth Messere and Jeftrey Orvens, “The treatment of dependent
children under income tax and social welfare systems”, paper submitted to
the meeting of the International Social Security Association Group of
Experts on the Relationship between Social Security and Fiscal Systems,
Jerusalem, Israel, 12-14 December 1978. .
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allowances, new school-year bonus (holiday pocket-money,
beginning-of-term allowances), etc. Indirect benefits, such
as cheap fares on public transport and housing allowances,
are also given at times. The amount of these family allow-
ances is, as a rule, independent of income, but this was not
always found to be the case. In Denmark, for example,
families in a high income bracket did not receive them. In
many countries, the amount of the childbirth ‘bonus and
family allowances depended upon the birth order of ‘the
child. In others, the amount of the allowances ‘varied with
the age of the child so as to make up more fully for the
rising cost of upbrmgmg and education.

Table 24 gives information for the member countries of
the Organisation for Economic Co-operation and Develop-
ment (OECD) concerning the percentage of national bud-
gets: devoted to social expenditure and, in particular, to
family allowances in the period 1970-1975. The gap be-
tween the various countries was fairly wide. Australia,
Canada, Finland and especially Japan devoted less than 1
per cent of their gross domestic product to family allow-
ances, while others allocated between 1 and 2 per cent; and
some countries, such as Belgium and France, more than 2
per cent. However, certain countries gave preference to
relief from income tax rather than to family allowances to
make up the family income. Table 25 indicates the propor-
tion of the gross income of a worker of average level with
two children that represented family allowances and the
whole range of family benefits, mcudlng income-tax reliefs,
in 1972. One finds a decided gap between the various
countries—Australia, Japan, the United States and the
Northern European countries formed a group in which fam-
ily benefits represented approximately 5 per cent of gross
income (2.0 per cent in Japan and 7.0 per cent in Sweden);

on the other hand, that proportion was nearly 14 per cent in .

Austria, 15 per cent in Belglum and nearly 17 per cent in
France.

Table 26 gives information on the levels of family allow-
ances and supplementary benefits paid as of 1 July 1978,
according to the birth order and age of the child. Allowances
at thiat time were payable, as a rule, up to 16 or 18 years of
age; but in some countries, the payments were continued up
to the ages 25 and even 27 years if the child was engaged in
studies and thus remained a dependant vis-a-vis his parents.
However, as between one country and another, the amount
of the allowances and supplements based on the birth order
of the child in the family varied. The amount was modest in
Denmark, Italy and the United Kingdom, where each child
in the family received the same amount; the amount in-
creased progressively up to the third child in the Federal
Republic of Germany, [reland and Luxembourg; up to the
fifth child in Belgium and France; and up to the eighth child

in the Netherlands.

Comparisons between the_amounts allocated must take
into account both the basic amount (the one granted for the
first child) and the scale of progression according to the

_birth order of the child. Thus, in Iceland, the allowance paid

out for the third child was double that for the-first child, but
the amount was small, from 3.4 to 7.25 European Units of
Account (EUA). In Belgium, the amount payable for the
first child was the highest among all the countries covered,
and that amount was doubled for the third child (34.60 EUA




TABLE 24. - PUBLIC EXPENDITURE ON INCOME MAINTENANCE PROGRAMMES AND FAMILY ALLOWANCES,
COUNTRIES MEMBERS OF THE ORGANISATION FOR ECONOMIC CO-OPERATION AND DEVELOPMENT

Public expenditure on
Jamily allowances
as a percentage of

gross domestic

Public expenditure on
income maintenance
programmes as @
percentage of gross

Proportion of
income maintenance
expenditure devoted
to family allowances

domestic product in the national social product
“Country (trend)* 1 welfare budger® _ (trend)®

. Aystralia ..., . 40 14.8 0.59
AUSETIA o 153 11.4 1.74
Belgium ... 14.1 21.9 3.09
Canada...... 73 8.0 0.59

' Denmark... 99 " 15.5 1.29
Finland... 9.9 7.3 ' 0.65
12.4 20.0 2.49

12.4 2.7 0.34

6.4 12.9 0.90

10.4 11.2 1.17

. 2.8 2.5 0.07

‘141 15.1 1.85

6.5 27.5 1.80

‘9.8 15.6 1.30

£ 93 14.0 1.08

United Kingdom................... 7.7 7.1 0.56

United States of America.... 8.0 — —

Source: Organisation for Economic Co- -operation and Development, Public Expenditure on Income
Maintenance Programmes, Studies in Resource Allocation (Paris, 1976).
2The comparative figures cover different years for each country, butall referto the period1970-1975.

i

TABLE 25. FAMILY WELFARE ALLOWANCES AND TOTAL FAMILY BENE-
FITS FOR A TWO-CHILD FAMILY, AS A PERCENTAGE OF THE GROSS INCOME
OF A WORKER OF AVERAGE LEVEL, COUNTRIES MEMBERS OF THE ORGAN-
ISATION FOR EcoNnomic Co-0PERATION AND DEVELGPMENT, 1972

Total benefits, ) !
Of which:

including
income-tax Samily
- allowances

Country : relief

. {percentage of
gross income)

Australia ............c.ooeeiiien ' ................. . v 4.3

1.7
AUSETIA ... 13.9 9.1
Belgium .... 15.2 13.6
Canada...... 3.8 1.8
Denmark 55 5.5
Finland......................... e 6.2 C38
France .........ccoooooiviiveeiieiin e 3 16.6 13.8
Germany, Federal Republic of ............... 4.0, a
Ireland............coooiiii 7.8 1.4
' ' ' ‘ 8.4 7.9
2.0 -
8.6 . 7.3
New Zealand ..o, 8.2 17460,
NOTWAY....oviiiiiieiee e 6.0 . 6.0
SWedEN......ooovoiiiiieeie e 7.3 1.3
United Kingdom e, 8.5P 2.6
United States of America ........;cccoocoevn... 3.5 -

- — - :
Source: Organisation for Economi¢ Co-operation and Develop-
ment, Public Expenditure on Income Mamtenaﬁce Programmes'
Studies.in Resource Allocation (Paris, 1976). - '
2 Family allowances were paid only to persons with income below a
certain ceiling, which is exceeded in the example given,
Since family allowances were taxable, the total amount was
reduced by 1 per cent in the example given here.

for the first child and 75.20 for the third); after the third
child, the increase in the allowance was much smaller
(76.70 EUA for the fourth child and 77.25 for the fifth). In
the Netherlands, both the amount and the increase accord-
ing to. the child’s birth order were less, in comparison with
Belgium or Luxembourg. In France, the amount was on a

rising scale up to the third child, after which it decreased
from the fourth up to the fifth. The amount payable for the
third child in Belgium was higher than that payable in any of
the other countries for any child, whatever its birth order.

In several countries, a supplementary family allowance

. was payable according to the age of the child. In Belgium,

the age scale comprised three groups: children from 6 to 10
years; from 10 to 14; and from 14 onward. The amount of
the supplement for the oldest group was three times that
payable for children aged from 6 to 10 years. In other
countries, the age scale comprised only two groups: over 10
years and over 15 years in France; over 6 years and from 12
years onward in Luxembourg etc. In the Netherlands, the
basic amount of the allowance might be doubled or tripled
according to the age of the child, subject to certain condi-
tions. There might also be other family benefits'to add to an
already complex system: In Italy, an allowance was payable
to the family. if the mother had no income; and in France, if
the family had a child under 3 years of age or if there were at
least three children in the family (family. complement).
Some countries granted other family allowances, again in
the form of a pre-natal allowance; a childbirth bonus, de-
creasing in amount according to the child’s birth order (in
Bélgium)'or at a fixed level (in France and Luxembourg);
holiday bonuses (in-Belgium); or a bonus payable -at the
beginning of the-school year. In France, however, the child-
birth bonus payable for a child third in rank in the family
was recently increased substantially, with a view to encour-
aging the birth of a third child in families. :

In the Eastern European countries, the amount of family
allowances had traditionally been high and in 1980, depend-
ing upon the number of children, it could represent an
extremely large portion of the income—in Hungary, from
17 per cent of the monthly earnings of a worker or employee
with two children to 54 per cent for one with five children;




TABLE 26.

AMOUNT OF FAMILY BENEFITS AND SUPPLEMENTARY ALLOWANCES PAYABLE, "ACCORDING TO AGE OF.CHILD AND BIRTH ORDER,

SELECTED EUROPEAN. COUNTRIES, 1 JULY, 1978

Age limit
(years)
Extended for Handicapped ( Supplementary allowance
Country Normal study purposes child Amount of allowancé® based on age
Belgium ......... et e 16 25 No limit First child: 34.60 6-10 years: 263.25 Belgian francs
Second child:  54.90  10-14 years: 464.25 Belgian francs
Third child: 75.20 14 years and over: 751.50 Belgian francs
Fourth child:  76.70 )
. Fifth child: 77.25
Denmark........occooeviii 16 — — Each child: 21.35 Up to 16-17 years, maximum: 7 700 per
: annum if parents’ income does not
exceed 7 000 kroner
France......ccooeeoeeeniiie e 16 20 20 Second child:  34.90 From second child onward:
- Third child: 57.70 Over 10 years: 76.50 French francs
Fourth child:  56.15 Over 15 years: 136 French francs
Fifth child: 53.10
Germany, Federal Republic of......... 18 27 No limit First child: 19.40 —
’ Second child:  31.0 o
Third child: 58.15 ' .
Ireland.................c.oco... S 16 18 18 First child: 3.40 ' —
- Second child:  6.10 -
Third child: 7.25 : T
TtalY . 18 26 Nolimit  Each child: 9.30 . N
Luxembourg..............occoooiiviieennn 18 25" No limit First child: ~28.40 -~ From 6 years onward, 115 Luxembourg
" Second child:  28.40 francs
Third child: 73.20  From 12 years onward, 375 Luxembourg
! francs
Netherlands.........coooooiiiiiieiee, 16 27 18 First child: 19.80  Under 16 years, amount doubled if child
Second and ‘is not living at home for educational or
th:rd child: 41.40 health reasons
Fourth and . Between 16 and 27 years, amount trebled -
fifth child:, . 55.25 if child is not living at home for educa-
Sixth and . . tional reasons and is still dependent on
seventh child: 61 15 parents .
Eighth'child LT
. . ) and more: 67.60
United Kingdom............... RO 16 19 — Each child: 14.90 —

Source: Commission of the European Communities, Comparative
Table of the Social Security Systems in the Member States of the
European Communities, Situation at 1 July 1978, 10th ed. (n.d.).

2 The amounts of the allowances are shown in European Units of

and in Czechoslovakia, from 18 per cent (two children) to
64 per cent (five children) (see table 27). It will be noted
that it is with the advent of the second and third child that
the family allowance would become really substantial (Bul-
garia,. Romania, Czechoslovakia). It may have been ob-
served in the course of this discussion that two systems of
family allowances exist side by side in the developed coun-
tries: those on a rising scale; and those at a fixed amount.
The rising scale of allowances has often been cited as the
criterion distinguishing family policies with a demographic
objective from those with a social objective, on the assump-
tion that a rising scale of family allowances was sufficient to
classify a family policy in the pro-natalist category. The
example of countries like the Netherlands, where.allow-
ances in 1978 were on a sharply rising scale, makes it clear
that this criterion may be necessary, but certainty not suffi-
cient, to place the country in the.pro-natalist. category.
Indeed, it may be recalled that this country found its rate of
fertility satisfactory and currently was not applymg any
measures to modify it.

. In addition to direct financial benefits, there may also be
indirect benefits, -such as payments to. offset education
costs, going as far as entirely free schooling; priority -in
access to low-cost housing and to loans and subsidies for the
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Account (EUA): the conversion rates used were: 1 EUA = 40.6585
Belgian ‘francs; 7.02342 Danish kroner; 5.60086 French francs;
2.57941 deutsche mark; 1 061.46 Italian lrre 40.6585 Luxembourg
francs 27758 Netherlands guilders; 0.6692 pound sterling.

acquisition of dwellings; cheap fares on public transport (in
Belgium, those were granted to all members of families
after the birth of :the third child); etc. In Czechoslovakia,’
for example, the cost of placing children’in day nurseries
and kmdergartens school meals, and purchase of clothes
and of other goods and services needed for the education
and upbringing of the child were taken over by the State by
means of pro rdta payments based on the income of the
parents. In government housing, reductions in rent could
amount to 50 per cent, according to the number of depen-
dent children. Low-interest loans up to a maximum_ of
30;000 koruny were granted to young couples under 30
years of age for the purchase of furniture (interest rate, 2.5
per cent) and dwellings (interest rate, 1 per cent). The
amount to be repaid was reduced by 2,000 koruny on the
first birthday of the first child and by 4,000 koruny on the
first: birthday of each of ‘the other-children. There was a
similar measure in the German Democratic Republic: the
repayment of housing loans was progressively cancelled out

* Tomas Frejka, “Pertility trends and polrcrés Czechoslovakia in the
1970s”, Population Counctl Workmg Paper No. 54, New York,: February
1979. .




TABLE 27. PROPORTION OF AVERAGE MONTHLY EARNINGS REPRESENTING BENEFITS,
ACCORDING TO NUMBER OF CHILDREN IN FAMILY, SELECTED EUROPEAN COUNTRIES

Country and currency unit .;

Proportion of average monthly earnings
representing benefits
(percentage)

Average monthly
earnings of a
manual or white-
collar worker in First  Second Third Fourth  Fiftk
government service  Year child  child child  child  child

Bulgaria (lev)............. e et st e ettt ees oo s

Czechoslovakia (koruna) ......................
German Democratic Republic (mark).
Hungary (forint) ........cccoooovoeitoveinnnnn,
Poland (zloty) ..... . .
Romania (leu).....
‘Yugoslavia (dinar) ..

148 - 1976 3.4 135 372 405 440
. 2369 1976 3.8 182 372 540 642
...... 713 1969 28 56 98 182 281
...... 2976 1976 43.4 168 323 43.0 54.1
,,,,, 3969 1976 4.0 103 189 255 370
..... 1964 1976 82 168 26.5 36.2 458
1592 1972 1.7 32 45 57 63

Source ' Valentinia Bodrova “The famrly as an object of demographrc pohcy in the socialist countries of Europe”, paper submitted to the

Fourth European Populatlon Semmar Athens, 2-5 September 1979.

as each child was born; and by the. b1rth of the third chrld
the debt was liquidated. "

At the same time, although the fman01a1 aid given'to
families was not negligible, the growth of that aid had not
been sufficient in some countries to maintairi the purchas-
ing power of the family. Since real income and wages had
increased more rapldly, families found themselves relatlvely
worse off. Thus, in France, the family allowances index in
1975 stood at 638.8 (baser 1946 = 100) for a‘family of two
children and at 1,376.6 for a family of five; but the hourly

wage index at that time stood at 3,169.3 (base 1946 = 100)

and the price index at 1,190.8.

‘Some countries had also ‘given prrorrty to other somal
problems whose solution was regarded as more urgent (old-
age pensions, unemployment benefits etc.). Thus, agam in
France, the index of social benefits stood at 232.3 in 1973
(base: 1962 = 100), but the 1ndex of famrly allowances then
stood at only 141.9."

Famlly allowances were not always equrtably allocated
according to the level of earnings of the family.. Not all
allowances evolved at the same rate and they were not
always granted under the same conditions to all families.
For example, in France, calculating in absolute values the
benefits granted to a typical family according to its in-
come level, one finds that the relative amounts, which were
high for persons with entitlement in a low income bracket,
decreased when medium earnings were reached, but again
increased for those with higher mcomes :'? France was
chosen as an example because 1t “illustrates, the present

discussion. It should be pointed out, however, ‘that miich -

effort has been expended by the Govemment of France to
correct those “drsparltres” I

«

" ' Jacqueline Hecht, “La politique de population'de 1a République démo-
cratique allemande, mai 1979”, Paris,’ Institut,national d’études démo-
graphiques (mlmeographed)

" Nicole' Questiaux and Jacques Fournier, -*‘France”, Family Pollcy
Government and Families in Fourteen Countries, Sheila B. Kamerman and
Alfred J. Kahn, eds. (New York, Co[umbra Umversrty Press, 1978), pp.
117-182.

' Jacques Fournier and Nicole Questiaux, Le pouvoir du soczal. Econo-
mie en liberté series, (Paris, Presses universitaires de France, 1979). The
total amount of family benefits granted to a family with three children on a

single wage amounted in 1976 to 12,626 French francs.for a worker’s -

family; F 8,966 for a middle-class family; and F 12,209 fora famrly in the
hr%her brackets

*France, “Rapport de synthése des travaux du Haut’comité de la
population”, submitted to the Ministre de travarl et de la participation,
Paris, June 1980

Measures designed to reconcile maternity
and employment ‘

A thrrd type of intervention consists of an entire series of
measures designed to reconcile participation by women in
the labour force with maternity. In the countries of Eastern
Europe, action on those lines had developed on a large
scale, owing to the fact that those countries had found
themselves confronted by a problem of shortage of man-
power at a time when recourse to foreign immigration was

‘limited and large numbers of women had jobs. Therefore,

the only solution for the long-term problem was to raise
fertility and at the same time allow women to continue with
their occupations. For that purpose, they had to be offered
favourable conditions which would enable them to play
their roles as mothers and workers simultaneously. Thus, in
Czechoslovakia, the German Democratic Republic and
Hungary, day nurseries and kindergartens were set up to
enable the mothers of families to reconcile their work with
the rearing of young children. Leave for study purposes was
granted to women to enable them to improve their skills. In
addition to maternity leave, paid leave was also introduced
for the education of the child: in the German Democratic
Republic, "such leave (known as the ‘‘babyjahr”) was
granted to mothers after the birth of the second child and
later children, from the end of the maternity leave until the
child was one year old. The arrangement entitled the
woman to payment, for the period of a year, of an indemnity
calculated on the basis of the sickness allowance (a mini-
mum of 300 mark per month for two children and 350 mark
for three children or more). In addition, the weekly working
hours for mothers of families were reduced without any
reduction in wages."

‘In Czechoslovakia,'® maternity leave had been extended
from 18 to 26 weeks (35 weeks if the mother was alone) and
the mother received virtually her full wages during that
period. Furthermore, the Government had established 2
system of childbirth allowances designed to enable the
mother to prolong her maternity leave beyond the statutory
period. Thus, a working woman who wished to remain at
home in order to bring up a child under 2 years of age,
provided she had at least one other-child of school age, was
entitled to a monthly allowance varying from 500 to 1,200

-'*J. Heeht, op. cit,
" 1. Frojka, op. cit.




koruny, with the amount determined on the basis of the
number of dependent children under 2 years of age.

Hungary had a similar arrangement: at the end of her
maternity leave (20 weeks on full pay), a working woman
who wished to remain at home to bring up her child herself
could do so for a period of three years. Diring that period,
she would receive an allowance equivalent to approximately
one third of the average pay of a working woman. '

The countries of Western Europe also were beginning to
adopt provisions of that type, although the pro-natalist ob-
jective of those measures was distinctly less marked. Swe-
den recently set up a system of child education leave under
which the father or mother could be the beneficiary, without
any prior demographic conditions.” In Norway also, the
parents of a new-born child were entitled to share a leave of
one year, of which six weeks were mandatorily reserved for
the mother." Other Western European countries had trans-
formed maternity leave into what was really educational
leave, by continuous extensions. Thus, in the Federal Re-
public of Germany, maternity leave had been increased from
four to six months; and during that time, the wage that the
woman must relinquish would be refunded by the State up
to ‘an amount of 750 deutsche mark per month."” In Italy, as
of 1978, maternity leave covered five months, but supple-
mentary leave” of six months could be granted.” In France,
in 1980, maternity leave was four months, but it was ex-
tended to six months with the advent of a third child.”

Despite these various types of intervention by the State,
the fact remains that the burden of educating and rearing a
child involves a lowering of the level of living of families. In
France, for example, a recent study® shows that in the first
place, when the spouse had no job, the decline in the level
of living was in direct proportion, given equal earnings, to

the number of children; and when the number of children.

was equal, the drop in the level of living was proportionally’
less when the earnings became higher (at any rate reckoned

from a certain threshold of earnings which increases w1th

the number of children).

In another direction, when the spouse had an occupation
that was interrupted when the children were young, the
lowering of the level of living was much more marked than
that when the spouse chose not to carry on an occupation. In
“other words, the existing legislation genuinely penalized
women who had an occupation and would like at the same
time to begin a family.

Reference has already been made to certain obstacles
encountered by developed countries in their concern about

'® Egon Szabady, “Effects of child care allowance on fertility”, paper

fertility levels which they considered too low and had de-
cided to take action to change. Some general consequences
of the choice of those policy options are discussed below. As
is well known, couples tend increasingly to have thé number
of children-they desire and no more. In addition, the: grow-
ing polarization of choice in favour of the two-child family
corresonds at the macro-demographic level to the adoption
of a population model showing a slightly downward curve.
Pro-natalist policies, which are intended to attain a situation
of a slightly upward or even a stationary trend in population
growth, must emphasize privileges to encourage families to
have at least three children. The emphasis on three-child
families, _]UStlfled on grounds of demographic efficacy, is,
however, to some extent at variance with the very strong
trend towards equality in the burden of fertility, as expressed
in'the almost universal acceptance of the family norm of two
children. . '

However, recént trends in fertlllty in several developed
countries would actually seem t0 weaken the case here: in
Austria, Belgium, France, the Federal Republic of Ger-
many, Sweden, the United ngdom and the United States
of America, oné finds an’ upswmg in the birth raté.* The
question is whether that increase is the outcome of govern-
ment policies.or quite simply a confirmation of the theory of
long-term fertility cycles Only extensive observations over
several years will make.it possible to decide.

The demographic history of Europe in the twentieth cen-
tury shows that the burden of generation replacement has
long been taken over—and indeed without government in-
tervention in most mstances—by a minority of fertile fami-
lies situated at both ends of the social spectrum. Even if the
State became wholeheartedly involved in a policy of sup-
port, it is not certain toddy that such inequality in the
distribution of the burden of fertility would be acceptable to
those same categorles of population,. bearing in mind the
undoubted' fact that the legitimacy of social action by the
State is now based on strlctly egalitarian expectations.

B. DEVELOPING COUNTRIES

Almost half the developing countries, 59 out of 126 (47
per cent) wanted to have a lower fertility rate; a more or less
identical proportion, 53 countries (42 per cent), declared
themselves to be satisfied with' the existing level; and only
14 countries (11 per cent) wanted to attain a hlgher fertility
rate (see table 17). There had been few changes in percep-
tion since 1978, although, on the other hand, a large num-
ber of countries had decided to implement policies de51gned
to'adjust the fertility rate or to maintain it at its existing

* level. Those changes are discussed later.

submitted to the Fourth European Population Seminar, Athens, 2-5 October - .

1979.

" Murray Gendell, Sweden Faces Zero Population Growth Population
Bulletin, vol. 35, No. 2 (Washington, D.C., Population Reference Bureau,
Inc., June ]980)

' Women at Work (Geneva), No. 1 (1979).

' Le Monde, 17-May 1979,

* Optional supplementary leave could be requested by the father if the
mother did not claim it or if the father took charge of the child alone.

# Commission of the European Communities, Comparative Table of the
Social Security Systems in the Member States of the European Commu-
nities, Situation at 1 July 1978, 10th ed. (n.d.).

2 Le Monde, 14 July 1980.

3 G. Calot, loc. cit.

At the regional level, the countries in the area of responsi-
bility of the Economic and Social Commission for Asia and

" the Pacific (ESCAP) were the largest group to express a

desire for a lower fertility rate: 63 per cent of those countries
did so. Next were those in the area of the Economic Com-
mission for Latin America (ECLA), with 50 per cent; those.
in the area of the Economic Commission for Africa (ECA),

* Jean Bourgeois-Pichat, ““The demographic situation in Europe, with
emphasis on fertility, development and urbanization”, paper submitted to
the Beijing International Round Table Conference on Demography, orga-
nized jointly by the United Nations and the Government of China, Beijing,
20-27 October 1980.
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with 43 per cent; and' those in the area of the Economrc
Commission for Western Asia (ECWA); with a'mere 16 per

cent. In terms of population,-the countriés in the ESCAP -

area again were,the least satisfied. The proportion of coun-
tries that would like to ‘have a higher fertility rate Wwas
approximately the same in the various areas: 13 per cent in
the ECLA area; 10 per cent in the ECA area; 8 per cent'in

the ECWA area; and 7 per cent-in the ESCAP area. On the

other hand, the proportion of. countries that found the rate
satisfactory varied considerably from one area to another.
The ECWA area led—75 per cent of the countries consid-
ered the fertility rate to be satisfactory. That area was
followed by the ECA area, with 47 per cent; the ECLA area,
with 37 per cent; and the ESCAP area, with 30 per cent.
With regard to policies as such, most of the countries that
were not satisfied with the rates were’ taking ‘measures to
change the situation: 10 countries out of 14 had policies to

raise the rate; and 38 out of 59 had policies to reduce it. Of |

the countries that found the rate satisfactory, only 21 out of
53 were taking steps to maintain the level. At the level of the
areas of responsibility, the countries in the ESCAP “area
were again the most numerous in taking action to change
rates_considered to be too high. In that area, 16 out of 19

countries intervened to redice the rates; as did nine coun-.

tries out of 15.in.the ECLA area and 12 countries out of 22
in the ECA area. In the ECWA area, none of the countries
was intervening.

The followrng discussion deals with the way in which the
countries in each area percerved their level of fertility, what
changes had taken place since 1978 and what types of
measures were being applied by the countries .that had
decided to take actiori. Urider each area of responsibility, the
various measures are divided into the following categories:
legal measures (access to contraception; 'abortion, steriliza-
tion and age at marr1age) technical and administrative
measures (integration of birth ‘control programmes within
the health sefvices, basic communities etc.); incentive and
disincentive economic measures (bonuses paid at the time of
sterilization, annulment of the income-tax reliefs after the
birth of the nth child etc.); ‘psychological measures (puib-
licity and educational campaigns etc.); and action in respect
of the socio-economic factors that determine fertility (edu-
cation, 1mprovement of the status of women, d1str1but1on of
earmngs etc.),” o o . fe, T

" The context” iri which such’ measures are-taken is also
indicated: (a) pro-natalist dr anti-tiatalist policies; and (b)
policies for  individual' Wéll-being in countries that were
satisfied with the existing rates. In most instances, the pro-
natalist-countries wanted to attain & higher rate of fertility,
although-some ‘of them found the existing rates satisfactory.
The anti-natalist countries, as a rule, wanted to see a‘lower
fertility rate, but Somé-of those countries: might also have
found their rates’ satisfactory; while countries that took ac-
tion to improve individual well-being were on the whole
satisfied with their ratés, even though some of- them mrght
have desrred a lower ora hrgher rate

: B Bernard Berelson, W, Parker Mauldin and Sheldon J. Segal, “Popula‘

tion: current status and policy options”, Center for Policy Studies Working
Paper No. 44, New York, The Population Council, May 1979.
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_ As stated above in regard fo the developed countries, it is
‘not always easy to determine the primary purpose of femhty
policies implemented by Governments, whether an action is
designed first and foremost to change the fertility rate or
rather to ensure the well-being of individuals and families.
Whereas in most of the developed countries it would appear
that Governments attempted to reconcile those two objec-
tives and to-keep them in balance, in the developing coun-
tries the emphasis appeared, as a rule, to be more definitely
on one or the other of the two objectives. That situation was
more particularly the case in the countries of Asia,.where
government policies in regard to fertility were implemented
first of all for their incidence on growth rates. On the other
hand, the situation was not always so clear-cut in many of
the countries of Africa and Latin America, where at times
the measures taken differed  very little, regardless of
whether the Governments had adopted a pro-natalist or an

anti-natalist position. '

Area of Responsibility of Economic Commission
Jor Africa

In 1980, five out of 51 countries in the ECA aréa of
responsibility expressed a wish for a higher rate and 22 for a
lower rate, while 24 countries declared themselves satisfied
with the existing rates. Few changes had taken place since
1978. The United Republic of Cameroon, which formerly
had regarded its fertility rate as too low, currently consid-
ered it to be too high. Algeria, which in 1978 had been
satisfied. with the rate, also regarded it as too high in 1980.
Those two countries were at the same time anxious for a
lower growth rate, but they had not yet adopted any specific-
measures. Several countries that were satisfied with. the rate
had decided to implement a policy designed either to main-
tain the rate at its current level or to improve the conditions
of individual well-being (see table 28). Thus, on an over-all
basis, three out of five countries wanted to attain a higher
rate and were consequently taking measures, as were the 14
countries out of 22 that preferred to see a lower rate. Among
the countries that found the rate satisfactory, eight out of 24
were implementing policies to maintain-it at its existing
level. :
. All the countrles that wanted to attain a higher fertllrty
rate would at the same time welcome a higher growth rate.
Only. one, the Ivory Coast, stated that it was satisfied with
the fertility level, but would like to see a higher growth
rate—and it was hoping to attain that goal by action on
components other than fertility, namely, mortality and mi-
gration. The fertility policies implemented by the former
countries were thus directed towards an.increase of the
population, whereas_ the .Ivory Coast had a double: objec-
tive—to improve individual well-being and to take action on
the components of growth. ‘

Legal measures’

One primary category of measures that Goveriments can
put into action consists of legal measures in regard to access
to modérn methods of contraception, abortion and steriliza-
tion. Tables 19 and 20 indicate that 35 countries aithorized
and supported (25 countries directly and 10 countries indi-
reéctly) access to modern methods of contraception in 1980.
Among those countrres 21 were anti-natalist countries dnd’
14 were satisfied with the current rate. One Government,




TABLE 28.

CHANGES IN GOVERNMENTS PERCEPTIONS CONCERNING THE CURRENT FERTILITY LEVEL,

COUNTRIES IN AREA'OF RESPONSIBILITY OF ECONOMIC COMMISSION FOR AFRICA, JULY 1978-JuLy 1980

Governments’ perceptions oflhe acceptability of the current fertility level

and the desirability ofmrervenlmn to change it

‘Rates not satisfactory: - .
too low, higher rates desirable

-Intervention
1o raise rates
appropriate, and
incentives and

Intervention not
-appropriate; neither
incentives nor.

disincentives disincentives * ~

[

Rates not satisfactory:

Rates satisfacto too high lower rates desirable
t tory .

But incentives.and
disincentives
implemented to

Intervention to lower
rates appropriate,
. and incentives and
disincentives

Intervention not Intervention not
appropriate; neither appropriate; neither
incentives nor incentives nor
disincentives - disincentives

implemented implemented maintain rates implemented implemented implemented
! /] m o S A . N 7 . Total
Number of countries in each cate- : S : .
gOFY in 1978 ..o . 3 3 2 23 ' 7 ’ 12 50
Changes in perception . . . L ) - : ‘ :
Countrres that left a category - United Republic.. - . Algeria, Rwanda -
of Cameroon Benin, C
o Mali,
Mauritania, ! .
) . Niger, Togo, o ' ,
Lo ; Upper Volta
- Countries that entered a . ‘ i S .
CAtEEOTY ..o - — Benin, Mali, .~ - — ' Algeria, 'Rwanda,
Mauritania, - United Re- Zimbabwe®
Niger, Togo; public of
Upper Volta _ Cameroon
Number of countries in each cate- ) ! _ ) a
gory in1980............... s 3 2 8. - Y16 g - 14 51

Sources: Compiled from replies to “Fourth Population Inquiry
among Governmentsin1978: review and appraisal of the World Popu-
lation Plan of Action”; and from the Populatron Policy Data Bank of

that of Comoros, although anti-natalist, authorized the dis-
tribution of contraceptives but provided no support. Five
countries restricted access to contraceptives and 11 coun-
tries authorized it without the provision of any government
support. Among the former five countries, three had a pro-
natalist policy (Equatorial Guinea, Gabon and the Libyan
Arab- Jamahiriya), while two were satisfied with the
rate—Chad (as of 1978) and Malawi. Of the 11 others, two
were pro-natalist countries (the Central African’ Republic
and Guinea) and nine found the rate satisfactory. Thus;
there is no doubt that the pro-natalist countries restricted
access to contraception while the anti-natalist” countries
favoured it. Those countries which found their rates satis-
factory may be divided into two almost equal groups, which

either favoured or restricted the distribution of contracep-’

tives, -and thus gave priority to the incidence of their policy
on growth in the one case and on 1nd1v1dual well-being -in
the other. :

In the countries of the ECA area, the legal provisions in
regard to abortion remained very restrictive. One single
anti-natalist country, Tunisia, had authorized abortion “on
request” since 1973; while only two others, Zambia since
1972 and the Congo in practice (both of them were satisfied
with the rate), had authorized abortion for socio-economic
reasons in the interests of individual well-being (see table
21). In Zambia, the law provided that pregnancy could be
terminated if its continuation risked injuring the physical or

mental health of children already born. Any request for

abortion on socio-economic grounds or to protect the physi-
cal or mental health of the mother was invariably considered

in the light of such factors as her age and the material
conditions (current or future). of the family. In the Congo,.

where the law dated from 1810 and was no longer in
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the Populatron Division ofthe Department of International Econom-
ic and Social Affairs of the United Nations Secretariat.
2Country that became independent during the period 1978-1980.

application, (a new bill was under drscussron and abortion
was practised frequently), abortion was authorized on the
advice of a social worker if any further birth was likely to
create dlffrcult living conditions for the mother or her fam-
ily.

.In general, in the countries of Africa, legal provisions
that authorized abortion in the case of danger to the mental
health of the mother or risk of an abnormal birth, or for legal

or Jurrdrcal reasons,, were rarely mentioned. On the other-

hand, all those countries, i.e. the 45 countries about which
information is available, authorized abortion in order to save
the life of the mother; and about 20 countries did so to
preserve her physical health., ,

The penalties envisaged by the codes in the event of
transgression of the law were, as a rule, very severe; but it is
difficult to asertain whether they were actually applied. The
penalties imposed for those who performed an abortion
extended, on average, from two to 10 or 14 years in prison,
with or without a fine. If the person - who performed the
abortion was a physician or a member of one of the medical
professrons the penalties were still more severe and often
involved suspension from professional activities, sometimes
for life (e.g., in Chad). The penalties laid down for women
who had abortions were less jsevere: imprisonment that
extended from a few days (a fortnight in the United Re-
public Cameroon) to five or seven years. In one country,
Liberia, under a law of 1979 abortion brought about by the
pregnant woman herself was no longer a criminal offence,
nor was any method she used to prevent nidation of the
fertilized ovum. By way of example, it may be mentioned
that in Tunisia
high—21,000 in 1977, but the rate ‘of abortion had risen
from 3 per 1,000 women aged 15-44 years to 10.9 per 1,000

the ‘number of abortions was not




in the year following the liberalization of abortion (1974),
and by 1977, it had reached 16.8 per 1,000.%

Voluntary sterilization was still very. little .practised in
Africa; and as of 1980, few countries had liberalized it. In
1978, the number . of couples who had been sterilized for
contraceptive reasons was estimated at 1 million, as against
0.5 million in 1970.7 With regard to voluntary sterilization,
seven countries authorized sterilization “on request”, one
only for socio-economic reasons and three for reasons of
birth control (see table 22).

Sterilization was authorized “on request” in Ethiopia, a

Technical measures
* As stated-above, in the countries of the ECA area, legal

.measures constituted a valuable tool in the hands of Govern-

ments. Up to 1980, only a few countries had introduced
other types of measures, technical measures in particular. In
the pro-natalist countries, especially those faced with sub-
fertile population problems (for example, in the equatorial

. and western areas of Africa), policies were geared to im-

provements in health conditions and rural development, as

* in the Congo and Gabon. On the other hand, in the United

country which was satisfied with its growth rate, and also in- -

Uganda, an anti-natalist' country; but the legal provisions

‘were extremely restrictive. In Ethiopia, the mother must be’,

over 35 years of age, she must already have at least five .-

children living, and her social and economic conditions
must involve hardship. In Egypt, an anti-natalist country,
although the legal situation was not clearly defined, steril-
ization was in practice authorized “on request”, if the
woman was at least 35 years old and had at least three

children living, including one male child. In Tunisia, like-

wise an anti-natalist country, the Government encouraged
sterilization and had declared it to ‘be an acceptable means of
limiting the family. It was authorlzed ‘on request” if the
woman had at least four children. The number of couples
sterilized in Tunisia was estimated in 1965 at 3,000 and in
1977 at 40,500. In 1965, 2.7 per cent of those who had
accepted family plannmg services “used sterilization as a
means of contraceptlon and the proportlon hadrisento 11,3
per cent in 1976, after’having reached a peak of 21.2 per
cent in 1974.% In Southern Africa, sterilization was’ autho-
rlzed ‘on request” in Botswana and in another anti-natalist
country, South Africa. The legal prov1510ns in both those
countries required that applicants must give their full con-
sent, must have reached maturity, and’ must provide full
information ‘on the butcome of the operation. Most Govern-
ments that had liberalized abortion or’ sterilization, or that
authorized them in practlce were anti- natalist. A few, how-
ever, were countries that were satisfied with their growth
rate (the Congo, Ethiopia and Zarnbia),’ but none of them
was pro-natalist,

Other legal measures that could have a s1gmf1cant effect
on fertility had also been taken by.a number of Govern-
ments, particularly in anti-natalist countries. .Mention may
be made of changes in the legal minimum age at marriage,
partlcularly of women, which was 17 years in Tunisia (since
1974), 16 in Lesotho (1974), 15 in Mauritius (1976) etc.”
Another type of legal measure taken by certain countries
was the prohibition of polygamy, as in Tunisia, or at any rate
its dxscouragement ,

e

% Christopher Tietze, Induced Abortion: 1979, 3rd ed., A Population
Council Fact Book (New York, The Population Council, 1979); and Demo-
graphic Yearbook, 1978 (Umtcd Nations publlcauon Sales No. -E/
E79.XI1IL.1).

7°C. P’ Green, op. cit.; and R. T. Ravenholt, op. cit. -

# Jean-Paul Sardon, “La stérilisation dans le monde. I Apergus médi-
caux et législatifs: revue et synthéses; 1. Données statistiques”, Population

(Paris), vol. 32, No. 2 (March-April 1977), pp. 411-437; and vol. 34,No. 3

(May-June 1979), pp. 607-636, respectively.

¥ Alice Henry and Phyllis T. Piotrow, Age ar Marriage and Fertility,
Population Reports, Series M, No. 4 (Baltimore, Maryland, Johns Hopkms
University, November 1979).

Republic of Tanzania, where the goal of the fertility policy
was to improve the well-being of families, a vast pro-
gramme of “‘village settlement” had been undertaken to
bring a dispersed population together and to settle the peo-
ple in villages and thus to give them an administrative,
economic and cultural .infrastructure.. Each village had a
maternal and child health service, which was responsible,

among other things, for improving conditions of hygiene
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and nutrition, and also for all other questions relating to
birth control.®

In the anti-natalist countries, birth control programmes
were as a rule integrated into the health services, particu-
larly the maternal and child health services. Table 29 shows,
for selected countries in various years, the proportlon of the
national budget represented by the budget of the Ministry of
Health; and the proportion that the Ministry devoted to birth
control programmes. It may be noted that in Mauritius, 10
per cent of the national budget was earmarked for the
Ministry of Health, which spent 5 per cent of that sum on
birth control programmes. On the other hand, in the United
Republic of Tanzania, the. proportion of the budget ear-
marked for those programmes was extremely low.

Governments are tending more and- more to give local
communities the responsibility for the implementation of
birth control programmes, for- publicizing the idea of
smaller families, for recruiting acceptors, for distributing
contraceptives etc. Social groups, associations, the indus-
trial sector and other bodies are playing a similar role. In
Tunisia, large firms, such as the railways, included family
planning as part of the social programme devised for the
benefit of their personnel; and the law required small firms
that grouped together for that purpose to include a birth
control clinic in their dispensaries.* :

In several countries, the responsibility for birth control
services was entrusted to paramedical personnel, especially

midwives, who,-on the whole, had the full confidence of the _.

women, especially in rural-areas. In the United Republic of
Cameroon, ‘Ghana,” Kenya, Liberia, Senegal® and Sierra

® National bxperlence in the Formulation and Implementanon of Popu- '
lation Policy: United Republic of Tanzania, 1960-1976 (ST/ESA/ -
SER.R/28)." : ' -

* The way in-which local communities and some private community
groups were associated in the govemment birth control programmes is
what is known as “community participation’ in the programmes. Margaret
Wolfson, Changing Approaches to Population Problems (Paris, Organisa-
tion for Economic Co-operation and Development Developmem Centre,
1979).

2 National Expenence in the Formulation and Implementation of Popu-
lation Policy: Ghana, 1970-1976 (ST/ESA/SER.R/27).

¥ Population Policy. Compendium: Senegal, situation as assessed in, a
Jjoint publication-of the Population Division of the Department of Interna-
tional Economic and-Social. Affairs of the United Nations Secretariat and
the United Nations Fund for Population Activities (New York, 19 ). -




TABLE 29. PROPORTION OF THE NATIONAL BUDGET EARMARKED FOR- HEALTH AND
BIRTH CONTROL PROGRAMMES, SELECTED DEVELOPING COUNTRIES
(Percentage)

Proportion-of
national budget
earmarked'for

birth control

. Rroportion of
Ministry of Health
budger earmarked
Sfor birth control

Propaortion of
national budget
earmarked for

Country Year ! programmes ' programmes Ministry of Health ,
Bangladesh ... .. 1976 24 . L.

Bolivia................... ©. 1976 0.0001 0.12 e

Dominican Republic.. .o 1977 - 017 1.2 - 144 . IR B
El Salvador...............oo 1977 0.7 6.2 11.2 s
India.... e 1978 0.52 111 4.7

Indonesia ... 1978 0.2 ©23.2 1.0

Malaysia..... L1978 0.11 .. .

MaUTITIUS ..o 1978 0.6 5.2 10.9
Philippines...........cc........ JE TSSO R 1978 0.4 11.8 3.6 s
Republic of Korea .. 1978 0.8 16.1 1.11
Singapore.............cccoco...... L1979 04 Y 1.5 © 438

United Republic of Tanzania............................. + 1977+ } 0.05 - 0.77° 6.4

Source: Dorothy L. Nortman and Ellen Hofstatter Population and Family Plannmg Programs A
Compendium of Data through 1978, 10th ed., A Populanon Council Fact Book (New York, 1980). '

Leone, programmes had been set up, in some cases on a
simple experimental basis, but in others on a country- wide
scale, with a view to utilizing the servicés of midwives as
agents of the birth control services.” Egypt had made ‘a
valiant effort to extend the network for the distribution of
‘contraceptives through commercial and non- commercml
outlets.

Economzc incentives and disincentives

Economic measures designed to encourage or dissuade
were ‘being little used in the ECA area, especially if one
compares that area with the ESCAP area. Some of the pro-

natalist countries had introduced incentives of a financial
type, comparable to those found in the developed countries. -

For example, in Gabon (Act of 1975) and in the Congo
(1956), family allowances were granted to workers, with a
special system for government employees. Family allow-
ances were paid for children up to 16 years of age (17 if they
were apprentices or 20 it they were students), together with
pre-natal allowances and childbirth bonuses.” But in most
countries where such allowances were paid, they were per-
ceived to have social rather than demographic significance,
unlike the situation in the developed countries, where demo-
graphic -and social justice goals were distinctly more
marked. In anti-natalist countries, the simplest type of in-
centive—and also the oldest-—was the free distribution of
contraceptives; and government subsidies, full or partial;
for the cost of abortion and sterilization, in those countries
which authorized such measures.

Table 30 indicates, in respect of a number of countries,
the services offered free ‘of charge or at a low cost. As can
be seen, most countries did not charge for the insertion of an.
intra-uterine device or for the distribution’ of condoms,

0

* May-Ling Simpson-Hebert and others, Traditional Midwives and
Family Planning, Population Reports; Series ], No. 22 (Balnmore Mary
land, Johns Hopkins University, May 1980).

% United States of America, Department of Health and Human Services,
Social Security Administration, Office of Policy, Office of Research and
Statistics, Social Security Programs throughout the World, 1979, Research

- Report No. 54 (Washington, D.C., 1980).
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whiile contraceptlve pills were sold at very low prices. Few
countries in 'Africa authorized voluntary sterilization, as
mentloned abové. In addition to free or low-cost services,

many countries offered a cash bonus to those who agreed to
practise contracepnon in order to encourage them to accept
it and to persevere in its use. Some countries (e.g.,
Botswana and Tunisia) also offered a cash bonus to those
who distributed contraceptives and even to those who sup-
plied contraceptive products. In Mauritius, a bonus was
being offered to agents who distributed birth control de-
vices, but the bonus was paid in two instalments with a six-
month gap; the second instalment was forthcoming only if
the person recruited persevered in the use of contraceptives.

Along with those incentives, some Governments em-
ployed disincentive measures. In Tunisia, for example, the
family allowance system was restricted and on a descending
scale from the first to the fourth child, with 18 per cent of
the wage for first child, then 16 per.cent, 14 per cent and 12
per cent for the fourth child.”

Psychological measures

Several anti-natalist countries of Africahad initiated pub-
licity campaigns designed to influence the motivation of
couples' in favour of smaller families. Educational pro-
grammes also had been launched for the benefit of adults
and young people, through the formal and informal educa-
tiofi systems. The problems of the interrelationship between
population and economic and social dévelopment, health,

environment etc. formed part of the school curriculum m'

Egypt, Kenya and Tunisia.”

Action in respect of socio-economic determinants of fertility
One final approach is action on the socio-economic fac-

tors that determine fertility, such as education, health, em-

ployment, the distribution of income and improvement in

the status of women. Efforts to integrate programmes into

the general strategy of development had been undertaken by

4

5 1hid.
* M. Wolfson, op. cit.




TABLE 30 DIRECT FINANCIAL INCENTIVES OFFERED TO PERSONS USING CONTRACEPTIVE METHODS,
+ SELECTED DEVELOPING COUNTRIES

Contraceptive methods

Area of responsibility
. of regional commission

Intra-
uterine

Condoms and
other

Pill . Sterilization

and region. device devices
ECA area
) F . LC. LC LC

F, 1 LC, I NP LC
F LC NP LC
F " F NP F
F, 1 F,1 NP F
F F NP F
F, 1 F F, 1 F
F, 1 F F, 1 F
F F F F
F LC F LC
F, 1 o F, 1 F
F F F F
F F F F
F LC F F
F, 1 F F, 1 F
F LC F LC

Philippines............. F F L F

Republic of Korea... F,1 LC F, 1 LC

SINBAPOTE ..o LC LC L F

Sri Lanka...: F LC F LC

Thailand...: F F LC ‘F-

TUurkey ..o E: o L

ECLA area o

Colombia ... F F F

Dominican Republic.............cc........ F F F

El Salvador..............ccocoiii F F F

Guatemald ... LC LC

Jamaica ... F LC ...

Mexico _ F F F

Source: ChaiBin Park, “Incentives and disincentives in population programmes”, The Role of Incen-

tives in Family Planning Programmes, A Report of UNFPA/EWPI Technical Working Group Meeting on
the Role of Incentives in Family Planning Programmes, East-West Center, Honolulu, Hawaii, 15-16 May
1979, Policy Development Studies No. 4 (New York, United Nations Fund for Populatlon Act1v1t1es

1980), table 1, pp. 32-33.
Note: F = free programme; LC
© toaccept the programme; -

several countries, and some—for example, -Egypt and
Tunista—had set up for that purpose a national population

committee directly under the authority of the Prime Minister.

or the Minister of Planning. In Egypt, integration had been
carried a considerable way. One strategy consisted of intro-
ducing, at the local level, the population component in all
economic and social development activities.- The Egyptian
Population and Family Planning Committee had identified
nine variables on which action should be taken with a view
to the improvement of living conditions and the reduction of
fertility, two closely interdependent goals. Among .those
variables, mention may be made .of the socio-economic
level of the family, female labour, mechanization of agricul-
ture and industrialization, reduction of child.mortality, edu-
cation. etc.,. and family planning services as an integral
element in the social services.in general. -

Area of responszblllty of Economzc Commzsszon
: for Latin America

In-1980, four out of 30 countries’in the ECLLA area of~

responsibility wanted a higher fertility rate and 15 desired a
lower rate, while 11 countries stated that they were satisfied
with the existing level. Little change had occurred since
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= low-cost services provided: NP = no programme; I = incentives

1978. Chile had changed its perception of the natural growth
of the population: in 1978, it had regarded the fertility rate
as too high; and in 1980, it considered it too low. During the
same period, some countries had decided to introduce pol-
icies either with a view to maintaining the rate at its current
level or improving conditions of individual well-being, or in
order to modify the rate because it was too high (see table
31). In 1980, three countries out of the four that wanted a
higher rate and 13 of the 15 that desired a lower rate, as well
as two countries out of the 11 that expressed satisfaction
with the rate,” had introduced policies on the subject.

The four countries that were seeking a higher fertility rate
were at the same time anxious to have a higher growth rate.
Paraguay. was the only country in the ECLA area that would
like to increase the growth rate while at the same time it
stated that it was satisfied with the fertility rate; it relied on
other demographic variables, such as. international migra-
tion, to: attain its goal. -

* Valeria Ramirez and Fernando Toro, under the supervision of Gerardo
Gonzilez, “La politica de poblacién en América Latina, 1974-1978",
Santiago, Chile, Latin American Demographlc Centre (CELADE) (mim-
eographed). .




TaBLE 31.

CHANGES IN.GOVERNMENTS’ PERCEPTIONS CONCERNING THE CURRENT FERTILITY LEVEL,

COUNTRIES IN AREA OF RESPONSIBILITY OF EcoNoMI1C COMMISSION FOR LATIN AMERICA, JULY 1978-JuLy 1980

Governments’ perceptions of the acceptability of the current fertility level
and the desirability of intervention to change it

Rates not satisfactory:
too low; higher rates desirable

Intervention
’IO raise rates
appropriate, and
incentives and
disincentives

Intervention not

incentives nor
disincentives

appropriate; neither  But incentives and  appropriate; neither appropriate; neither
disincentives
implemented to

Rates not satisfactory:

Rates satisfactory too high, lower rates desirable

Intervention to lower
rates appropriate,
-and incentives and

disincentives

Intervention not Intervention not

incentives nor
disincentives

incentives nor
disincentives

implemented implemented maintain rates implemented implemented implemented
I i i [i4 14 vi Total
Number of countries in each cate-
goryinl1978.......... 3 — - 11 5 ' 8 27
Changes in perception
Countries that left a category.. — = - Panama Bahamas —
' Colombia Costa Rica
Chile
Countries that entered a )
Category .o e - Chile Panama C = —_ Bahamas
: Colombia Costa Rica
Dominica®
Saint Lucia®
Saint Vincent
and the
Grenadines?
Number of countries in each cate- : . - . .
gory in1980. ...l 3 -1 2 9 2 v 13 30

Sources: Compiled from replies to *“Fourth Population Inquiry
among Governments in 1978: review and appraisal of the World:

Population Plan of Action’’; and from the Population Policy Data
Bank of the Population Division of the Department of Interna-

Legal measures

Tables 19 and 20 show that 25 Governments authorized
and supported (24-countries directly and one indirectly)

access to and distribution of contraceptive devices. Of those °

countries, 15 were anti-natalist and nine were satisfied with:
the current rate. Chile was the only pro-natalist country that

authorized and supported access to modern methods .of
contraception. Although Peru desired a lower growth rate, it
had, nevertheless, recently withdrawn its direct support of
modern contraceptive methods, which were only dispensed
in governmeént centres. Of the pro-natalist countries, Uru-
guay restricted access to contraceptives, .and Argentina and
Bolivia authorized it but without government support. The
same attitude was held by Guyana and Suriname, both of
which found the rate satisfactory. The Governments of the
countries of Latin America, like those of Africa, thus used
legal measures to support their policies. The anti-natalist
countries authorized and supported access-to contraceptive
devices, while the pro-natalist countries limited or did not
support the distribution of contraceptives. :
Legislation on abortion was still very restrictive, what-
ever the general trend in the fertility policy, whether it was
anti-natalist, pro-natalist or otherwise (see table 21). Cuba,
a country satisfied with its rate of fertility, authorized abor-
tion “on request”’. The Bahamas, an anti-natalist country,
and Uruguay, a pro-natalist country, both authorized it for

socio-economic reasons, although those reasons were inter--
preted in a fairly restrictive manner. Virtually all the coun-:

tries of Latin America authorized abortion in order to save
the life of the mother, but only 13 countrles d1d SO for
reasons of risk to health. -

However, the penalties laid down in the law were, on the
whole, distinctly less severe than those in Africa; from one

tional Economic and Social Affairs of the United Nations Secre-
tariat.

* Country that became independent during the period
1978-1980. .

to three years imprisonment, and often less. In addition, a
variety of extenuating circumstances could reduce the penal-
ties still further—in order to save the reputation of a woman
who had become pregnant as a result of illicit relations
(adultery). in Mexico, or of criminal relations (incest or

- rape) in Colombia; or where abortion was required for
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reasons of serious economic hardship, as in Uruguay. In
some countries, the penalties were adjusted according to the
length of pregnancy. In Costa Rica, for example, the penalty
laid down for the person who induced an abortion or the
aborting woman_was imprisonment for from one to three
years, but the penalty was reduced to from six months to
two ‘years if the foetus was under six months. By way of

example, it may be mentioned that in- Cuba, there had been.

121,000. abortions in 1976, or an-abortion rate of 61 per
1,000 women:aged 15-44 years. The abortion rate had
constantly increased up to 1974, when the figure was 69.5
per 1,000, but it appeared to have been decreasing since
then.”

““Voluntary stenllzatlon had been lxberallzed on a far wider
scale than abortion, especially in the anti-natalist countries-
of the Caribbean and Middle America. Table 22 indicates'

that 11: countries authorized it “*on‘request’’, and one did so

for socio-economic reéasons. In the Caribbean region. five

countries~——Barbados, Cuba, the Dominican Republic. Ja-
maica, and Trinidad and Tobago—authorized voluntary ster-
ilization ““on request”. However, in Cuba and Jamaica. the
legal provisions were restrictive. In Cuba. the woman must
be 32 years of age and must have several children: and in
Jamaica, she should preferably be at least 35 years of age. It

¥ C. Tietze. op. cil.




would appear that in Jamaica, steriliZation was becoming
increasingly common. In any event, it was encouraged, as
tubal ligations performed in govemment hospitals were,free
of charge. In the Dominican Republic, the law provided for
¢ a- very ‘explicit- adjustment of the conditions—the woman
must be at least 40 years of age with at least one child, or 35
_ with at least three children, 30 with at least five children, or
25 with at.least six children.

.In Middle America, voluntary sterilization was legal in
all countries ‘but’Nicaragua; -and on the whole, there were
* relatively few restrictions. In' Tropical South America, five
countries out of nine ‘authorized sterilization (Brazﬂ, Co-
"lombia, Ecuador, Guyana and Peru); but the law aléo im-
~-poséd-restrictions-in some of those countries. In Colombia,
- the woman must be 35 years of age and have more than two

children, at least one of each sex; in Ecuador, she must be 25
- years of age and have at least three children. All the pro-
“natalist countries ‘(Argentina; Bolivia, ‘Chile and Uruguay)
-prohibited wvoluntary sterilization. In Latin America’ as a
whole, 4 million-couples had been sterilized for contracep-
tive reasons as of 1978, as against 0.5 million in 1970.
‘There had been, for example 21,000 sterilizations in Co-
“lombia (1977),- 70,000 in EI' Salvador 1977), 3 ,000 in
‘Guatemala (1977) and 55 ,000-in’ Mexico (1976)

The relative incidence of sterilization, as Compared with
_ other means ‘of contraception, varied ffom one’ country to
“another “and within the same country from one year to
anothet. Thus; in Costa” Rica in 1976, 6.9 per cent of the
persons who accepted the family planmng services were
‘sterlllzed as Compared with 1.1 per cent in 1973. In Ja-
mzuca the incréase had been constant, from 4.8 per cent.in
1972't0 11.8 per cent in 1975. In Puerto Rico, the propor-
“tion was 16.9 per cent in 1975; and in El Salvador 27.5 per
“cent. In Panama, on the other hand, the proportion fell from
“23.9 per cent in.1972 to 5.3 per cent in 1975." o
With regard to other legal measures that can have a
significant effect on fertility, some countries had.changed
the minimum legal age at marriage or had codified it. In
Barbados, for example, the age had been fixed in 1976, at
16 years for males and 14 years for temales ,

. Having examined the way in which legal measures fit into
.the sometimes contradictory perspectives on pro-natalist or
anti-natalist policies, the discussion now turns to the other
Atypes of measures instituted. by Governments to alter or to
‘maintain the fertility-level, : ~

. Technical -measures :

‘Somé ‘of the anti-natalist countries in the ECLA area
implemented a broad range - of technical measures. Several
countries were trying to integrate birth control programmes;
‘and as in the other areas, the responsibility for the manage-
-ment and publicizing of programmes fell to the Ministry of
Health. Table 29 indicates that in El-Salvador, for instance,
the Ministry of Health received 11 per cent of the national
budget in 1977; and over 6 per cent of that budget (0.7 per
cent of the national budget) was devoted to birth control
progrdmmes e

_*C. P Green, op cit.;
. “J -P. Sardon, lo¢. cit.
“* A. Henry and'P. T. .Piotrow, ap cit.

‘and J.-P. Saldon loc ctt

In comparison with that example, the share of the budget
received by the Ministry of Health in the Dominican Re-
public, a country that was satisfied with its fertility rate, was
higher than that of EI Salvador, but the proportion devoted
to birth control programmes was lower (1.2 per cent).-Simi-
larly; in Costa Rica, all the activities and birth control
programmes were entrusted to the Maternal and Child
Health Division of the Ministry of Health.* In Haiti, the
President stated.in. April 1979 that the Government would

like to see small families and that birth control programmes

were a priority in the national health plan.* In Mexico, that
type of programme integration was one of the goals of the
1977-1982 development plan. All the public health services
were required to include birth control programmes in their
activities. The Government, which-was anxious to provide
the public with access to modern methods of contraception,
encouraged local -communities to participate actively in the

. birth control programmes.* The Government was also en-
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deavouring to introduce the practice of contraception in
community groups, such as the army, and government and
semi-government institutions. As another technical meas-
ure, several countries were making efforts to “de-medical-
ize” contraception, and were tending more and more to
hand over the responsibility for birth control services to
paramedical staff. Midwives, specially trained for the pur-
pose, were used as staff by those services in Costa Rica, El
Salvador, Haiti and Mexico.* -
The dlstrxbutlon or sale of contraceptives through non-
commercial and commercial outlets, modern or traditional,
was another aspect of intervention by Governments. In

-Mexico, the Government had undertaken a vast campaign
for the marketing of contraceptlves so as to make them

accessible everywhere in the country at low prices. A fleet
of trucks was used to distribute them to retail shops, such as
supermarkets, grocery stores, state emporium and general
stores in country areas.”’ Contraceptives were provided to

military personnel, railway workers, the staff of the Federal
Electricity Commnssnon the National Petroleum Comipany

etc.®

Colombia provides another good example of diversifica-
tion of the distribution' networks for contraceptive prod-
ucts.® The Ministry of Health and Profamilia, a private
family planning organization, shared between them 90 per
cent of the birth control and contraceptive supply services.
Medical.practitioners and the commercial sector coped with

. the rest, especially in urban centres. Since 1965, contracep-

tives had been generally available in the towns and. the
coffee plantation regions.

# Dorothy: L. Nortman and Ellen Hofstatter, Population and Family
Planning Programs: A Compendium of Dara Through 1978, 10th ed., A
Pogulatlon Council Fact Book (New York, The Fopulation Council, 1980)

1bid.

“ International Planned Parenthood Federation, Family Planning in
Mexico: A Profile of the Development of Po/l(les and Programmes
(London n.d.).

* M.-L. Simpson-Hebert, op. cit.

“7 International Planned Parenthood Federation, op. cit.

- National Experience in the Formulation and Implementation oj Popu
Iatmn Policy, 1960-1976: Mexico (ST/ESA/SER.R/18). :

* Dorothy L. Nortman “Factors influencing government provision of
family planning services””, New York, The Population Counc1l un-
published document.



Economic incentives and disincentives

" The pro-natalist developing countries encouraged fertility
by means of incentives in the form of direct and indirect
economic benefits. In Argentina, for example, direct bene-
fits consisted of the grant of bonuses payable on marriage
and on the birth of children (or adoption of a child). Family
allowances were paid to families whose children attended
school up to secondary level, and the allowances varied with
the number of children—there was a supplement from the
third child onward. Among the indirect benefits may be
mentioned housing facilities for families, day nurseries and
kindergartens for working mothers, flexibility in working
conditions to make them compatible with maternity, etc.®
Brazil, which stated that it was satisfied with the rate and
officially desired to maintain it at its current level, was
taking action to protect individual well-being and freedom.*
The Ministry of Health had set up a programme to improve
the medical conditions surrounding childbirth and birth
control services had been devised and integrated into nutri-
tion programmes. Contraceptive devices were available, but
they were subject to control (the pill was obtainable for the
period of a year on medical prescription).”

Several of the anti-natalist countries in the region pro-
vided free distribution of contraceptives and subsidized,
entirely or in part, the cost of abortion and sterilization,
where those methods were legally authorized. Table 30
gives some details about this type of direct financial incen-
tive, which can also be used by countries satisfied with their
rates, in order to ensure individual well-being. That use
applied, among the countries used as examples, to Colom-
bia, the Dominican Republic and Guatemala. It should be
noted that the State virtually assumed the cost of IUD
insertions and the distribution of the pill and condoms. As
has already been mentioned, few countries in the region
authorized sterilization.

Psychological measures

Some Governments, Mexico in partlcular had launched
psychological persuasion campaigns, and education and
publicity programmes addressed to young people and adults
with a view to encouraging them to have fewer children.
The appeal of the Government of Mexico for “responsible
parenthood” reflected the State’s demographic concern and
at the same time forced parents to consider their respon-
sibilities as educators.*® A programme for training and guid-
ance in regard to birth control had been established for
medical practitioners, midwives, nurses and paramedical
personnel. It was also intended for social workers, com-
muity development experts, civil servants etc. The Mlmstry
of Education was working with the other ministerial depart-
ments responsible for rural matters and had taken over, in
particular, the task of preparing the necessary materials. It

0 Population Policy Compendium: Argentina, situation as assessed in
January 1979, a joint publication of the Population Division of the Depart-
ment of International Economic and Social Affairs of the United Nations
Secretariat and the United Nations Fund for Population Actlvmes (New
York, 1979).

* It would appear, however, that the Government recently has been
expressing some concern about the effects of a high current fertility level,
but the official attitude has remained the same to date.

2 D. L. Nortman and E. Hofstatter, op. cit.

* M. Wolfson, op. cit.
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was also responsibie for preparation of a special programme
for the benefit of young people, to be publicized through the
formal education -system.

Action taken in regard to socio-economic determinants of
Jertility

Relatively few countries in the ECLA area had exp11c1ty
considered the potential effects of intervention on the socio-
economic factors that determine fertility. Several countries
had introduced policies intended to improve health condi-
tions, nutrition and health in general. Others concentrated
on education and rural development, while some were also
trying to improve the status of women (e.g.,- Mexico).*
Cuba, a country that was satisfied with its growth rate, had
geared its policy essentially to the establishment of social
and economic conditions calculated to influence reproduc-
tive behaviour, e.g., improvement of standards of education
(compulsory for children), through special programmes for
adults; the urbanization of rural zones-through the establish-
ment of social services and development projects; the devel-
opment of small urban communities; the reduction of discre-
pancies between earnings in towns and in the country;
improvement of the status of women and an increase in their
participation in the economy through educational pro-
grammes, political mobilization and voluntary participa-
tion; legalization of the family code, free access to birth
control methods, and more recently the admission of
women into the labour force. In addition to those measures,
there was the introduction of a vast government programme

in the field of health, including a national campaign for -

education in maternal and child care (the health aspect that
derives from birth control) and easier access to contracep-
tives and abortion. In 1977, the legal abortion ratio, which
measures the proportion of pregnancies ending in legal
abortions,* was 420 per 1,000 pregnancies, the highest rate
recorded anywhere in the world during the 1970s.%

Area of responsibility of Economic Commission
for Western Asia ’

As is shown in table 32, no country in the ECWA area of
responsibility had changed its perception since 1978. Thus,
the situation remained as follows: only one country (Iraq)
wanted to see a higher rate; two countries (Bahrain and
Jordan) desired a lower rate, and the other nine countries
said that they were satisfied with the current fertility rate.
Iraq and five other countries that found the rate satisfactory
had introduced policies with a view to modifying or main-
taining the level of fertility, while the two countries that
would like to see a lower rate did not propose to take action
at that time. Yet, Iraq was satisfied with its growth rate,
whereas Oman, Qatar, Saudi Arabia and the United Arab
Emirates expressed satisfaction with the femhty level, but
wanted to see a higher growth rate.

** International Planned Parenthood Federation, op. cit.

%5 The number of legal abortions per 1,000 pregnancies (abortions plus
live births occurring during the 12-month period beginning six months
after the year in which the abortions were registered).

% Paula E. Hollerback, “Recent trends in fertility: abortion and con-
traception in Cuba”, Center for Policy Studies Working Paper No. 61, New
York, The Population Council, September 1980.




TABLE 32.

CHANGES IN G_OYERNMENTS’ PERCEPTIONS CONCERNING THE CURRENT FERTILITY LEVEL,

COUNTRIES IN AREA OF RESPONSIBILITY OF EcoNOMIC COMMISSION FOR WESTERN Asia, JULY 1978-JuLy 1980

Governments' perceptions of the acceptability of the current fertility level
and the desirability of intervention to change it

Rates not satisfactory:
too low; higher rates desirable

Rates not satisfactory:

Rates satisfactory 100 high; lower rates desirable

Intervention
to raise rates
appropriate, and
incentives and

Intervention not
appropriate; neither
incentives nor

disincentives disincentives

But incentives and
disincentives
implemented to

Intervention not Intervention not
appropriate; neither appropriate; neither
incentives nor incentives nor

Intervention to lower
rates appropriate,
and incentives and

disincentives

disincentives disincentives

implemented implemented maintain rates implemented implemented implemented
i ui W 12 vi Total

Number of countries in each cate-

gory in1978. ... 1 - S 4 2 — 12
Changes in perception

Countries that left a category.. — - - — — —

Countries that entered a .

CAteGOIY ..., - — — - — —

Number of countries in each cate- . ) .

gory in1980........... ... ! — S 4 2 — 12

Sources: Compiled from replies to “Fourth Population Inquiry
among Governments in 1978: review and appraisal of the World Popu-
lation Plan of Action”; and from the Population Policy Data Bank of

Legal measures

Access to and distribution of means of contraception, the
primary type of legal measures at the disposal of Govern-
ments, were authorized and directly supported by four

countries in the ECWA area and.indirectly by two (see.

tables 19 and 20). Two of those countries were anti-natalist
and four were satisfied with their rate. Saudi Arabia, which
was satisfied with its rate, was the only country in the area
to prohibit access to contraceptive methods. Among the five
countries that authorized it but did not provide any support,
Iraq was pro-natalist and the other four countries found the

rate satisfactory. Thus,in the countries of the ECWA area, as’

in,those of the ECA and ECLA areas, restrictions on access
to and distribution of means of.contraception were used as a
measure by the pro-natalist countries, whereas the .anti-
natalist countries authorized and supported the use of con-
traceptive methods. Half the countries that expressed satis-
faction with the rate supported the distribution of contracep-
tives, whereas the other half simply authorized it.

Abortion and sterilization were: not widespread in the

ECWA area. Islamic religious law was in force practically
everywhere, and it only authorizes abortion where the life of

the mother is in danger (see tables 21 and 22)..In Jordan, the.

civil .Jaw authorized abortion in the event of risk to the
mother’s health. Sterilization was not forbidden, but. re-
ligious, beliefs oppose it in practice, except for medical
reasons or in the case of hereditary or other maiformations
of the foetus. In Lebanon, although the civil law was .not
particularly explicit, sterilization was encouraged by family
planning associations and was practised in fact “on re-
quest”, but the woman must be ‘at least 30 years of age and
have at least three children.

Other measures

Apart from very restrictive legal measures, as mentloned
above, few countries in the ECWA area had introduced
other measures, although one country, Iraq, desired a higher
rate and two wanted a lower rate. In Iraq, family benefits
were paid to-families, especially wage earners: a childbirth
bonus; family allowances; and maternity leave on full pay
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the Population Division ofthe Department of International Economic
and Social Affairs of the United Nations Secretariat.

for 10 weeks, with a possible extension to nine months in
the event of complications (at 75 per cent pay), for women
who worked. Education and information programmes were
implemented through the maternal and child health ser-
vices.” Saudi Arabia, which wanted to maintain its current
fertlhty level, had introduced similar measures.® The Syr-
ian Arab Republic, which would like to control the spon-
taneous trend of the rate, encouraged the spacing of births
by means of education and information programmes, devel-
opment of maternal and child health services, and improve-
ment of the Status of women (by way of integration into the
work-force etc.).”

Area of responsibility of Economic and Social
Commission for Asia and the Pacific

In 1980, twq of the 30 developing countries in the ES-
CAP area of responsibility wanted to attain a higher rate, 19
desired a lower rate, and the other nine expressed satisfac-
tion with the current rate. There had been no major change
in attitude since 1978 (see table 33). The Lao People’s’
Democratic Republic, a pro-natalist country, applied pol-
icies designed to increase the rate, while the overwhelming@.
majority of the countries (18 out of 19) that wanted to have a
lower rate did 'so in order to reduce it. Half of the countris
that expressed satisfaction with the rate also took measures,
but rather to maintain fertility at its current level or to
improve individual well-being.

The Lao People’s Democratic Republic, which wanted to
increase its growth rate, relied on a higher fertility ievel to
attain its goal. On the other hand, some countries that were
satisfied with the current fertility rates but wanted to see a

57 Population Polzcv Compendmm Iraq, situation as assessed in March
1980 (New York, 1980).

%% Population Policy Compendium: Saudi Arabia, situation as assessed
in March 1980 (New York, 1980).

» Populatmn Policy Compendium: Syrian Arab Republzc situation as
assessed in February 1980 (New York, 1980)

% Up to 1978, Demacratic Kampuchea had wanted to attain a higher
rate.




TABLE 33. _
COUNTRIES IN AREA OF RESPONSIBILITY OF ECONOMIC AND, SOCIAL

CHANGES IN GOVERNMENTS' PERCEPTIONS CONCERNING THE CURRENT FERTILITY LEVEL,

COMMISSION FOR ASIA AND THE PaciFic, JuLy 1978-JuLy 1980

Governments. perceptions of the acceptability of the current fertility level
and the desirability of intervention to change it

Rates not satisfactory:
too low; higher rates desirable

Rates not satisfactory:

Rates satisfactory too high; lower rates desirable

Intervention
to raise rates
appropriate, and
incentives and
disincentives

Intervention not

incentives nor
disincentives

Intervention noit Intervention not Intervention to lower

appropriate; neuher But incéntives and  appropriate; neither appropriate; neither  rates appropriate,
disincentives
implemented to

and incentives and
disincentives

incentives nor

. incentives nor
disincentives

disincentives

implemented implemented maintain rates implemented implemented implemented
S u - 4 14 vi Total
Number of countries in each cate- e
gory in 1978 ... 2 - 3 8 ' 1 16 30 .
Changes in perception ' )
Countries that left a category.. - — — Malaysia - -
Singapore o '
Countries that entered a cate-
BOTY oo, — — Singapore —_ - Solomon
Malaysia Islands®
. . Kiribati? Tuvalu?®
Number of countries in each cate- 4 ’ - : =
gory inl1980............c.ccoe 2 — 6 : 6 1 . 18 « 33

Sources: Compiled from replies to “Fourth Population Inquiry
among Governments in1978: review and appraisal of the World Popu-
lation Plan of Action”; and from the Population Policy Data Bank of

higher growth rate relied on other factors to attain that end:
the Democratic People’s Republic of Korea and Mongolia
relied on a decline in the death rate; Bhutan and Nauru
relied on international mlgratlon

Legal measures

Tables 19 and 20 show that in .the ESCAP area, 26
Governments of developmg countries authorized and. di-
rectly supported access to and distribution of contraceptive
devices. Nineteen of those countries were anti-natalist and
seven were satisfied with the rate. The only two countries
that restricted access were the two pro-natalist countries of
the area. Malaysia and Maldives, which were satisfied with
their current rate, authorized the use of contraceptives, but
their Governments did not support distribution. As in the.
other less developed regions, access to contraceptrve meth-
ods was determined by the type of government pol-
icies—pro-natalist or anti-natalist.

With regard to the legal measures relating to abortion and
sterilization, there is no doubt that among the, developing
countries, the largest proportion of those which had liber-
alized abortion, and especially voluntary sterilization, were
found in the ESCAP ar.

Three countries—China, India and Smgdpore—author—.
ized abortion ‘“‘on request” (see table 21). In China, abor-
tion was encouraged and facilitated by the Government and
was practised on a broad scale as a birth control method.
After an abortion, a woman had the right to 14 days of sick
leave with pay (30 days'if the abortion took place when she
was more than three months pregnant). The legrslatron
which dated from 1979, was one of the rare instances in the
world where abortion was encouraged beyond three months
of pregnancy. In India, the law authorized abortion in the
event of pregnancy that resulted from the failure of the
contraceptive method used by either the fan or the woman.
For that reason, that type of abortion is considered here to
be authorized “on request™.

63

the Population Division of the Department of international Economic
and Social Affairs of the United Nations Secretariat.
3 Country that became independent during the period 1978-1980.

Three countries—the Democratic People’s Republic of
Korea, Fiji and Iran (in 1978)—authorized ‘abortion for’
socio-economic reasons interpreted in a fairly broad man-
ner. Ten countries authorized abortion in order to preserve.
the mental health of the mother, but the interpretation given
to that provision would appear to be very. broad. In
Bangladesh, Indonesia and Pakistan, abortion had not been
liberalized, even though the countries were anti-natalist. In
India and in Singapore, the number of abortions was con-.
stantly growing, but whereas in the former country it was
based on'a method used relatively little (in 1977, there were
278,000 abortions and an abortion rate of 2.2 per 1,000
women aged 15-44 years), in Singapore, the abortion rate *
was 28.4 as against 4.1 in 1970.% In the Republic of Korea,
even though abortion had not been liberalized, there were
over 330,000 operations in 1970, a figure that represented
an abortion rate of 50.1 per 1,000 women between 15 and
44 years. of age.* :

As already mentioned, voluntary sterilization had been’
liberalized on a large scale in the ESCAP area. Nine coun:’
tries authorized it “on request”, two for socio-economic
reasons and four for birth control purposes (see table'23). In :
China, sterilization was essentially regarded as a means of
regulating births. - It was greatly encouraged by the au-
thorities and was authorized unconditionally. A whole medi-
cal infrastructure had been' set up, with mobile units and
paramedical staff, to make sterilization accessible to the:
largest possible number.® The Republic of Korea likewise.’
encouraged sterilization on a large scale as a method of birth
control.* : :

3

¢ C. Tietze, bp cit.; Demographzc Yearbook, 1977 (Umted Nations
puglrcanon Sales No. E/E.78. XIlI 1); and Demographtc Yearbook, 1978.
Ibid.
8 “Population”, Chma News Analyszs No. 1163 (14 September: 1979)
& Population Policy Compendium: Republic of Korea, situation as as-
sessed in November 1980 (New York, 1980)."




In Eastern South Asia, voluntary sterilization was legal in
Malaysia, the Philippines, Singapore and Thailand, for so-
cio-economic and contraceptive reasons. In Middle South
Asia, it was authorized everywhere except in Afghanistan
and Iran.® It was also authorized in Fiji. In several countries
of the ESCAP area, not only was the law very liberal, but
measures of persuasion and dissuasion were applied to en-
courage couples to be sterilized. State programmes sup-
ported by vast publicity campaigns and what can really be
called ‘““action strategxes had been set up, as is shown
below.

In 1978, it was estimated that 36 million couples had

been sterilized in China, as against 4 million in 1970; 22
million in India, as against 7 miilion in 1970; and 4 million
in the other countries of Asia, including 405,000 in
Bangladesh (1977), 42,000 in Indonesia (1977), 27,000 in
Malaysia, 39,000 in Nepal (1977), 90,000 in the Philip-
pines (1977), 530,000 in the Republic of Korea, 48,000 in
Singapore (1977), 122,000 in Sri Lanka (1976) and 395,000
in Thailand (1977).%

Among the acceptors of family planning services, the
proportion of those who accepted sterilization was higher in
the countries of Asia than anywhere else.” Thus, in 1976,
the proportion had been 4.9 per cent in Bangladesh, 65.1 in
India, 5.2 in Malaysia, 9.7 in Nepal, 0.5 in Pakistan, 7.4 in
the Philippines, 25.3 in Singapore and 20 in Thailand.
According to the country, the relative extent of sterilization
as a means. of contraception varied. In Bangladesh, Sri
Lanka and Thailand, the upward trend had been constant
over the preceding few years; whereas in such countries as
India and Nepal,. the proportion had fallen off but had been
rising again more recently. .

All the countries that had liberalized abortlon and steril-
ization in particular, were anti-natalist or were satisfied with
the current fertility rate. In the two pro-natalist countries of
the ESCAP area, abortion and sterilization were prohibited
or no information was available. However, some anti-natal-
ist countries, such as Bangladesh, Indonesia and Pakistan,
had not liberalized-abortion, as mentioned above.

As another legal measure, several countries in the ES-
CAP area had modified or legalized the minimum age for
marriage. Nepal (in 1975) and Sri Lanka (in 1978) had
established the minimum age at marriage at 18 years for
males and 16 years for females.® More recently, China had
proposed that the minimum age be fixed at 22 years for
females and 23 years for males.

Technical measures

With respect to the technical measures adopted by anti-
natalist countries and certain countries that were satisfied
with the fertility rate but continued to tdke measures to
reduce it further, most countries integrated their birth con-
trol programmes with the work of the Ministry of Health, as
was found in the other less developed regions. Table 29

shows, for several countries in the ESCAP area, the propor- -

tion of the national budget devoted to health and to birth

® Situation in 1978.

% J.-P. Sardon, loc. cit.

7 Ibid.

* A. Henry and P. T. Piotrow, op. cit.
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control programmes. In Indonesia and the Republic of
Korea, the budget of the Ministry of Health represented only
a modest part of the national budget, but nearly 25 and .16
per cent, respectively, of that budget was devoted to birth.
control programmes. In a general way, the maternal and
child health services were the means used-by ministries of
health to publicize birth control programmes partlcularly in
the rural areas.

New experiments for the integration of birth control pro-
grammes into health services other than maternal and child
protection- services, and into projects or programmes be-
longing to ministries other than the Ministry of Health, were
being attempted in some countries. Mention may be made
of the experiments undertaken in Indonesia, Malaysia, the
‘Philippines, the Republic of Korea and Thailand, where an
effort was being made to integrate birth control programmes
into services for the prevention and cure of parasitic dis-
eases in rural areas.” In Sri Lanka, there was a project that’
dssociated the programmes with a food help plan; and in
India, with integrated rural development projects. The In-
dian experiment is indeed very interesting to follow, as it is
one of the first of that type. As has been pointed out, ‘that
type of “horizontal” approach derives more from a transfor-
mation of procedures and administration at basic commu--
nity level than the “vertical” approach which tackles the
problem simultaneously by means of birth control pro-
grammes and independent sectoral action (education, indus-
trialization etc.).”” .

Another technical method used more and more frequently
to improve the supply of birth control services, and more or
less in consequence, the demand for those services, was the
decentralization of programmes and their redirection to-
wards local communities, villages, urban districts or certain
community groups, associations, business undertakings etc.
China had made great progress with that type of experi- -
ment.” The implementation of measures was decided by the
Ministry of Health, which took the over-all responsibility,
while the execution was entrusted to a hierarchy of admin-
istrative units in which the responsibility was delegated
from one level to another down to the level of the local
authorities. The organs of the Party and such humanitarian
bodies as the Federation of Women-operated alongside the
administrative system.

Another example is that of Indones1a ” The Government
had given the people and their basic local communities,
particularly the highly structured communities (the banjar),
the responsibility for execution of programmes, including.
motivation campaigns, recruitment of couples for birth con-

® This programme, the Joint Parasite Control/Nutrltxon Family Planning’
Project, was launched on the initiative of the Japanese Organization for
International Co-operation and Family Planning and is financed in part by
the International Planned Parenthood Federation and the United Nations
Fund for Population Activities.

7 B, Berelson, W. P. Mauldin and S. J. Segal, op. cit.

"Y. C. Yu, “Population policy in China”, Population Studies, vol.’
XXXIII, No. 1 (March 1979), pp. 125-142; and “Populauon”,Chum News
Analys:s

2 Population Policy Compendium: lndonesla, situation as assessed in
May 1979, a joint publication of the Population Division of the Department
of International Economic and Social Affairs of the United Nations Secre-
tariat and the United Nations Fund for Population Activities (New York,
1979).




trol programmes and distribution of contraceptives. The
local development projects, which came under the responsi-
bility of various ministries, were associated with the success
of the targets fixed by the Government in regard to fertil-,
ity.” The programmes in question had been incorporated
into the development programmes: Repelita I (1963-1974);.
and Repelita I (1975-1979). The Philippines followed .a
similar policy and had transferred the responsibility for’
birth control programmes from the dispensaries to the local
communities. Several countries similarly used industriali
undertakings for the distribution of contraceptives (India,
the Philippines and the Republic of Korea). In the; Philip-
pines, industrial undertakings that employed over 200 per-
sons were required by law to include birth control methods
in their health services. In the Republic of Korea, birth
control programmes were associated with the health insur
ance schemes launched by industry. Other types of organi-
zations also were used to publicize the programmes: sports
organizations (the Philippines); youth associations (India);
the border police (Thailand);™ the army; and a new village,
movement that comprised 35,000 mothers’ clubs (Republic
of Korea).” :

Along with those measures, a very large number of coun-
tries were tending increasingly to entrust the responsibility
for birth control services to non-medical staff, in particular,
midwives. Such programmes were in -operation in
Bangladesh; Indonesia, Malaysia, Pakistan, the Philip-
pines, and Thailand.™ Some countries also called in village
chiefs, schoolteachers, women'’s organizations etc. to carry
out the same functions. In the- Philippines, paramedical
personnel were used for distribution of the pill and for IUD
insertions.- In another direction, many -countries had estab-
lished vast programmes for the distribution or sale of con-
traceptives through non-commercial and modern or tradi-
tional commercial circuits.

However, those experiments are not without their dan-
gers, especially in regard to the distribution of contracep-
tives with a hormone base. Some people are worried about
entrusting the responsibility for distributing products with a
distinct potential danger to people who do not have adequate
medical training and are not competent to react properly if
secondary effects should develop.” : :

Economic incentives and disincentives

Among pro-natalist countries, such as the Lao Demo-
cratic People’s Republic or Mongolia, which wanted to
maintain the existing level of rates, economic incentive and
disincentive measures had been introduced. In Mongolia,
for example a comprehensive programme of measures had
been worked out when the fifth development plan
(1971-1975) was drawn up. Among the incentives, mention
may be made of a very comprehensive system of family

 Economic and Social Commission for Asia and the Pacific, Report of
the Expert Group Meeting on Socio-Economic Measures Affecting Ferulity
Behaviour with Special Emphasis on Actionable Programmes, Bangkok,
5-10 September 1977, Asian Population Series, No. 41 (ST/ESCAP/31)
(Bangkok, 1978).

M. Wolfson, op. cit.

 Population Policy Compendium: Republic of Korea.

6 M.-L. Simpson-Hebert, op. cit.

7 D. L. Nortman, op. cit.

allowances and a variety of benefits, such as retirement at
age 50 for working women with four or more children. In
the sixth development plan (1976-1980), those measures
were stepped up, and new benefits were added, such as
maternity leave for a period of six months with allowances
representing half pay. But disincentives also existed, such as
a 2 per cent tax on the income of unmarried persons from
the age of 16 onward and taxes on childless couples.™

In anti-natalist countries, an initial incentive was the
supply of contraceptives free of charge. Table 30 indicates a
number of countries where contraceptive services were pro-
vided free of charge or where contraceptives were sold at
low cost. It will be noted that most countries provided free
[UD insertion or the distribution of condoms. Sterilization
was frequently done free of charge, while contraceptive pills
were sold at very reduced prices. In addition to services free
of charge or at low cost, many countries also offered a cash
bonus to those who agreed to practise contraception. Some
countries also offered a bonus to those who publicized
contraceptive devices and sometimes even to the suppliers
of contraceptive products, for instance, in' India and
Pakistan. ' : ,

In many countries that -had decentralized birth control
programmes, the bonuses granted by the State to persons or
bodies who publicized methods of contraception very often
benefited the local communities to whom that responsibility
had been entrusted. The measure was applied also in certain
instances for the supply of contraceptives where co-opera-
tive distribution centres had been established locally.”

In addition to that type of remuneration, there were grad-
uated systems-of direct and indirect incentives designed to
promote a certain type of reproductive behaviour. Such
remuneration could be financial, in kind or in the form of
social benefits, granted immediately or deferred, for fami-
lies that had complied with the family standards recom-
mended by the Government. One or two examples may be
given to illustrate the various types of measures. In Sri

. Lanka, on the occasion of a campaign launched in favour of
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male sterilization among tea plantation workers, increased
maternity benefits were offered to those who agreed to allow
themselves to be sterilized after the birth of the second or

third child.* In the Republic of Korea, couples with two .

children were given absolute priority in obtaining new

dwellings constructed by the Government, provided the

woman was at least 40 years old.* )

The payment of the remuneration-was. sometimes de-
ferred in India, for example, a system of savings and retire-
ment had been set up in favour of families who undertook to
have only a limited number of children. The benefits were

only payable if the number of children had not been ex-

ceeded. Along with those incentives, some Governments,
especially those which had already reached an intermediate
stage of development, had recourse to disincentives. Essen-

™ Population Polié)l Compendium: Mongolia, situation as assessed in

June 1979 (New York, 1979).

M. Wolfson, op. cit.

® International Planned Parenthood Federation, Report to Donors
(London, October 1979).

8 United Nations Fund for Population Activities, The Role of Incentives
in Family Planning Programmes, Policy Development Studies No. 4 (New
York, 1980). ;




tially, their purpose was to impose financial or social penal-
ties.on families whose reproductive behaviour differed from
that which the Government would like to see. In general,
those measures applied to confinement expenses, paid nia-
ternity leave, priorities in obtaining employment and hous-
ing; choice of schools; and, in particular, income-tax reliefs
and family allowances. One or two further examples: to
illustrate such measures and the way. in Wthh they were
applied may be approprrate . :

In Singapore, confinement costs in government hospitals
rose according to the child’s birth order; but if the mother
agreed to allow herself to be sterilized following childbirth,
the costs were waived.* Paid maternity leave was also can-
celled with the birth of the third child and subsequent births.
In the Ph111pp1nes paid maternity leave was granted only for
the first four confinements. Priority in obtaining housing

subsidized by the State was not given whén the family was’

numerous; and in Singapore;, when the family had a dwell-
ing; ‘it was not allowed to let rooms. ,

With regard to tax cuts, income-tax relief was limited to-

two children in the Republic of Korea® and to four depen-
dent children in the Philippines. In China, exemption from
income-tax relief was cancelled after the birth of the fourth
child. In Nepal, an income-tax law had been enacted in
1975 which cancelled the income-tax relief based on the
number of depéndent children.* Some countries, such as
China, had taken even more rigorous measures to persuade
couplés to abide by the rules established: free schooling and
free médical care were withdrawn with the advent of a third
child; and the earnings of the head of the family were cut by
10 per cent until the thlrd child reached 14 years of age.™

Thus, the: economic measures used by Governments to
induce parents to limit their progeny represented in actual
fact a mixed system. At the outset, and so long as couples
conformed to the norms laid down, the measures constituted
financial incentives. Subsequently, once the couples.had
exceeded the rules established, the measures involved disin-
centives and penalties.

Psychologtcal measures

Most of the Governments in the ESCAP area had in-
stituted psychological persuasion campaigns that used. both
traditional and modern information media. Large-scale edu-
cational programmes also had been launched for the benefit
of adults and young people through the formal and informal
education systems. Such publicity and education campaigns

actually constitute a basic factor in any birth control strat-.

egy. Government policies will only be followed when fami-
lies are convinced that they are sound. They will only be
effective when couples are familiar with methods of avoid-
ing conception and know where to obtain them. Those
responsible for birth control programmes have understood
this; and thus it has been established i in a pilot programme %

% Peter S. J. Chen and James F. Fawcett, Public Policy and Population
Change in Singapore (New York, The Populatlon Council, 1979)
& Popu[anon Policy Compendium: Republzc of Korea. ..+ 7
% Population Policy Compend:um Nepal, situation as .assessed in May
1979 (New York, 1979).
8-“Ppopulation”, China News Aralysis.
D, L. Nortman and E. Hofstatter, op. cit.
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based on the programmes in force in 18 countries, that the
heading *information and education’ represented 14 per
cent of.the total budgetary expenses of the programme,
while the supply of contraceptives alone represented 56 per
cent of the budget. .

China had embarked on a vast mass- moblhzatlon cam- -
paign. Slogans, simple -but persuasive;, were given wide:
publicity: “Later, longer and fewer”; a slogan that summa-
rized the whole of the Government’s strategy (marriage at a
later age, longer intervals between births and fewer chil-
dren).” ‘ : '

In the Philippines, the study of populatlon probleme was
integrated into the curricula of schools at all levels. Infor-
mation wa$ disséminated in many countries through the
media, the maternal and child health services, social and
cultural bodies (mainly women’s organizations), local com-
munities (the village chief, schoolteachers and voluntary
student workers), and business undertakings. Mobile teams
were sent from village to village, where they-used dlagrams
graphs and audio-visual apparatus.®

Action on socio-economic determinants of fertility

One final type of measure consists in action on the socio-
economic factors that determine fertility: A number of na-
tional experiments had shown effectively that improvements
in living conditions brought about a drop in fertility. The
most resounding successes in programmes to reduce fertil-
ity had been achieved in countries where a more advanced
stage of development had ‘already been reached, as for
example, in Singapore. On the other hand, in countries
where the "gap -betiwveen population growth and economic’
development was widening, Governments “were realizing
that birth control programmes-applied without other types of
action on the determinants of fertility were not sufficient. A
statement by the chief of the Indian delegation to the World
Population Conference at Bucharest expressed the problem
neatly when he said: “The real enemy-is poverty.” In India,
the most marked successes had-been achieved in cértain
states, such as Kerala, where the level of education, the
status of women, nutrition and equality in the distribution of
earnings had reached a level distinctly higher than the na-
tional average.® The Philippines was resolutely steering its
policies in that direction. While it was analysing the com-
plex problem of motivation towards fertility and its deter-
minants, policies had been set up, jointly with birth control
programmes, to reduce mortality and morbidity. That was
only an intermediate stage, since the Government had set
itself the task of tackling-all the known factors that deter-
mined fertility and not merely some of them.”: Sr1 Lanka
was following a similar policy. :

Some of the countrles in the ESCAP area were integrating
birth control programmés into their general development:
strategies. In the Republic of Korea” and Thailand,” for

¥ “Population”, China News Analvtis* V

% M. Wolfson,op. cit.

¥ Lester R. Brown, Resource Trends and Population Policy: A Time for
Reassessment, Worldwatch Paper No. 29 (Washmgton D.C., Worldwatch
Institute, May-1979). o : .

% M. Wolfson, op. cit.

% Population Policy Compendium Republzc of Korea.

%2 Population Policy Compendium: Thailand, srtuauon as assessed in
January 1979 (New York, 1979). i




example, a population committee or council had been set up
at high ministerial level for the purpose of co-ordinating
population policies and integrating them into the other sec-
tors of planning. - :

In developing countrles anxious to reduce thelr fert111ty‘

level, the debate was currently Jess concerned with -the
legitimacy of action by the State, or even with its efficacy,

than with the manner and the vigour with which it is carried -

out. Since the World Population. Conference, birth control

programmes had acquired an-additional measure of legit-.

imacy from the concept of ‘integration, which although
vague, did indicate an essential direction in. which action
could take place: birth control programmes, if they were to
be acceptable and therefore effective, should be des1gned as
an integral part of an over- all strategy for improving levels
of living. That integration appeared to be widely accepted at
the level of technlques des1gned to improve the supply and
demand for services.

On the other hand, the account dehberately taken in
development strategies of the demographic effects of this or
that macro-economic intervention or social measure still did
not indicate any marked changes in government practice
since the Conference. However, the recent establishment of
dozens of population units set up to integrate demographic
and non-demographic processes within planning organs
should help to improve the current situation over the long
term. o I

All in all, the expansion of economic incentives and
disincentives, especially in Asia, associated- with an im-
provement in procedures. for the supply of -birth control

services in all the anti-natalist countries, appeared to be ong.

of the outstanding characteristics.of anti-natalist policies.in
the past few years. Their rapid expansion nevertheless raises
serious financial problems; and there is a great temptation.to
have recourse to fairly strong pressure, at the outset comple-
menting and subsequently replacing these costly economic

incentives. 1t may be added in this connection, that most of:

the measures referred to above may or may not be coercive
in character, in the broad sense, according to the way in

which they were being applied. The Chinese authorities, for.

example, were well aware of the problem, because when the
sixth five-year development plan-(1981-1985) was submit-

ted, they stressed the fact that only persuasion and-ideologi-

cal and political effort should be used in implementing birth
control programmes and ruled out the coercive methods
which had occasionally been used in the past. . ‘
Meanwhile, as has been shown in this chapter, a relatwely
small but significant number of developing countries that
regarded their fertility level as either too low or satisfactory
had adopted policies designed to change the levels and
trends. They were, with a few notable exceptions, small
countries at the early stages of demographic transition and
hence they had a high mortality rate. They felt that the
smallness of their current population was a major obstacle to
the full use of their natural resources and a potential danger
to their security. For most of them, excluding such countries
as Argentina, the Democratic People’s Republic of. Korea or
Mongolia—the pro-natalist policies were limited to ‘legal
measures, for want of national and international resources.
Access to the various methods of contraception was often
made difficult, abortion was more or less prohibited, the
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age.at which marriage was authorized was relatively low,
etc. Admittedly, somé economic incentives, such-as family-
- allowances, maternity -leave and tax benefits, did.exist; but’

in many instances, those benefits reached only a fraction of
the population, the wage earners or even at times ‘only Civil

servants,. Moreover, they. would appear to be perceived more

and ‘more, in the socio-cultural context of the countries

where they were applied, as havmg a social rather than a

demographic significance. e *

CONCLUSION
The majonty of countries, both in the more developed
regions and in the less developed regions; Were. faced with
the problems of “aggregate” fertility which was percewed

as either too. Tow or too high in 1980, or with problems that-

arose from the trend in “1nd1v1dual” fertlhty through the
maintenance or improvement of family -well-being.

“Comparing the strategies to which the‘various groups of

countries had recourse, it may be said that in the developed:

countries, legal measures, such as access.to contraceptives,
abortion, sterilization and age at marriage, tended to be-
come 1ndependent of the population policy aims (except in
the Eastern European countries). Those measures were €s:
sentially des1gned to ensure the well-being of the individual
and to permit the person to control fertility in complete
freedom. In the developing countries, on the other hand,

legal measures were as a rule bound up with demographlc‘

objectives. In pro-natalist countries, and in some countries
that considered their fertility rate satlsfdctory but wanted to
maintain it at the existing level, the provrs1ons were, on the

whole, relatrvely restrictive, whereas. in anti-natalist coun-"

tries, or in some countri€s that were satisfied with their rate
but would still like to reduce it, they had been much more
liberalized. The liberalization of sterilization would appéar
to have advanced more rapidly than the’ liberalization of:
abortion in the latter countries, wheréas in the developed

countries, Governments had been concerned w1th abort1on?

first and foremost.

Among the technical measures mentioned throughout ‘this
chapter, the role played by local communitie$ and certain’

community -groups in publicizing and sometimes in imple-
menting modern contraceptive methods has been shown'to

be one of the characteristic features of the new trends in the

organization of these services. This-trend is at variance with
that observed in the developed couritries, where the right of
the individual to determine his own reproductive behav1our'
is recognized almost umver%ally oo s :
Economic incentives and dlsmcentwes are a tool used by

both developed and developing countries: - In the' former -

group, family allowances. tax relief, etc. make it possible
first, -to ‘encourage families to have a larger number of

children; and secondly, to give families some compensanon'

for the cost of upbringing and‘education involved when'a
child is born. Among the latter countries. while a number of
pro-natalist countries did have recourse to that type of meas-
ure, its significance, as noted abgve. was social rather than

demographic. On the other. hand, anti- nutdhst developing |

countries had recourse on a large scale to economic-incen-

tives and disincentives which sometimes severely penaljzed

couples who did not abide by the family norms established
by the Government. . . _



Psychological publicity measures were used mainly in the
developing countries, whereas in the developed countries
the private and public media played an important role in
publicizing the social norms, which undoubtedly have a
considerable influence on fertility.

Lastly, although certain types of action on the socio-
economic determinants of fertility have a fairly similar
significance in both developed and developing countries,
others have a more specific significance. For example, one
of the goals of the efforts to improve the status of women in
anti-natalist developing countries was to create favourable
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conditions for reducing fertility. In pro-natalist developed
countries, measures designed to resolve the contradictions
between maternity and employment were perceived as also
influencing fertility. On the other hand, however, such fac-
tors as provision of education, health facilities and employ-
ment, which are intrinsic to countries where the welfare
State is trying to establish the bases of an egalitarian society,
cannot be further manipulated to affect fertility. In develop-
ingcountries, on the other hand, those factors could be
regarded as indirect methods of modifying fertility in the
direction desired, and hence may be subject to manipulation
in a variety of ways. - '

[




 Chapter XXIII
INTERNATIONAL MIGRATION

The movement of labour across national boundaries has
assumed very large proportions in the past decade. As of
1980, there were about 20 million migrant workers in the
world, about 12 million of them from developing countries.
The oil-producing countries of Western South Asia con-
tinued to be a major pole of attraction and were beginning to
draw manpower from countries that had formerly supplied
labour migrants to Western Europe, as well as from a
growing number of Asian countries. In recent years, there
has been a tendency for Governments to take increasingly
active roles in overseeing recruitment and as recruiters
themselves—both as a means of avoiding abuses and as a
means of increasing the export of manpower in conformity
with labour-export strategies. Among the suppliers of labour
to Western South Asia, there was a growing emphasis on the
“project package” approach to manpower exportation,
whereby Governments would supply entire projects from
design through execution. There remained, however, coun-
tries that engaged solely in manpower exportation.

In Africa, Latin America and Asia, intraregional move-
ments of labour tend to be spontancous and often outside
government control. The major flows continued to be to-
wards traditional poles of attraction: in sub-Saharan Africa,
towards Gabon, the Ivory Coast and South Africa; in Latin
America, towards Argentina and Venezuela in the southern
cone; and in Eastern South Asia, towards Hong Kong and
Singapore. Much of the movement was of a circular or
temporary nature, or involved border movements that were
really inseparable from internal flows. In all regions, in-
cluding the more developed regions, illegal flows probably
were increasing. Since an unknown but certainly a signifi-
cant proportion of illegal migration consists of movement
from poorer to richer countries, the phenomenon is likely to
continue. What the long-term consequences will be—for
the migrants as well as for the sending and receiving coun-
tries—is imperfectly known. An obvious corollary is that
the most appropriate policies and measures are equally
unknown.

In Western Europe, the former chief destination of labour
migrants, the closing of the door of the large-scale migra-
tion of foreign manpower remained in force. Migration
streams were increasingly mature and consisted largely of
dependants admitted for family reunification purposes.
There was still some immigration to meet labour force
needs, although those flows were closely monitored in order
to prevent further “leakage” into permanence. Although
several Western European countries—notably Belgium, the
Federal Republic of Germany and Switzerland—had passed
legislation since 1978 that was designed to improve the
position, or to facilitate the integration, of foreign workers
and their dependants, there was still a wide gap in most
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countries. between pronouncements of concern and -actual
policies. Other countries, such as France, sought a continu-
ing reduction in their stock of foreign workers and had
adopted legislation towards that end.

The former chief recipients of permanent immigration

had adopted similar positions. In the period 1978-1980, the
United Kingdom of Great Britain and Northern Ireland

shifted to a position of restricting future immigration, par-
ticularly of Asians from Commonwealth countries. The -

United States of America, which was currently in the pro-
cess of re-evaluating its immigration policy, was likely to
make a number of minor adjustments, such as the abolition
of its underused preference categories, although it appeared
to be moving in the direction of becoming more restrictive.

At the world level, few countries desired permanent im-
migration. Several of those countries were not perceived as
desirable migration destinations and had been unsuccessful
in attracting migrants, while others had actually lost popula-
tion through emigration. At the same time, few countries
desired the permanent emigration of their nationals, al-
though growing numbers desired emigration on fixed-term

contracts. Virtually all countries affected by a brain or skill

drain desired to reduce that flow. Although a wide variety of
incentives and disincentives had been employed, few coun-
tries had been successful in the repatriation of skilled per-
sonnel.

The fact that a majority of countries desired neither immi-

gration nor emigration is shown clearly in the summary
tables on Governments’ perceptions of the acceptability of

current international immigration and emigration (tables 34
and 36).' As of 1980, only six countries with significant
immigration considered it to be too low, as shown in table
34, while four additional countries, in which immigration
was not significant, desired greater immigration. On the
other hand, 21 countries with significant immigration con-
sidered it to be too high.

An examination of Governments’ policies with respect to
immigration (table 35) shows that nine countries had pol-
icies designed to achieve a higher rate of immigration; 17
countries with significant immigration had a policy intended
to maintain the current rate, subject to strict control; and
lastly, 25 countries with significant immigration had
adopted policies to curb immigration in the near future and
to maintain the already established immigrant population.

As shown in table 36, while 25 countries considered
emigration to be too high, only six countries with signifi-
cant emigration considered it to be too low. Three additional

! For views of individual Governments concerning international immi-
gration and emigration, see annex tables 45-48.




TABLE 34. GOVERNMENTS’ PERCEPTIONS OF THE DEMOGRAPHIC SIGNIFICANCE AND ACCEPTABILITY OF CURRENT LEVELS OF IMMIGRATION,
BY AREAS OF RESPONSIBILITY OF REGIONAL COMMISSIONS, REGIONS AND LEVEL QF DEVELOPMENT, JULY 19802

Immigration significant Immigration not significant

Area of responsibility bfregional commission, Immigration Situation
region and level of development Too low . Satisfactory Too high desired satisfactory Total
ECA area
Bastern AffiCa. ..o e e — 2 2 — 12 16
Middle Africa....... 1 1 1 - 6 9
Northern Africa ... - 1 1 —_ 4 6
Southern Africa ... 1 — - — 3 4
Western Africa.................: e — 1 2 — 13 16
) 2 S 6 — 38 51
ECE area
Eastern BULODE. ..ot - - - - 6 6
Northern Europe ... — 2 1 — 4 7
Southern EUrope ..o — — 1 — 8 "9
Western EUrope................cooiiiii - 6 2 - 1 9
Cyprus, Israel and Turkey. 1 — - - 2 3
Northern America............. — 1 1 - — 2
USSR oo e e — — — — 3 3
ToTAL 1 9 ) — 24 39
ECLA area ’ ’
CAriDDEAN ..o — — 1 - 10 11
Middle America................ — — — 6 7
Temperate South America 1 - - — 2 3
Tropical South America....................... e — — 1 3 5 9
ToTtaL 1 — 3 23 30
ECWA area
Western SOUth ASIa® ... oo, 1 4 2 1 4 12
ToTaL 4 2 4 12
ESCAP area
ChINA......oo e - - — — 1 1
Japan.......... — — — — 1 1
Other East Asia ....... — — — — 3 3
Eastern South Asia................cccccooeiiiiiies - — 2 — 7 9
Middle South Asia.................coooeeiviii, - 1 2 —_ 6 9
Australia-New Zealand .. 1 — - — 1 2
Melanesia.................ooi e - — - — 2 2
Micronesia-Polynesia ...........c.ocooocoiiiiiic i — 1 1 — 4 6
ToTaL 1 2 5 — 25 33
Developed COUNtries. ... 1 9 5 - 24 39
Developing COUNEIIES..............ccooieiiieiii e e S 11 16 4 90 126
ToTAaL 6 20 21 4 114 165

Sources: Compiled from replies to “Fourth Population Inquiry
among Governmentsin1978: review and appraisal of the World Popu-
lation Plan of Action”; and from the Population Policy Data Bank of
the Population Division of the Department of International Economic

countries in which emigration was not significant desired
greater emigration.

As shown in table 37, with respect to emigration policies,
six countries had adopted policies to achieve a higher rate;
28 - countries with significant emigration had a policy
intended to maintain the current rate; lastly, 26 countries
with 51gn1flcant emigration had’a policy des1gned to curb
emigration in the future.

Before beginning the discussion of international migra-
tion policies at the world level, which is organized accord-
ing to the 24 geographlcal regions established by the Popu-
lation Division, it is necessary to deal briefly with the
problem of classifying migrants. In the present text, mi-
grants have been grouped into one of four general categor-
ies: permanent; temporary; illegal; or refugees. For pur-
poses of analysis, the first category generally refers to the
more traditional type of immigration, involving the perma-
nent immigration. of persons with needed skills and family
ties-to the receiving country. The second category, that of

and Social Affairs of the United Nations Secretariat.
2 For countries in each category, see annex table 45.
b Excluding Cyprus, Israel and Turkey.

“temporary” migration, refers to various types of labour
migration, along a continuum from seasonal migration or
border community to movements that in effect become
permanent, as has commonly occurred with large numbers
of “guest workers” in Western Europe. A third category,
that of illegal migration, is essentially a subcategory of the
second, since illegal migrants are typically labour migrants.
The greatest number, however, fall somewhere in between;
and under current international law, it is the prerogative of
the receiving country to ‘grant or to deny asylum.

In employing the four categories of migrants throughout
this chapter, it is important to take note that the categories
sometimes overlap, both as a result of the lack of a standard-
ized definition and as a result of deliberate government
policy Lastly, it is important to mention that while the
various categories of migrants are treated separately, it is
often the total volume of migration that affects Govern-
ments’ perceptions of mternatlonal migration and related
policies.




TaBLE 35.

GOVERNMENTS’ POLICIES CONCERNING IMMIGRATION: BY AREAS OF RESPONSIBILITY OF REGIONAL COMMISSIONS,

REGIONS AND LEVEL OF DEVELOPMENT, JULY 1980%.

Government policies in favour of:

Area of responsibility
of regional commission, region and

Maintaining current
rate but subject to

Curbing immigration in
Sfuture but maintaining
already established

Immigration perceived
to be not demographically
significant or desirable

level of development Higher rate strict control immigrant population or not desirable Total
ECA area
Eastern Africa...............cccoooiienn, — 3 1 12 .16
Middle Africa...............cccoeeiinnn, 1 1 1 6 9
Northern Africa..............c.c.coooen. - 1 1 4 6
Southern Africa ... 1 — — 3 4
Western Africa.............................. - 1 2 13 16
2 6 5 38 51
ECE area
Eastern Europe...............ccococoo. - — - 6 6
Northern Europe ......................... — - 3 4 7
Southern Europe . — - 1 8 9
Western Europe..............co.o.. — —_ 8 1 9
Cyprus, Israel and Turkey............. 1 —_ - 2 3
Northern America . - .2 — - 2
USSR o - - - 3 3
1 2 12 24 39
ECLA area
Caribbean ... — 1 - 10 11
Middle America..............ccccocoe.. — 1 - 6 7
Temperate South America............ 1 — - 2 3
Tropical South America.............. 3 — 1 5 9
TOTAL 4 2 1 23 30
ECWA area
Western South Asia® ... 1 4 2 5 12
ToTAaL 1 4 2 5 12
ESCAP area
— - — 1 1
- — - 1 1
— - - 3 3
— — 2 7 .9
Middie South Asia — 1 3 5 9
Australia-New Zealand ................ 1 - - 1 2
Melanesia...........c.ccocooeeieeieeieennn — — - 2 2
Micronesia-Polynesia.................. — 2 - 4 6
1 3 5 24 33
Developed countries... 1 2 12 24 39
Developing countries 8- 15 13 ) 90 - . 126
-9 17 25 : 114 165

Sources: Compiled from replies to “Fourth Population Inquiry
Among Governments in 1978: review and appraisal of the World
Population Plan of Action”; and from the Population Policy Data Bank
of the Population Division of the Department of International Eco-
nomic and Social Affairs of the United Nations Secretariat.

A.. AREA OF RESPONSIBILITY OF EcoNnomic
COMMISSION FOR AFRICA

Eastern Africa
One . of the major refugee situations among many in
Eastern Africa. was the result of the continuing conflict
between Ethiopia and Somalia. A number of countries were
affected. For example, the presence of an estimated 25,000

refugees from Ethiopia had placed a severe strain on the -

economy of Djibouti because the country is arid, with
inadequate’ domestic food production, and there was little
likelihood that those refugees would be repatriated soon.?

The major brunt of the war between Ethiopia and Somalia
had been borne by Som_z}]la, whose refugee population had

? “Assistance to refugees in Djibouti: Report of the Secretary-General”
(A/35/409).
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2 For names of countries in each category, see annex table 46.
b Excluding Cyprus, Israel and Turkey

increased its total population size by about one th1rd As of
spring 1980, Somalia was hostmg more than 1.3 million,
refugees. Of that number, some 750,000 were living in.
makeshift camps; the remainder were living among the local
population. A serious problem was that many of the rgfg~
gees had nomadic life-styles and were not used to living-in

large groups; in addition, about 90 per cent of the refugees.

were women and children under 15 years of age.’ Although
it had been a major producer of refugees, Ethiopiél had in;
turn provided refuge to some 11,000 refugees, mostly from
the southern area of the Sudan. The country’s major prob-
lem, however, was the more than 2 million dlsplaced per-
sons within its borders.

PR

-* “Humanitarian Assistance Programmes of ‘the United Nations: High'
Commissioner for Refugees in Somalia and other countries in the horn-of:

Africa” (E/1980/44).




TABLE 36. GOVERNMENTS’ PERCEPTIONS OF THE DFMOGRAPHIC SIGNIFICANCE AND ACCEPTABILITY OF CURRENT LEVELS OF EMIGRATION,
BY AREAS OF RESPONSIBILITY OF RbGIONAL COMMISSIONS, REGIONS AND LEVEL OF DEVEL OPMENT, JULY 1980°

Area of responsibility

Emigration significant

Emigralian not significant

of regional commission, region and . Emigration Situation
__ level of developmeént Too low . Satisfactory Too high desired satisfaciory Total
ECA area
Eastern Africa....................... — 4 2 1 9 16
Middle Africa....... - 2 - — 77 9
Northern Africa... 1 3 - — 2 6
‘Southern Africa ... .. - 2 1 — 1 4
Western Africa....................... - 4 2 — 10 16
: 1 15 S 1 29 51
ECE area )
Eastern Europe......... e . — - - — 6 6
Northern Europe. ) — —_ 2 — S 7
Southern Europe . . 1 1 4 — 3 9
Western Europe...................... 1 — — — '8 9
Cyprus, Israel and Turkey...... 1 — 1 — 1 3
Northern America................ — - — — -2 -2
USSR — — - — 3 3
ToraL 1 7 — 28 39
ECLA area
Caribbean ........................... - 5 2 - 4 11
Middle America...................... — 2 2 — 3 7
Temperate South America..... — — 1 — 2 3
Tropical South America......... — - 4 — S 9
ToTAL - : 7 9 — 14 30
ECWA area
Western South Asia®.............. - 2 1 1 8 12
TotAaL - 2 1 1 8 12
ESCAP area
China.........oooooiieiio — — — — 1 1
Japan........... - —_ — - 1 1
Other East Asia ... 1 — - — 2 3
Eastern South Asia.. - 2 - 1 6 9
Middle South Asia......... . 1 2 1 — S 9
Australia-New Zealand .......... —_ - 1 — 1 2
Melanesia...........c...coocooeeinn. — — — — 2 "2
Micronesia-Polynesia ............. — 1 1 = 4 6
TotaL 2 5 3 Tl - 22 © 33
Developed countries.................. 2 1 7 — 29 39
Developing countries................. 4 29 18 3 72 126
ToTAL 6 30 25 3 101 ) 165

Sources: Compiled from replies to “Fourth Population Inquiry

Among Governments- in 1978: review and appraisal of the World:

Population Plan of Action”; and from the Population Policy Data Bank
of the Population Division of the Department of International Eco-
nomic and Social Affairs of the United Nations Secretariat.

In addition to the countries affected by the Ogaden con-
flict, many  countries in the region had granted asylum to
large numbers of refugees. For example, Burundi had been
assisting some 50,000 refugees from’ neighbouring coun-
tries and was encouraging those without skills to move to
designated rural settlements. Sxmllarly, the United Republic

of* Tanzania -had prov1ded assistance to large numbers of

refugees from various countties in Southern Africa. A num-
ber of those refugee settlements’ had become self-reliant
communities; they produced their own food and sold cash
crops sufficient to meet their other expenses. In some cases,

those refugee settlements had dlready, been passed over to

the Government for normal administration, on, the same
terms’ as the other vnl]ages and development %chemes in the
country.

While the United Republic of Tanzania had been rela-
tively successful in its refugee resettlement, many countries
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2 Fornames of countries in each category, see annex table 47.
b Excluding Cyprus, Israel ‘and Turkey.

had experienced serious problems. In the case of Zambia,
for example, the closing of its borders and the cutting-off of
main travel routes had not stopped .a steady stream .of refu- .
gees. Although large numbers of Zimbabweans. had begun
to be repatriated, some.32,000 remained in Zambia as of
May 1980. The drain on Zambian revenues caused by the
sheltering and feeding of those refugees had become even
more acute as recurring drought depleted food supplies. -

-Several countries in Eastern Africa had recently had suc-
cessful experiences. with' repatriation. For example, with
financial assistance from the United Nations High- Commis-
sioner for Refugees (UNHCR), Uganda-had begun to reset-
tle large numbers.of returning refugees and displaced per-
sons, including thousands of Rwandese and Zairians who
had previously lived in Uganda. A large flow of Ugandans
may be expected to be repatriated because the Government
of Kenya revoked the refugee status of Ugandans living in




"TABLE37. GOVERNMENTS’ POLICIES CONCERNING EMIGRATION, BY AREAS OF RESPONSIBILITY OF REGIONAL COMMISSIONS,
REGIONS AND LEVEL OF DEVELOPMENT, JULY 19802

Government policies in favour of:

FEmigration perceived

Area of responsibility of regional

Maintaining current

to be not demographically

Curbing emigration _ significant and desirable

commission, region and level of development Higher rate ) rate in future or not desirable Total
ECA area
Eastern Africa.................c.ccooee. - S 1 10 16
Middle Africa..... - 2 - 7 9
Northern Africa. 1 3 — 2 6
Southern Africa. — 2 1 1 4
Western Africa..........c..occooeveeennnnn. — 3 2 11 16
1 15 4 31 51
ECE area
Eastern Europe..............c..ccoooe. = - - 6 6
Northern Europe .. - = 2 S 7
Southern Europe .. 1 1 4 3 9
Western Europe.................. 1 - - 8 9
Cyprus, Israel and Turkey.. 1 — 1 1 3
Northern America.... — — — 2 2
USSR ..o — - — 3 3
ToTAL 1 7 28 39
ECLA area -
Caribbean .............................. e — 4 3 4 11
Middle America.................. — 2 2 3 7
Temperate South America. — - 1 2 3
Tropical South America................ — - 4 5 9
— 6 10 14 30 -
ECWA area )
Western South Asia® ... — 2 1 9 12
ToTtaL — 2 1 9 12
ESCAP area
China..........occoie e - - - 1 1
Japan........... — - - 1 1
Other East Asia . 1 - - 2 3
Eastern South Asia... — 1 1 7 9
Middle South Asia....... 1 2 1 5 9
Australia-New Zealand ...... — — 1 1 2
Melanesia.........cccoccooeenennn. — — — 2 -2
Micronesia-Polynesia.................. — 1 1 4 6
ToTAL 2 4 4 23 33
Developed countries......................... 2 1 7 29 39
Developing countries................... e 4 27 19 . 76 - 126
TOTAL 6 28 26 105 165

Sources: Compiled from replies to “Fourth Population Inquiry
among Governmentsin 1978: review and appraisai of the World Popu-
lation Plan of Action”; and from the Population Policy Data Bank of
the Population Division of the Department of International Economic
and Social Affairs of the United Nations Secretariat.

that country and gave them until March 1980 to return.
Similarly, the newest State in Africa, Zimbabwe, was well
on its way to resettling its refugees. When its guerrilla war
ended, about 500,000 persons who had been held in ““pro-
tected villages” by the former Government became free to
move. Of the some 200,000 who fled to Botswana, Mozam-
bique and Zambia, about 35,000 returned to Zimbabwe to
vote in the February 1980 elections. In a second phase, over
5,000 persons were repatriated from. Mozambique in May
1980, while . mothers and children, and other vulnerable
groups, were air-lifted to'Zimbabwe from Zambia.* In a
reverse flow, many of the white citizens of Zimbabwe emi-
grated to South Africa in 1980, as well as to Australia and to

the United Kingdom. A country that wanted to encourage
Ao I

4 Umted Nations ngh Commlssmner tor Refugees Refugee Update 16
May 1980.
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a For names of countries in each category, see annex table 48.
b Excluding Cyprus, Israel and Turkey

selective repatriation was Mozambique. In March 1980, the

President delivered a plea for former Portuguese settlers
who were living in other countries of Africa to return to,
Mozambique; he promised them special business incentives
upon their repatriation.

Ldstly, Rwanda was somewhat unique among countries in
the region in that it had an explicit pohcy to promote the
emigration of its nationals. As reported in its reply to the
Fourth Population Inquiry in 1978, the Government desired
to increase. emigration’ as a means of “reducing demo-
graphic pressure on the land and of improving the well-
being of the country’s- population”.S At that time, it had
been reported to be explormg the possibility of bilateral
accords with potential teceiving countries. Recently, there.

* “Fourth Population -inquiry among Governments in 1978: review and'

appraisal of the World Population Plan of Action”.



were reports that Rwanda might co-operate with the United
Republic of Tanzania in a-scheme 'to.send Rwandese*emi-
grants to populate the new capital city of Dodoma.."

In addition to its policy of encouraging emigration,
Rwanda: had been .a producer of refugees, primarily the
mmor1ty Tutsi. By 1978, some 175,000 refugees had been
living outside Rwanda,-
movement back and forth

Middle?‘A'frica
'As was the case in Eastern Africa, refugees posed a
serious problem for many of the countries in Middle Africa.
In Gabon, formerly a major 1mporter of - contract labour'
refugee pressures had contributéd to the Government S pol-
icy shift 'on immigration. While-the ‘Government ‘had re-

.with considerable year-to-year-

ported in its 1978 reply to-the' Fourth Inquiry that it desired’

to maintain rather than to increase immigration, in 1980,
due largely to an-influx of refugees, it desired-to decrease
the rate. In mid-1979, the Government reported that
Gabonese nationals would receive priority 'in'employment;
it.took note that without the.large number-of foreigners then
in Gabon, there would be. no problem of unemployment
among Gabonese. It further announced- that the Goveérn-
ments of those countries who were sending labour migrants
to Gabon would be asked to assist in reducing those.flows.
Lastly, the Government reported that a census would be
taken of all foreigners: in the country, and those whose
situation was 1rregular would be repatrrated to: the1r -respec-
tive -countries.

< The refugee movement of longest standing in' the' region
involved Equatorial Guiriea, approxrmately one third of
whose population might have taken refuge in neighbouring
countries, as well.as in Spain, during the 1970s. Although
there was a change of government in 1979, it was not yet

known: whether -the new administration’ would: encourage'

repatriation on any significant scale.

+A more recent exodus occurred in 1979, in the wake of
theviolent civil war in Chad, when some 100,000 refugees
sought asylum in. the United Republic of Cameroon. Thosé
refugees presented a particularly” serious problem, since

they were concentrated in the northern province, one of the’

poorest in the country;"and it was not yet'known whether the -

movement would be of temporary or.more permanent dura-
tion. In addition to the provision of emergency assistancé to
the refugees from Chad, UNHCR was assisting thé United
Republic of Cameroon with an information ‘campaign di-
rected towards encouragmg the repatr1at1on of refugees from
Equatorial Guinea.

Another country in Mrddle Afrlca——Zarre—was one of
the major refugee receiving countries on the African conti-

nent. The’ estimated 172,000 refugees in Zaire as of 1979

were" primarily nationals ‘of Angola (especmlly Cabmda
Province), Burundi and Uganda. Although Zaire had gener-

ated sizeable refugee flows in the” ‘past, a large-scale re-

patrxatlon of Zairian refugees from Angola and other neigh-
bouting  countries followed the proclamatron by the

Government of Zaire of ‘a general amnesty in June 1978.

During the year-long duration of the amnesty, some

¢ Le Monde, 13 March 1979..

120,000-150,000 Zairian refugees returned from Angola
under UNHCR auspices, -in one of the largest organized
border crossings in recent African history.”

‘Lastly, Angola had rece1ved from 20,000-30,000 refu-
gees from northern Narnibia (although it was not known
how many of those “refugees” were non-combatants), and it
had been the source of even larger flows. A large proportion
of the 172,000 refugees in Zaire were from Angola. Up to
1980, howéver, Angola had shown no wrllmgness to pro-
claim a general amnesty.

Northern Ajrlca

The L 1byan Arab Jamahmya remained the major labour-
importing country in Northern Africa. Increasing numbers
of l:gypttans and Tunisians had migrated there in recent
years, as had nationals of a wide range of other countries,
although there was evidence that the Government had been
applying pressure on foreigners in the managerial ranks, in
the hope that they would depart Bilateral agreements had
been incréasingly. important in regulatmg migration to the
Libyan Arab Jamahiriya. The agreement between the L1by—
an Arab.Jamahiriya and the Syrian Arab Republic was of
particular importance, although bilateral agreements had
also been used to obtain labour supplres from non-Arab
countries, including Bulgaria, Romania and Yugoslavia. In
addition to those organized flows which had resulted from
bilateral agreements, the Libyan ‘Arab Jamahiriya had re-
ceived large numbers of illegal mlgrants particularly across
the border with Egypt.®

On the supply side, Egypt remained one of the major
exporters of labour to the Arab countries. The Government
viewed emigration as a positive benefit to the economy, and
Ministry of Planning officials estimated that the number of
Egyptians' who were working abroad would increase to
approximately | million by 1986. The Libyan Arab Jama-
hiriya and Saudi Arabia absorbed over two thirds of those
Egyptian workers, while the other important receiving
countries were Algerta Kuwait, the United Arab Emirates
and Yemen. Many Egyptran workers had emigrated to Jor-
daniln' recent years, due largely to a process of replacement
migration, in which foreign workers had been brought into
Jordan to offset the shortfall of labour caused by the depar—
ture of Jordamans Although Egypt had no official migra-
tion pOlle, a number of measures had the effect of increas-,

- ing emigration. Those measures included new import

regulations and the creatron of brokerage agencies that oper-
ated not only as facilitators of migration but as active agents
to influence individuals to migrate.

Algeria, formerly one of the major supphers of labour to
France, was sending migrants. to new destinations in West-
ern South Asia. Although the Government could not renew
labour emrgratron to France the unprepared repatriation of
hundreds of thousands’ of its nationals was considered to be

an cqually unacceptable policy alternative. Consequently, :

"'Office” of the United States Coordinator for Refugee Affairs, 1979
world refugee assessment”, Washington, D.C., 30 September 1979, p. 49
(mimeographed).

¥ 1. S. Birks and €.*A. Sinclair, International Migration and Develop-

ment in the Arab Region, A World Employment Programme Study (Ge-
neva, International Labour Office, 1980), p. 85. )
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the Government of Algeria had .strongly,_.protested the an-

nouncement by the French Secretary of Immigration that"

some 300,000 Algerian work. permits——due to expire at the
end of the 10-year period set out by a 1968 labour agree-

ment—would not be renewed. Algeria had been urging.

France to extend those work permlts which were to expire

in 1980, by at least one year, in order to enable Algeria‘ {0

work out plans for the integration of returning migrants, a
programme to which it felt the Government of France
should contribute.’ :

Tunisia faced problems similar to those of Algeria al-
though it had been somewhat more successful in channel-
lmg mlgrants to new destinations. Since the mid-1970s,
various oil-producing countries, rather than France, had
been the chief destinations of Tunisian labour migrants. An
estimated 2 per cent of thé Tunisian labour force was em-
ployed abroad, chiefly in the Libyan Arab Jamahiriya; and
remittances had become ‘ significant source of income for
the Tunisian economy. The situation might change, how-

ever, because some 800 Tunisian migrant workers were

expelled from the Libyan Arab Jamahiriya in early 1980 and
a systematic round-up of Tunisian workers was reported,

largely as a result of deteriorating relations between the two
countries.

In contrast to those countries which primarily export
terhporary labour, the situation of the Sudan was somewhat
more complex. On the.one hand, the emigration of a signifi-
cant proportion of the labour force of the country’s modern
sector, to the Libyan Arab Jamahiriya and Saudi Arabia, had
led to growing government concern. ‘An additional concern
had'been an increase in illegal emigration. It was estimated,
for example, that as many as 70 per cent of the Sudanese
labourers in Saudi Arabia during 1977/78 had been em-
ployed on an illegal basis. On the other hand, in addition to
a continuing influx of pilgrims, who were significant in the
urban and modern-sector agricultural labour force, migrant.
workers from Chad and from across southern borders of the
Sudan had enlarged its domestic labour market. That situa-

tion had been further complicated by a recent massive influx -

of refugees. As the country on the African continent with
the second largest refugee population (after Somalia), the
Sudan had an estimated 340,000-350,000 refugees; the
largest numbers had come from Ethiopia and Uganda, and
smaller numbers from Chad and Zairé. Althcugh the Sudan
had its own unemployment problems some 80,000 refugees
from rural areas had been given work on agricultural

schemes or with Sudanése tenant farmers. About half of the”

refugees were from urban areas, however; and they had
settled at Khartoum and the main towns which was’ causmg
numerous problems in those areas.'

‘Since the partition of the former Spanish Sahara, large‘

numbers of refugees had been generated by continued fight-
ing. Controversy exists over the size of the populatron of
Westérn Sahara and the ‘number of Saharan refugees. 'A
majority of the refugees had sought asylum in Algeria.

There is no consensus about their numbers, however; and

? “Algerian aide, after Paris talks, asks help for displaced workers The

New York Times, 22 January 1980.

0 “Agsistance to refugees in the Sudan: Report of the Secretary-

General” (A/35/410).
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estlmates range from as low as 17 000 to as hrgh as'

120,000. - -
Southern Africa

In Southern Africa, Botswana, Lesotho and Swaziland-

continued in their roles as satellites and supplied manpower
for the mines i South Africa. Although the numbers of
migrants had declined in recent years;
Labour Organisation (ILO) estimated that some 21 OOO na-
tionals of Botswana and 10,000 Swazis were employed in
South Africa.as.of 1978. Lesotho, the poorest and most
vulnerable.of the countries dependent on the South African
economy, had over 97, 000 workers—>50 per cent of its male
and 10 per cent of its female labour force—employed ir
South Africa as of 1978. Government projections estimated
an increase in the ‘“absent populatnon” to some 180 ,000
workers by 1985.

As.its economy contmued to expand, South Afrrca not
only required a continuing inflow of unskilied workers but
desired increased immigration of skilled personnel. In early
1980, the Government announced a new policy designed to
compensate for-the shortage of artisans in all sectors of the

economy. According to the-new policy, which involved the-

easing of restrictions on oversea recruiting and assistance to
employers who were- seeking workers abroad, artisans

would be allowed to enter South Africa without firm job-

offers, a decision that was a reversal of previous policy. In
addition,- it was planned: to ‘streamline immigration pro-
cedures, to begin an advertising campaign and, as of April
1980, to increase the Government’s allowance towards the
costs of passage of approved immigrants."

With respect to the refugee situation, thousands of refu-
gees had fled from Namibia in recent years in reaction to
security measures imposed by South African: forces that
operated in the territory. (For example, as'many as 50,000
Namibians had been ordered removed from *“‘prohibited
areas” along the -1,000-mile border with Angola.) On the
other hand; due largely to its polmcal neutrality and central
locatron Botswana had served:as a place of asylum . for

refugees and political exiles from Angola; South Africaand .

Zimbabwe. Since Botswana does not have sufficient agri-
cultural Iand to allow large numbers of refugees to settle, it
serves primarily as a country of transit. In addition to many
hundreds of registered refugees, Lesotho and Swaziland had

large numbers of unregistered refugee students from South .

Africa, although the latter country was not curremly a majox
source of refugees.” :

Western Africa

Although data’ for Western™ Africa “are extremely nn-.’

precise, it would appear that international mlgratron flows in
1980 corresponded roughly to those of the previous few

years. The Ivory Coast continued to be the prmcrpal labour- -

importing country. According to the 1975 census, there had

been 1.4 million foreigr natlondls in the country. of whom

719,000 had been economlcally active, and who had made

up about 26 per cent ot the tota] econ mica ty aatrve popula- 4

1980. . .
12 “Agsistance to student refugees from Namibia, Zimbabwe and South
Africa: Report of the Secretary-General”™ (A/3S/149).

the "International
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tion. Although the government policy of ‘“ivoriza-
tion”——that is, the filling of managerral positions with na-

tionals of the Tvory Coast—was still in effect, there had not’

been a SIgnIfrcant reduction i in the number of skrlled person-
nel from overseas.

Several other countries in the region continued to serve as
lesser poles of attraction for foreign workers. For example,
as of 1975, total immigrant labour in Ghana was estimated
at 224,000; they had come primarily from Nigeria, Togo
and the Upper Volta. The most recent estimate (circa 1976)
of foreign nationals in Senegal was 355,000, of whom
157,000 were economically active. Of that total 51,000 had
come from outside Africa, with the remainder from within
the region—namely, the Gambla Guinea, Guinea-Bissau
and the Upper Volta.

In recent years, nationals of Benin had mrgrated in large
numbers to Gabon, attracted by its expanding economy.
That situation possibly ‘was changing, however, because
Gabon had expelled some 10,000 Beninese workers in
1978, following a dispute between the two countries. Simi-
larly, the Upper Volta had suspended its labour agreement
with Gabon in 1977, although its nationals continued to
mIgrate in large numbers to the Ivory Coast.

“Western Africa had been less affected by refugee move-
ments than the ‘other reglons ‘of Africa. At various regional
meetings, Governments had emphasized the need for
“burden-sharing”, which involved countries from the less
affected areas. A formal mechanism, however had not been
set up. At the Pan African Conference on the Situation of
Refugees in Africa, held at Arusha in 1979] the representa-
tive of Ghana reported that his' Government had invited
refugees from other reglons but that the response to the offer
had not been encouraging.®

Lastly, although the Government of Gumea desired. to
increase its population growth, estimates of the number of
Guinean éxiles who were living abroad—chiefly in France,
the Ivory Coast and Senegal—had been as high as 1 million,
or nearly one quarter of. the Guinean population. In
mid-1977, the President had announced a general amnesty
for all Guineans who were living abroad, as well as a
number of incentive measures for the repatriation of stu-
dents, intellectuals and entrepreneurs. It was estimated that
fromi 20,000 to 30,000 exiles had returned to Guinea since
the amnesty, although several hundred thousand still re-
mained abroad." '

B AREA OF RESPONSIBILITY OF ECONOMIC
COMMISSION FOR EURCPE

A

Eastern E urope

In accordance with the manpower co-opération agreement

of the Council for Mutual Economic Assistance (CMEA) in
1971, the - “mutual - coniractual -exchange of man-
power”-—i.e., the mutual transfer of labour in specified

1 “Report‘ of the Conference on the Situation ol Refugees in Africa”,
Arusha, United Republic of Tanzania, 7-17 May 1979 (REF/AR/CONF/
Rpt.1).

he United States of America, LIbrary of Congress Congressronal Re-
search Service, World Refugee Crisis: The Internauonal -Community’s
Response (Washmgton D.C.,.1979), p. 65.
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economic fields for turning out productron for the common
benefit—continued to occur.

Although there are no official statistics concernmg labour
mIgratIon in the Eastern Europedn countries, it is known
that in 1980 a.majority of foreign workers—chiefly from
Bulgaria, Czechoslovakia, Poland and Romania—were em-
ployed in the German Democratic Republic, a country that
also received daily commuters from across the -Polish
border. Czechoslovakia received the second largest number
of foréign workers, mainly from Poland and Yugoslavia.

All of the Eastern European countries continued to send
and to receive small contingents of specialized workers.
Bulgaria had sent a small number of specialists to other
CMEA countries and had brought in Yugoslav construction
workers on fixed-term contracts. Since 1972, with contracts
extended up to 1975 and again up to 1980, Hungary had
been’ sending ‘some 3,000 technicians and. engineers per
annum to work on contracts of from two to three years in
various industrial establishments in the German Democratic
Republic; in turn, Hungary had: been receiving smaller
numbers of specialized workers from that country and Ro-
mania. Poland had been sending large numbers of workers
to Czechoslovakia and the German Democratic Republic, as
well as to the Union of Soviet:Socialist Repubiics, under
different CMEA joint-project oblIgatIonS in addition to the
thousands of its nationals who commuted daily across the
border to the German Democratic Republic. Romania,
which had in recent years sent specialists to Bulgaria, Hun-
gary and the USSR to work on various joint CMEA proj-
ects, had received workers from Czechoslovakia, the Ger-
man Democratic Republic and the Soviet_Union.//Apart
from the mutual transfer of specrahzed labour, the Gofyle)rn-
ments of the Eastern European countries had adop d a
considerable range of policies that affected emIgratlo .
the one hand, Hungary had adopted rather flexible e
tion and travel regulations. It was estimated that
per cent of all applications were granted pé ,
emigrate. Most cases involved family reunifjéation; and
despite the laws that restricted emigration fo persons over
age.55, there was a high degree of toleranc in practice. At
the ‘other extreme, the German Democr: fic Republic had
made a thorough and methodical effft to limit emigra-
tion—as shown by a wide variety of/ travel restrictions, as
well as by its efforts to build a/5trd strong sense of national
identity. Emigration for the pl}x]{ose /of family reunification
did occur, however, and involved the average annual emigra-
tion of some 10,000 nati dals of the German Democranc
Repubhc to the Federal)lepubllc of Germany. )

The emigration polrcres of the other Eastern European
countries fell somewhére in bet\/veen those of Hungary and
the German Democratic Republrc Although the Govern-:
ment of Bulgaria geherally drs/couraged emigration, it gave
some recognition/to the rlght of family reunification, as
provided for ungler the Helsinki Accords (1975). In recent
years, Bulgariah refugees, who were mostly young people
and members of the ’[hrkrsh Muslim minority, had sought
asylum in tHe Federal Repubhc of Germany, Turkey and the
United Stétes of Amerrca Czechoslovak refugees included
a contining flow of ethmc Germans to the Federal Republic
of Germany, as well as persons who left under the family
reunification pl‘OVlSlOnS/Of the Helsinki Accords. In Poland,




the laws restricted emigration, which-hgd declined since the
mid-1960s and which remamed/lo er than it had been
before the signing of the Hel,smkl Accords. The Govern-
ment denied many appl1cat|/or:l}0r exit visas, even for the
purpose of family reunificatiops although a significant flow
of ethnic Germans contmued/ to depart for the Federal Re-
public of Germany, accq
Accords. Lastly, many“of the Jewish nationals of Romania
had left that country in recent years, while its ethnic Ger-
man minority {c{('lwl)een emigrating to the Federal Republic
of Germany at 4 rate of about 10,000 persons per annum.

Northern Europe

Except for the United ngdom which cons1dered immi-
gration to be too high, there had been little change in the
perceptions and policies of the Northern European coun-
tries. Denmark had had continuing net emigration in recent
years, in part as a result of its policy of allowing immigra-
tion for the purpose of family reunification. Outward move-
ment from Finland decreased by some 3,000 persons during
1978, while inward movement remained virtually stable.
Although Sweden remained the first destination for Finnish
migrants, there had been concern among both the Finnish
and Swedish authorities because of the increasing propor-
tion of spontaneous migration—i.e., migration not chan-
nelled through the employment services of the two coun-
tries, as envisaged in the original Nordic Common Labour
Market Agreement. In Norway, the restrictions on immigra-
tion were still in effect, except for inhabitants of the other
Nordic countries. In recent years, Norway had experienced
a slight annual net influx; however, while the net immigra-
tion from other European countries had increased, flows
from various Asian countries had decreased considerably.

Although no major policy changes had taken place in
Sweden, a number of measures had been taken to enforce
immigration control, to improve co-operation with sending
countries, and to promote the integration of foreign work-
ers. Although the policy required that all non-Nordic. en-
trants must be in possession of residence and, if appropriate,
work permits before arrival in Sweden, only about 20 per
cent had complied with that provision; the remainder had
been “exceptionally” -admitted. The Parliamentary Com-
mittee on Aliens Legislation had recently proposed that
those regulations should henceforth be firmly applied. Since
the policy of Sweden was designed to promote the use of all
groups within the potential domestic labour force—includ-
ing resident foreigners—as a means of requiring as ‘little
new immigration as possible, the Government had been
concerned about the increasing proportion of immigration
from Finland that was not channelled through the employ-
ment services of the two countries.'

Although the United Kingdom had been a net exporter of
population in recent years, the Government’s current policy
was intended to curb future 1mm1grat10n from Common-
wealth countries. Legislation proposed in late 1979 would
restrict most future immigration to the wives and children of

¥ Organisation for Economic Co—opemnon and Development, Director-
ate for Social Affairs, Manpower and Education, SOPEMI: Continuous
Reporting System on Mzgtatwn, 1979 Report (Paris, 1979), p. 43

ing to provisions of the Helsinki
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male heads of families who were legally settled in Great
Britain. The objectives of that legislatlon were to achieve a

reduction of some 1,500-2,000 in annual immigration into

Great Britain—out of a total immigration of some 70,000."
Immigration had already been sharply curtailed over the
past few years and the country was experiencing a net
outflow of 5,500 emigrants per annum, as well as a zero rate
of natural increase.

On the issue of refugee resettlement, Denmark, Finland,
Norway and Sweden had been among the highest contribu-
tors to UNHCR on a per capita basis. All of the countries
had resettled small numbers of Indo-Chinese refugees, and
Sweden had accepted those who were physically handi-
capped. Although the United ngdom had a stock of some

153,000 refugees, it announced at the Meeting on Refugees .

and Displaced Persons in South-East Asia, held at Geneva
from 19 to 21 July 1979, that it would take 10,000 aadi-
tional Indo-Chinese refugees. In general, however, the au-
thorities considered that they should give priority to current
and future refugees from traditional Commonwealth areas.

Southern Europe

As Countries that were among the major suppliers of
temporary ‘guest workers”
tries in Southern Europe had received a continuing flow of
return migrants and had a posmve net migration balance.
Although most Governments in the region had encouraged
return migration, Malta continued to discourage returnees,
since an influx of predominantly working-age population
would cause further problems for its already strained labour
market. At the same time, however, the Government had
made various efforts—such as the employmert of some
8,000 persons in its Emergency Labour Corps—-to prevent
high unemployment from being translated into higher emi-
gration.

In recent years, Greece had had a positive net migration’

balance, as a result of the return movement of former labour
migrants and of its policy of allowing the repatriation of
ethnic Greeks. The trend in Italy had been largely similar.
Since 1974, Italy had experienced a net migration gain,
which reflected an excess of return migrants over emigrants,
although the positive nét migration balance concealed a
considerable flow of migrant workers that appeared to have
increased in recent years. Italy was sending a significant
volume of: emigrants to new destinations in Africa, Latin
America and Asia, as a result of growing activity of Italian
firms in those areas. At the same time, Italy received signif-
icant numbers of illegal migrants, from various countries of
Northern Africa and Asia, who served essentially as re-
placement migrants.

In the case of Portugal, official emigration figures showed
a rise of nearly 10 per cent in 1978 in total departures,

largely as ‘a result of movement to new destinations in-
Africa, Western South. Asia and other regions of Asia.-

There had been a marked increase in the numbers of Por-
tuguese workers on fixed-term contracts sent to such

petroleum-exporting countries as Algeria, Iraq and the Lib--

yan Arab Jamahiriya. Emigration to certain traditional des-

' “Dlsarrangmg marriages”; The Economist, 8 December 1979, p. 12,

to Western Europe, the coun- .



tinations, such as France and the Federal Republic of Ger-
many, had shown a high proportion of females in recent
years, indicating the 1mportance of fam1ly reumflcauon in
movement towards those countries. :

’ Although Spain had recewed a eontmumg flow of return
migrants, large numbers of its nat1onals remained abroad.
Approximately 959,000 Spamards ‘resided in other Euro-
pean countries as of 1978, of which 477, 700 were in the
active popu]atxon In addition, some 1.7 million Spamards
were resident in non-European countries, primarily in the
Americas. The Government contmued to promote oversea
employment. Assisted emigration to various oversea coun-
tries increased by nearly 14 per cent during 1978, of which
35.2 per cent went to Venezuela! Employment offers from
abroad totalled nearly 150,000 in'1978; of which a majority
had come from Europe; with some 117, 000 from France
alone. (Most of the offers from France were for seasonal
workers, however, and mcunly for nominated candidates
known to the employer) The 50, 000 returns from European
countries in 1978 represented a drop of some 20 per cent
over the previous year."”

Yugoslavia had been affected by a similar return migra-
tion flow, although the net drop of 10,000 workers (32,000
outward and 42,000 inward) in the migration balance during
1978 was probably compensated by a similar increase in the
numbers of family members who émigrated. That would
leave the total number of Yugoslav citizens in European:
countries at nearly 1.1 million, of which 695,000 were
employed. -In- addition, there were an estimated 348,000
Yugoslav migrants in_ various non-European countries, as
well as some 13,000 workers employed abroad by various
Yugoslav enterprises, mainly in building,, contracting and
dock work.-Although discussion of the subject continued in
national, regional and local political circles, few concrete
programmes existed for the ‘employment ‘of returned
Yugoslav migrants. In particular, the federal law on the
acquisition and utilization of foreign funds for the expansion
of such employment remameo 1n0perat1ve throughout
1978.%

“In’ 'the period 1978-1980; the countries in Southern Eu-
rope had been relatively less affected by refugee flows than
thosé in Northern and Western Europe. Italy continued to be
a country of transit for Eastern European refugees. Spain
had accepted some 100,000 Latin American political refu-
gees over the years, including: many: Cubans; and it had
agreed to accept several hundred more Cubans during 1980.
Portugal had-set up.a programme for the repatriation of
former Angolan residents in 1978, although it was not :yet
certain-at what rate those return migrants would be ab-
sorbed. It had accepted small numbers of refugees from East
Timor but had been unable to accept all those who'claimed
Portuguese citizenship, due to the continuing presence of
large numbers . of refugees from its -former colomes in Af-
rica. - : - .

Western E urope

 The situation of former * guest “workers” in Western Eu-
rope had changed little since 1978. The existing stock of

-V Organisation for Economic Co operauon and Development SOPEMI
1979 Report, p. 52..
B lbld p. 54 ‘

foreign workers had not been greatly reduced, while immi-
gration that permitted the reunification of families of foreign-
workers continued in a number of countries. A major issue
that required resolution was that of the integration of foreign
workers and their families. Towards that end, Belgium and

- the Federal Republic of Germany had passed legislation in
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1979 that would facilitate the integration of foreign workers,
while ‘Switzerland had reévised its nationality laws. The
Netherlands also had adopted new legislation during-1979,
in an attempt to regulate more closely, and to some extent.
restrict, .the-employment’ of foreign workers. Although a
number of measures previously introduced by the French
Government to reduce the foreign labour force had been
declared unconstitutional, the Government had continued to
press in that direction and had approved-a new series of
restrictive measures during 1979. -

To summiarize the situation in the major receiving coun-
tries, the population of Austria had declined slowly in recent
years, as a result of a deficit of births and a reduction in the
stock of foreign workers. There had been no legal changes
in Austrian international migration policy since 1976. Entry’
policy continued to be based ‘largely on labour market
considerations: foreign workers were recruited on an annual
basis for specified employment. The number of work per-
mits issued in 1978 was, however, the lowest in a decade."”

Although the volume of immigration in' Belgium had
declined' in recent years, there continued to be a slight
excess of entries over departures. The Government had not
limited immigration for the purpose of family-reunion nor
had it-attempted to-induce workers, including the unem-
ployed, to return to their countries of origin. In recent years,
however, the Government had applied more rigorous legal
measures to reduce clandestine immigration.-

Belgium was one of several Western European countries
that had adopted new legislation since 1978 to improve the
situation of its forelgn workers. In March 1979, the Govern-
ment of Portugal had ratified an agreement previously con-
cluded with Belgium that includéd a number of entirely new
provisions: family reunification after one month; employ-
ment rights for members of the worker’s family; the settlng-
up of associations for Portuguese immigrants; and co- opera-
tion on vocatmnal training activities that would take into
account an eventual return to Portugal

- The Federal Republic of Germany had adopted 51mllar
legislation. Although it had kept an almost total ban on the
entry of new foreign workers, other than those from coun- -
tries in the European. Economic Community (EEC), the
Government’s policy permitted the entry of family members
and facilitated their subsequent access to the labour market.
Whereas the spouse and unmarried children continued to be
allowed to join a forelgn worker after one year’s residence of
the latter, their eVentual admission to work had been modi-
fied in 1979, which had eased the situation of spouses and
children of non-EEC foreign workers.” Children would be
eligible to obtain a work permit two years after entry—or
earlier if they had attended a vocational training course of at

“ Ibid., p. 40.
® Social and Labour, Bulletm February 1979, p 206.




least six months’ duratron Spouses would as a rule, have to
wait four .years before they could obtain a work permit in
sectors of the economy that suffered from a. labour shortage.
As an exception, in districts where shortages were particu-
larly acute a work permit could be issued after three
years.” :

The mtegratron of forelgn children and young: people was
another major aim of . the Government’s policy and the
object of extensive action by both the lander and the federal
authorities. Plans had been formulated for the improvement

of the transition from school to work and the reorganization-

of advisory and information services for migrants in gen-
eral. Lastly, within the framework of aid to return and
development in the emigration countries, negotiations on
training and investment assessment had been begun with the
Government of Greece and initial discussions held with the
Government of Yugoslavia.

As a means of facxhtatmg the 1ntegrat10n of its foreign-
born .population, Switzerland had recently modified its na-
tionality laws. The over-all policy remained governed by the
Ordinance of the Federal Council.and stated that the number
of foreigners who held established-or annual residence per-
mits and engaged in gainful activity- should be gradually
lowered so as to maintain a reasonable balance between the
Swiss and foreign population. The principal-change in the
policy of Switzerland concerned the attribution of Swiss
nationality, As of 1 January 1978, the child of a native-born
Swiss woman and her foreign husband had acquired Swiss
nationality, provided only that the parents were dom1crled in
Switzerland at the time of the birth.

In the case of the Netherlands, legislation adopted during
1979 was directed towards the regulation, and to a certain
degree the restriction, of the use of foreign manpower. The
Netherlands had a slight migration surplus, as a result of a
policy that permitted. reunification of the families of foreign
workers. Under the New.Act on the employment of foreign
workers, effective at the begmnmg of 1979, no employer
could hire a foreign worker without a work permit issued by
the Ministry of Social Affairs. (No work permit was re-
qulred from forergners with a residence permit, from cit-
izens of EEC countties or from migrant workers who had
been legitimately employed in the Netherlands for moré
than three years and who possessed a permanent ‘work
permit.) Applications for a work permit were to be submit-
ted jointly by the employer and the worker, but' the permit
would be issued in the name of the employer—who would
be penalized in cases of infringement, under the Economic
Offences Act. To restrict to some extent the' future entry of
forelgn workers, the Act 1ntroduced the ‘concept of “permit
quotas”—i.e., the maximum number of work perm1ts that
might be issued s1multane0usly in any enterprise.” "

In spite of the fact that a number of measures introduced
by the French Government during 1977*—as a means of

' Ibid., pp. 205-206.

2 Social and Labour Bulletin, March 1979, p. 313.

* Those measures included imposition of a three-year ban on immigra-
tion, termination of the issuance of work permits, extension of return
assistance to all workers who had resided in France for a five-year period,
suspension of family immigration and an offer of a cash bonus to those
foreign workers who agreed to return to their countries of origin.

reducmg the: fore1gn labour force~had been repealed as.

unconstitutional in 1978 by the Counc1l of State, the Gov-
ernment had approved a new series of immigration measures
in 1979 (due to be d1scussed in the National Assembly in
October). Those measures were geared to reduction of the
foreign population in France by about 150,000 perons per
annum, chiefly by means of not automatically renewing

existing permrts——somethmg the Government had done al--

most universally since 1974.

Under the proposed measures, . the number of permrts
would be reduced to two, types. An immigrant who had
lived in France contmuously for 20 years could qualify as a

pr1v1leged resident”” and would be issued a 10-year permit,
as well. as be given a guarantee of automatic renewal. The

second type of permit, the three-year permit, was reserved-

for refugees. Although the Government envisaged that large
numbers of foreign workers would return to their countries
of origin durmg 1980, that did not in fact occur. Due, for

“example, to a protest from the Government of Algerla
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France agreed to prolong all Algerlan permits for a one-year
perrod

‘According to the provrsrons of another btll on the subject
of illegal immigration, presented by the Interior Ministry in
1979, the deportation of illegal 1mm1grants would be made
easier, since their expulsion could be decreed by Interior
Ministry officials and could cnrcumvent the courts.

All countrres in the region continued to be actrvely in-
volved'in refugee resettlement. Summarizing recent devel-
opments in the major refugee- recelvmg countries: -

_(a) Austria, a countty with a tradition of granting asylum
to refugees from Eastern” Europe, ‘continued to serve as d
staging facility for émigrés from the' Soviet Union;

(b) Belgium had accepted more than 1,500 Indo- Chmese
refugees;

(¢) Although the Netherlands had absorbed thousands of
Surinamese in recent years, it had agreed to accept some
1,000 Indo-Chinese refugees during 1979;

(d) In spite of its small size and density, Switzerland had
accepted large numbers of Indo- Chinese refugees. As in the

case of Sweden, its policy had been to accept hard-to-place.

refugees, such as those who were physrcally or mentally
handrcapped : : :

(e) France had a large refugee resettlement programme
that ‘admitted from. 14,000 to:16,000 refugees per annum,.
although there were reports that-those numbers ‘might be
reduced. Because of ties that derived from its former role as
a colonial Power in Eastern South Asia, the majority of the
1,000-1,200 refugees::per month .were from Democratic
Kampuchea, the Lao People’s Democratic Republic or Viet
Nam. Refugee flows into France were of demographic sig--
nificance, because'refugees constituted more than 20 per
cent of all immigrants in 1980;

() The Federal Republic of Germany continued to give
top resettlement priority to ethnic Germans from the Soviet

** Office of -the United States Coordinator. for Refugee -Affairs, op. cit.

# Organisation for Economic Co-operation and Development, Directo-
rate for Social Affairs, Manpower and Education, SOPEMI: Continuous
Reporting System on Migration, 1980 Report (Paris, 1980), p. 14.




Union and Eastern Europe, of whom it had accepted some
58,000 in 1978, although it had recently accepted smaller
groups of non-German refugees, including some 3,000 Indo
Chinese during 1978. At the meeting at Geneva in 1979, it
had raised its offer of resettlement places to 20,000, al-
though there were subsequent reports that 1t ‘might dec1de to
reduce its pledge.

Cyprus, Israel and Turkey
The three non-Arab countries in western South Asia—
Cyprus, Israel and Turkey—had very different international
migration trends. Cyprus, as a result of its rapid economic

recovery, had a continuing decline in emigration,- accom- -

panied by the gradual repatriation of many of its nationals
who had been uprooted in 1974. Unemployment, which had
been estimated at 35 per cent of the labour force in 1974,
was down to 1.8 per cent; and the country was expetiencing
labour shortages.” '

. Although Israel remained one: of the few countrles at
world level that desired increased immigration, the trend
had run counter to the Government’s policies. According to
a report of the Knesset Immigration Committee, 2,000
Israelis were emigrating each month, mostly to the United
States of America. Some 25,000 Israelis were expected to
emigrate in 1980, 10,000 more than the number who had
emigrated in 1979. If the. current trend were to continue,
more Jews would be emigrating from Israel than would be
arriving from other countries, a phenomenon that was of
serious concern to most Israelis. In addition to a rise in the
emigration of Israeli nationals, there had been a- decline in
the number of Jews who immigrated to Israel under the
provisions of the Law of Return, by which any person of the
Jewish faith might freely immigrate to Israel. Although
Isracl had received significant numbers of Jews from the
Soviet Union in recent years, more than 65 per cent of that
group chose to settle in other countries.”

Although Turkey had received a steady flow of return
migrants since around 1974, some 759,000 Turkish work-
ers, of which about 80 per cent were male, were living
outside the country at the end of 1978, approximately

44,000 more than had been living abroad in the prevrous

year. Although the proportion of Turks who resided in The
Federal Republic of Germany was still about 70 per cent,
there were as many as 40,000 in Saudi Arabia and 22,000 in
the Libyan Arab Jamahiriya as well as smaller numbers in
other non-traditional receiving countries. As a result of high
unemployment and underemployment and generally un-
favourable economic condmons pressure to emigrate . was
expected to persist.” .

On the issue of refugee resettlement, although the situa-
tion had improved considerably, there were still some 8,000
Cypriots in refugee camps. In addition to allowing the
unrestricted immigration of refugees of the Jewish faith,
Israel also accepted small numbers of non-Jewish refugees.

*“Uprooted Greek Cypriots rebuilding lives”, The New York Times, 24
Aprll 1980. . ‘
*" Office of the United States Coordmator for Refug:ee Affalrs op. cit.,
p. 59.
* Organisation for Economic Ce-operation dl’ld Development SOPI* MI:
. 1979 Report, p. 53.
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At the meeting on refugees held at Geneva in 1979, for
example it had pledged to admit some 200 Indo-Chinese
refugees. The Government of Turkey continued to operate a
refugee programime for ethnic Turks from such countrles as
Bulgaria.

Northern Amerlca

The major innovation of the 1978 Immlgratlon Act had
been that the Government of Canada would determine an-
nual immigration quotas. As the Government reported in the
Fourth Inquiry, “the flow may be increased, maintained or
decreased each year, depending on economic conditions”.
The Immigration Act was -notable in that it gave landed
immigrants the same basic rights as Canadian citizens,
except for the right to vote. Moreover, an immigrant was to
be allowed to apply to brmg in h1s relatives as soon-as he
arrived in Canada. -

The cumulative intake of refugees had made Canada one
of the largest contributors to Indo-Chinese resettlement. Its
unique system, which involved the Government’s sponsor-
ing one refugee for each one privately sponsored and which
enabled a group of five persons to sponsor a refugee family,
had surpassed expectations and had provided 25,000 offers
of sponsorship by December 1979, against the target.figure
of 21,000 which had been set for the period ending 31
December 1980.

Family reunification, rather than labour force needs, was
the corner-stone of immigration policy in the United States
of America. Of the seven preferences that defined, limited
and.ranked those eligible for .the 290,000 numerically lim-
ited visas available, four preferences—which constituted 74
per cent of the total visas—were reserved for close relatives
of United States citizens and permanent residents. The ma-
jor arguments for maintenance, of a. heavy emphasis on
family reunification were humanitarian concerns and the
fact that familial ties provided a good foundation for the
integration of new immigrants into society.

Because of the numerical ceiling (290,000), as well as

limits per country (20,000) and preference limitations, that -

strongly favoured family reunification, over 790,000 per-
sons had been on lists at various visa-issuing ports through-
out the world in 1978, waiting to immigrate to the United
States. As a result, vast numbers of aliens were frustrated by
the United States lmmlgratlon laws and attempted to violate
those laws each year. The major portion of aliens attempted
to circumvent the inspection process altogether by crossing
the land border between posts of entry.”

Concerned that illegal migration could no longer be con-
trolled by existing law and practice, as it had in the past, the
Government of the United States had begun in 1971 to
explore policy alternatives for regulation of the flow of
illegal migrants. Since attempts by the federal Government
to formulate a policy on the illegal migration phenomenon
had so far failed, state governments had increasingly at-
tempted to control the situation within their own borders.
The most recent initiative by the Congress was the creation
of a Select Commission on Immigration and Refugee Policy,

* United States of America, Departments of Justice, Labor and State,
Interagency Task Force on Immlgranon Policy: Staff Reporl (Washington,
D.C., March 1979).




which was mandated to study and evaluate existing laws and
procedures governing the admission of immigrants and refu-
gees, and to make recommendations to the President and the
Congress not later than 30 September 1980. '

Although the over-all evaluation of United States immi-
gration policy was still in progress, the Congress passed a
new Refugee Assistance Act in 1980, to establish a “perma-
nent and systematic procedure” for-admission and settle-
ment of refugees in the United States.” The Act broadened
the definition of “‘refugee status” to incorporate-the United
Nations definition and to include persons who feared per-
secution within their own country, and it established two
basic categories: refugees; and those seeking asylum.
Whereas preceding legislation had limited non-emergency
admissions to about 17,400 per annum, the 1980 Act was
expected to allow approximately 50,000 non-emergency
refugee admissions for the years 1980-1982.

Subsequently, however, when the United States Govern-
ment decided to treat the more than 100,000 Cubans, as
well as large numbers of Haitians, who arrived in the coun-
try during the spring of 1980 as applicants for asylum, the
Government in effect created a separate category with no
numerical limit. :

‘ Union of Soviet Socialist Republics

Since 1978, as a participant in various CMEA j/oiﬁt proj-
ects, the Soviet Union had employed mainly Bufgarians—
in more than 20 large industrial projects—as s well.as thou-
sands of Polish workers and technicians, allgc/i smaller num-
bers of specialists from various CMEA countries. It had, in
turn, sent between 500 and 1,000 workers and specialists
annually to most of the Eastern Euro £ah countries.

The Government still strictly contfolled entrance into and
exit from the USSR; family reun/i-fication was the only
justification for emigration and the Government retained the
pgg;ogglive of ideuﬁ.ﬁyj"grg;“‘app?égg_igt_e,fa-mil%mem‘b’ers.

# Currently, the Governme /t'permiited only three ethnic or
‘g{religious groups to emi rate’in any large numbers: Jews,
- \Germans_and Armenians,/each_of which_has a homelan

P i o SR : v . e
tsideof the SovxetéUnfgwﬁﬁ he emigration of Jews had
reached a record lev/e /(-)f_?5y0,461 in 1979Y; and they continued
to emigrate in the first few months of 1980 at about the same
rate as they had jn /lz{te 1979, although the flow subsequently
began to tape 9ff. As a matter of government procedure,
emigration )oisa/s usually listed Israel as the country of desti-
nation, a}though the proportion of those who were actually
going )o Isr/a’el had been declining—to 40-50 per cent or
lessZas more emigrants preferred to go to the United States
g/Ar;lerica.“ : - ’

i

C. AREA OF RESPONSIBILITY OF Economic
COMMISSION FOR. LATIN AMERICA

‘Caribbean

Although the major migration flows in the Caribbean
region had been outward, there had been some intraregional
movement - of seasonal and temporary workers, accom-

* United States of America, Refugee Act of 1980, Public Law 96-212,
17 March 1980.

3 Off# e Qf‘thc‘,l]nitc,d,Sta(cs'Cﬁrdimfbr Refuge‘é“Affair?ﬁS}»cilu
pp. 12437
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[‘)anied, by siieablé il]egal.ﬂc')\}vs to Cquntfies in the 1‘egi6n
that had higher per capita incomes, such as the Bahamas
and Barbados. ’

The latter situation appeafed to be changing“A‘lth(’)ugh

large numbers of Haitians had entered the Bahamas illegally
since the early 1960s, many as a first step in stage migration
to the United States, the Bahamas had launched an intensive
campaign in 1978 to rid the islands of illegal migrants. At
first, it had expelled some 20;000 illegal Haitians and then
had begun ‘an intensive campaign to expel an additional

30,000-40,000. It had set a voluntary deadline of mid-1979, .

after which arrest and deportation were to be carried ‘out.
The Governments of Barbados -and of Trinidad and Tobago
had become similarly strict. o Co

* With the closing of many former avenues for permanent
émigration from the Caribbean, there had been some at-
tempts to set up temporary labour schemes, although those
efforts had been generally unsuccessful. Jamaica, for exam-
ple, had entered into an agreement with Venezuela'in 1979
for the exportation of temporary workers, but the experi-
ment ended in failure when both countries argued that the
other-had violated the terms of the agreement.

[n addition to the continued exodus of skilled person-
nel—over which most Governments in the Caribbean re-
gion had shown growing concern, but against which they
had experienced little success—there was the largely illegal
movement of unskilled workers towards such destinations as
the United States of America, Puerto Rico and Venezuela. A
number of Governments had opénly sanctioned that flow.
The Dominican Republic, for example, had acknowledged
the impact of emigration in bringing about a desired reduc-
tion in population growth, as well as the positive effects of
remittances on its balance of payments.” Likewise, in a
number of official statements, the Government of Haiti had
reported that remittances were an important source of reve-

nue; and it had made no attempt to-curtail the continuing

flow of “boat people” to the United States.™

The latter position raises an interesting point—namely,
the problem of determining which persons are bona fide
refugees and which are economic migrants. In the case of
Haiti, while there had been a-continuing movement of
highly skilled Haitians to the United States, the latter coun-
try had been reluctant to accept the unskilled, particularly if
they entered the country illegally; and its over-all position
had been that the Haitian “‘boat people” were economic
rather than political refugees and should not be entitled to
political asylum. However, in the wake of the acceptance of
large numbers of Cubans in the spring of 1980, the treat-
ment of the Haitians by the United States was severely
criticized; and it decided to accept-both groups as applicants

for political asylum. As of the summer of 1980, an average:

of 500 Haitians were arriving daily in the United States.

* As stated above, Cuba sanctioned the departure of over-

= Population Policy Compendium: Dominican Republic, situation as
assessed in September 1979, joint publication of the Population Division of
the Department of International Economic and Social Affairs of the United
Nations Secretariat and the United Nations Fund for Population Activities
(New York, 1979).

 population Policy Compendium: Haiti, situation as assessed in August
1980 (New York, 1980).



100,000 persons—or approx1mately 1 per cent of its popu-
lation—during the spring of 1980. The flow of refugees is
unlikely to resume in the near future, since the Government
of Cuba unilaterally. terminated the departures.

Middle America

There had been a numiber of policy changes in Middle
America, chiefly as a result of the displacement of hundreds
of ‘thousands of Nicaraguan refugees during the period
1978-1979. Costa Rica, a country that desired a continuing
reduction in its population growth, had changed its position
on immigration and curfently considered it to be too high,
largely as a result of the influx of Nicaraguan refugees. At
the Meeting on Refugees at Geneva in 1979, Costa Rica had
withdrawn its offer to accept several hundred Indo-Chinese
refugees; it had reported that its refugee population, made
up largely of Nicaraguans, constituted some 2.5 per cent of
its . total population. The Government had stated that it
would be unable to accept additional refugees until a sub-
stantial number of Nicaraguans were repatriated. In the
spring ‘of 1980, however; Costa Rica agreed to serve as a
staging area for the first flows of Cuban refugees and of-
fered to accept some 300 Cubans for permanent resettle-
ment.

Honduras was the second country in the region that had
changed its position on immigration and regarded it as too
high, largely as a result of the arrival of an estimated

100,000 refugees from Nicaragua. The Government’s inter- -

national migration policy, which had been in effect since
1971, ‘sought ‘to maintain a balance at the regional level
between the native and immigrant populations, to ‘establish
strong national population clusters along the frontiers and to
attract skilled immigrants. However, in spite of the Govern-
ment’s desire for selective immigration, the major flows had
been largely unplanned and had consisted of illegal mi-
grants from neighbouring countries in Middle America,
followed by the more recent influx of Nicaraguan refugees.

Mexico continued to be a major emigration country, and
illegal emigration remained a sensitive political issue for the
Government. The current Administration had acknowledged
that the emigration of large numbers of undocumented
workers to the United States was an important matter to be
negotiated with that country. It had emphasized that the
problem of emigration was closely related to that of unem-
pleyment and that Mexico did not currently have the capac-
ity fully to resolve its unemployment problems, although
increased assistance- from the United States (through trade
measures, for example) was acknowledged to be a possible
means. of reducing the pressure on Mexican nationals to
emigrate. - Although hundreds of thousands of Mexican na-
tionals left the country each year, legally as well as illegally,
few formal attempts had been made to secure their return.™
In recent.years, the Government had been primarily con-

cerned with the human rights aspects of emigration and had

urged the adoption of bilateral accords to protect undocu-
mented workers. Mexico had been relatively unaffected by
refugee movements. It had no formal refugee programme
and handled requests for asylum on a case-by-case basis. At

“ Population Policy Compendium: Mexico, situation as assessed in
January 1979, (New York, 1979).
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the 1979 Meeting on Refugees the Government had re-
ported that it was not in a.position to offer places for
resettlement due to its high rate of population growth and
the emigration of its own nationals as a result of unemploy-
ment pressures. .

In contrast to emigration in Mexico, which consisted
largely of clandestine flows, El Salvador-was one -of the few
countries at world level that had an explicit policy_ to pro-
mote the emigration.of its nationals. Its Programme for the
Settlement of Salvadorian Nationals in Bolivia involved the
proposed transfer of unemployed urban workers and their
families to agricultural colonization areas in Bolivia. An-
other programme involved the hiring of Salvadorian work-
ers on fixed-term contracts for urban construction works in
Saudi Arabia. (The Government had signed an agreement
with a private consortium to send some 5,000 semi-skilled
Salvadorian construction workers, although as of late 1978
only 35 workers had actually been sent). Although its emi-
gration policy was largely in the planning stages, the Gov-
ernment had organized an ad hoc commission at a high
administrative level to develop an expanded emigration pro-
gramme.” :

Temperate South America:

In Temperate South America, although Argentina con-
tinued to be one of the major destinations for Latin Ameri-
can migrants, the Government desired increased immigra-
tion, since it recognized that, in spite of a policy of pro-
fertility incentives, Argentina would not be able to achieve a
rate of natural increase comparable to that of other countries
of Latin America. Although the current Administration had
somewhat scaled down its expectations from the 5 million
immigrants that had been desired at the time of the World
Population Conference in 1974, it retained its goal of at-
tracting immigrants from Western European countries, al-
though it had received only an insignificant flow of Euro-
peans in recent years. The major immigration that it
continued to receive was the largely illegal flow of some
40,000 persons per annum from Bolivia, Chile, Paraguay
and, to a lesser extent, Brazil and Uruguay. The Govern-
ment had been generally tolerant of that movement and had
granted an amnesty to some 150,000 illegal migrants during
the 1970s.%

Whlle Uruguay desired an increased rate of populatlon
growth, the Government did not consider that immigration
would be an important component of demographic change.
The country had lost about 10 per cent of its population
through.emigration between the censuses of 1963 and 1975,
and economic difficulties had resulted in continuing out-
migration to Argentina, a.flow that would not easily be
reversed. :

Although Chile had adopted a new national populatlon
policy in November 1978 and desired to increase population
growth, it planned to do so through modification of fertility
and mortality, rather than through an increase in immigra-
tion. The Government was reported to have refused offers

* Population Policy Compendium: El Salvador, situation as assessed in
September 1979 (New York, 1979).

* Population Policy Compendium: Argentina, situation as assessed in
January 1979, (New York, 1979).




‘by the Government of Japan and by the former Government
of Southern Rhodesia (now the independent State of Zim-
babwe) to engage in planned immigration schemes, largely
as a result of political opposition from local groups.” Fur-
thermore, for a number of years Chile had had a net outward
migration of both skilled: and unskilled workers, including
large numbers of political refugees.

There had been a number of policy changes in the region
which affected refugees, notably in Argentina. Whereas the
thousands of political refugees from Chile, Uruguay and
Paraguay who had arrived in Argentina during the early
1970s had been prohibited from seeking work, those who
had arrived since 1976 had been regarded as immigrants.
Moreover, in 1979, Argentina had agreed to admit some
1,000 Indo-Chinese refugee families, although it had re-
quested financial assistance for their resettlement. In recent
years, Argentina had, in turn, generated thousands of refu-
gees, who had sought asylum throughout Latin America, as
well as in Western Europe and in the United States of
America. At the 1979 Meeting on Refugees, Chile had
stated that although it had a tradition of granting asylum to
refugees, it could not offer resettlement places to refugees
from Eastern South Asia, chiefly for economic and geo-
graphical reasons. Similarly, Uruguay had not participated
in international refugee relief efforts.

Tropical South America

The major immigration flows in Tropical South America
had responded more to market forces than to governmental
policies and had been directed both to countries with higher
levels of development and to areas of high economic growth
within countries with low over-all levels of development.
Venezuela remained the major pole of attraction in the
region. Although the Government desired to decrease immi-
gration, the country had received the largest flows of any
country in the region. While Venezuela had long been the
preferred destination for Colombian migrants, its labour
market had expanded greatly in recent years to attract mi-
grants of all skill levels—from Argentina, Colombia, the
Dominican Républic, Peru and Uruguay. Despite official

concern over the continuing influx, the creation of an -

agency for the recruitment of foreign workers, the signing
of a labour importation agreement with the Governments of
Portugal and Spain, and the membership of Venezuela in the
Andean Pact assured that selective immigration would con-
tinue. The largely illegal nature of the flow made it difficult
to control, however, and there had been a growing move-
ment within Venezuela to safeguard the national identity. In
addition, the alleged maltreatment of illegal workers had
aggravated tensions between Venezuela and the major send-
ing countries.

The immigration of large numbers of Brazilians into
Paraguay, in the same decade that hundreds of thousands of
Paraguayans were living abroad, was an illustration of the
complex forces that had determined international migration
in the region. Paraguay had long been a net exporter of
migrants, particularly to neighbouring Argentina. Although
it had a high rate of natural increase, the Government

" Population Policy Compendium: Chile, situation as assessed if March
1981 (New York, 1981).
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considered its rate of population growth to be too low, since
around 15 per cent of its total population had been living
outside the country as of the early 1970s. In the past several
years, the direction of the flow had been reversed; and many
Paraguayans were returning to their country of origin, due to
the fact that construction of the Itaipi and Yactera dams on
the border between Argentina and Paraguay and the eco-
nomic activity generated by groups of foreign colonists had
increased the attraction of Paraguay as a migration destina-
tion.

Two countries in the region—Brazil and Peru—had re-
cently adopted stricter policies with respect to immigration,
although neither was a major receiving country. In Brazil,
weak immigration from neighbouring countries, in spite of
the fact that it was one of the most economically developed
countries in the region, may be explained by its under-
developed transportation infrastructure and by rather poor
communications with other countries in the region. It had
been the composition, rather than the size, of recent flows
that appeared to have led to a change in the Government’s
policy. Because of its concern over political activities which
involved foreign nationals, the illegal entry of refugees from
Eastern South Asia and the activities of foreign mission-
aries, the Government had drafted a new immigration law
that, unless drastically amended, would subject foreigners
to various new controls. A proposed national immigration
council would monitor foreigners’ activities, regulate the
treatment of foreign technicians temporarily in the country
and rigidly circumscribe the activities in which foreigners
might engage.™ : :

Although Peru had received comparatively little immigra-
tion, in February 1979 the Government had issued a new
decree on the hiring of alien workers. Under the decree,
nationals must account for the total staff employed in an
enterprise during its first three years of operation and for 90
per cent thereafter. Employers who hired foreign workers
must prepare and implement systematic plans for the train-
ing of nationals to replace foreign experts. The new decree
also established a Permanent Board for Migrant Workers
within the Ministry of Labour, which would review all
applications for a labour contract with an alien. as well as
applications for exceptions to the aliens’ quota.”

A trend observable in several countries in the region was
that of encouraging selective immigration. Since the pub-
lication of the preliminary results of its 1976 census. Bolivia
had attempted to attract immigrants as a means of achieving
a larger population size. It had established a National Immi-
gration Council in 1976 and had formulated an *‘open-door
policy”, under which several categories of immigrants
(spontaneous, directed and selective) were granted benefits
that ranged from free grants of land to duty-free importation
of machinery and tools ‘to promote their settlement in
Bolivia. The Government’s policy was. however. essentilly
selective, since it would like to attract skilled migrants and
those qualified in land settlement. In the late 1970s. it had
expressed a desire for some 150.000 immigrants of Euro-

*¥ Brazil draws up harsh legislation to control aliens™, Business. Latin
America (New York). 13 August 1980. pp. 257-238.
¥ Social and Labour Bulletin, March 1979, pp. 315-316.




pean stock from countries in Southern Africa.* That scheme
had not materialized, however, and the only accord that it
had signed to date was with the Government of El Salvador
in 1978. The international migration policy of Ecuador also
favoured selective immigration, as well as the repatriation of
qualified Ecuadorian nationals. The Government recruited

tal Committee on European Migration (ICEM) to recruxt
technicians and other qualified personnel.

* Before concluding this brief discussion, it is important to
cite the example of Colombia, a country with a rather
unique international migration policy. The Government of
Colombia treated international migration as an extension of
migration within the country and had been one of the first
labour-sending countries to regard its international migra-
tionpolicies as part of a broader scheme of socio-economic
development. The Government’s labour migration. policies
were designed to retain migrants in their place of origin, but
to assist those who made the decision to migrate in finding
satisfactory employment both within and outside Colombia.
Towards that end, the National Employment Service of the
Mmlstry of Labour (SENALDE) continuously evaluated
employment conditions in various regions of the country
and channelled workers to regions where there was labour
demand. In addition, five Border Officés for Employment
and Labour Migration had been established along the bor-
ders with Brazil, Ecuador, Peru and Venezuela; in order to
assist-returning migrants in finding employment.* -

Most countries in the region had participated to only a
limited extent in international refugee relief efforts. Al-
though Venezuela continued to accept some political refu-
gees from other countries of Latin America, the Govern-
ment maintained that it was not in a position to receive
refugees from outside the region. Bolivia had not partici-
pated to any extent in refugee relief efforts, while Colombia
accepted only small numbers of refugees on a case-by-case
basis. Ecuador had accepted a considerable number of polit-
ical refugees from other countries of Latin'America, but had
not recently been involved in refugee relief efforts, while
the recent economic difficiilties of Peru limited its ability to
contribute. :

Several countries in'the region had recently changed their
position on refugees. In late 1978, Brazil had withdrawn
from ICEM,; it had cited its lack of need for immigrants and
the ICEM shift in focus from European migrants to refugees
from Eastern South Asia. At the Meeting on Refugees at
Geneva in 1979, Brazil had stated that its high rate of
inflation and continuing unemployment, as well as the diffi-
culties ‘it had -encountered in assimilating previous Asian
1mm1grants were further reasons for its rejection of resettle-

' qualified migrants through its oversea consular offices and
‘recently concluded an agreement with the Intergovernmen-

ment proposals that involved Indo-Chinese refugees. In-

addition, the new. immigration law would affect hundreds of
thousands of refugees from other countrles of Latin America

“ Population Policy Compendium: Bolivia, as assessed in January 1979,
joint publication of the Population Division of the Department of Interna-
tional Economic and Social Affairs of the United Nations Secretariat and
the United Nations Fund for Population Activities (New York, 1979).

' Population Policy Compendium: Colombia, as assessed m January
1981 (New York, l981)
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who resided in Brazil, since the law stipulated that for-
eigners in a clandestine or irregular situation might not
legalize their stay. The Government of Brazil maintained
that those persons. should apply for assistance from UN-
HCR, although few were likely to meet UNHCR criteria.
Lastly, Paraguay, which had traditionally accepted large
numbers of refugees, had modified.its position, as a result
of difficulties encountered in a recent experiment with the
resettlement of immigrants from the Republic of Korea and
refugees from Eastern South Asia.

Guyana, a country with vast undeveloped tropical areas,
was the only country in the region that was willing to accept
large numbers of -refugees from Eastern South Asia. In
1979, a consortium of private religious groups had at-
tempted to arrange for several thousand (eventually 30,000)
Lao refugees to be relocated in a remote area of Guyana. As
of December 1979, the Prime Minister of Guyana had. re-
sponded positively to a proposed plan for the resettlement of
some 750 Lao refugees, but the refugees themselves subse-
quently declined the offer.*

D. AREA OF RESPONSIBILITY OF EcoNowMmic
COMMISSION FOR ‘'WESTERN-ASIA

Western South Asia®

The large flow of foreign workers into the oil-producing
countries of Western South Asia had continued in recent.
years, although possibly ‘at a slower rate than during the
early 1970s. The greatest inflow had occurred in the United
Arab Emirates. As was the case in several other countries in
the region, the Government had recently decided to tighten
its labour laws. Foreign workers—which included:some
400,000 persons from Bangladesh, India and Pakistan—
were given until June 1980 to regularize their papers and to
comply with labour laws that stipulated that foreign workers
must be sponsored by a national of the United Arab Emi-
rates or by a recognized firm. All persons who were. work-
ing for employers other than their original sponsors, or
those-who had been sold sponsorship papers and then found
work themselves, would face deportation,while those with-
out passports might be jailed prior to their expulsion.*

- .Saudi Arabia remained a majot country of employment in
1980, -although it too- had tigh"tened its regulations with
regard to the employment. of foreign- workers. In contrast
with the position of the other major countries of employ-
ment in the region, Arabs had constituted 91 per cent of the
total migrant labour force of Saudi Arabia as of 1975. That
difference had arisen in part from the Government’s policy
of giving priority to Arab applicants for work permits, as
well as its proximity to, and common borders with, the
major suppliers of Arab labour—Democratic Yemen, Jor-

dan,.Oman and Yemen. ;[

The Government of Saudi Arabia had attempted to.legal-
ize and formalize all employment in the country, including
that of the growmg number of forelgn workers. Every mi-
grant worker in the country was required by law to have a

, . |

* Latin American Index (Washmgton D.C.), 31 May 1980.
 Excluding Cyprus, Isracl and Turkey. o
“ “The U.A.E. labor quake”, M(mday Marmng 6 March 1980.




sponsor. To facilitate that sponsorship provision, an amnesty
had been declared in early 1978, during which migrants
-without sponsors or work permits were to be allowed to
register without penalty. In spite of those efforts, clan-
destine movements had continued. In 1979, the Govern-
ment had deported large numbers of illegal migrants, and it
was reported to be considering the setting-up of a computer
system to carry out checks of possible illegal migrants,
since uncontrolled immigration was perceived to be a threat
to the Islamic basis of the Saudi régime.*

Kuwait, the country with the largest population and great-
est oil reserves among the Gulf States, had adopted a similar
position. Although its development had been expedited by
the employment of large numbers of Jordanians and Palesti-
nians, as well as Iraqis, Lebanese and Syrians, the Govern-
ment had become increasingly concerned over the high
proportion of foreigners in the labour force. As a reflection
of that concern, a decree had been issued in March 1979 by
the Kuwait Social Affairs and Labour Ministry, which regu-
lated work permits for foreigners employed in the private
sector. Under the terms of the decree, an employer who
wished to recruit a foreign worker must apply to the Minis-
try for a work permit. Unless otherwise stipulated, the
employer would be responsible for the repatriation of the
worker at the end of the contract or if the contract was
terminated by mutual agreement.* :

Although it had one of the more diversified economies in

the Arabian peninsula, Bahrain had not been able to afford
foreign manpower on as large a scale as some of the other
Arab countries. Although as of 1975 it had employed some
30,000 expatriate workers (40 per cent of the labour force),
it had been less dependent on foreign labour than the more
resource-rich countries. Because it had been less able to
compete for Arab labour, it was employing growing num-
bers of Asian workers, whose share in the total immigrant
population had risen from 32 to 64 per cent during the
period 1971-1977.%

In Qatar, a resource-rich State with a total population of
only 67,900 as of 1975, foreign workers had made up over
four fifths of the labour force both in 1970 and in 1975.
Whereas migrants in the public sector were virtually all
Arabs, largely from Egypt, the private sector was dominated
by non-Arabs, although the demand for their labour fluctu-
ated from year to year.

Examining the situation in the major sending countries,
Jordan, like Egypt, had a tradition of supplying expatriate
labour within the Arab world. Although there were fewer
Jordanians abroad than Egyptlans as a result of the smaller
population size, they made a more- significant contribution
to the Jordanian economy, which wids based largely on
remittances. There was an important and growing trend
among Jordanian migrants, particularly the more highly
qualified, towards taking up permanent residence in coun-
tries of employment, a trend that was largely a result of the
Government’s liberal attitude towards emigration. The Gov-
ernment maintained its policy of placing no restraints on the

 Middle East International (London), 16 March 1979, pp. 9 10.
% Social and-Labour Bulletin, April 1979, p. 445,
473, S. Birks and C. S. Sinclair, op. cit., p. 74.

out-flow of labour or skills, even though the economy had
begun to suffer acute labour shortages in recent years.*

“Oman continued to be both a sending and a receiving
country for migrant workers. Rural Omanis -migrated
abroad for employment in Saudi Arabia or the United Arab
Emirates, although their numbers, and thus their remit-
tances, had declined in recent years. The outward move-
ment of Omani nationals had had a serious disruptive effect
on the rural economy. The growing employment of Asian
labourers in the rural areas of Oman had not alleviated the
problem since the Asians were usually employed in the
service sector, and not as agricultural workers.”

 Another important sending country was the Syrian Arab
Republic, a country with a history of permanent emigration
of families, followed by the more recent phenomenon of the
temporary departure of males. Syrians had been drawn to
Jordan in large numbers to serve as replacements.in the
labour force for Jordanians who had left, a movement, that
had been aided by the fact that Syrians did not need visas to
work in Jordan. Since that movement had led to domestic
labour shortages, the Government had a policy intended to
discourage emigration. Although the departure of govern-
ment employees had been effectively curtailed, skilled and
semi-skilled manual workers, as well as the unskilled, con-
tinued to emigrate, because they were less amenable to
government control.”

Yemen continved to be a major suppher of labour to
Saudi Arabia and the other Gulf States. Although renut-
tances had been of great importance to its economy in recent
years, there was some dispute both in the theoretical litera-
ture and within Yemen itself on the economic.costs versus
the benefits of migration. The Government had generally
held the view that migration was depleting the work forcc[of
its more able members, was bringing about a decline jin
agricultural. productivity, and was causing domestic infla-
tion by sudden large cash inflows to the economy. It h"cld
attempted to place some controls on the flow of mlgrant
labour although those controls had generally been inefféc-
tive.’ |

Data on the labour force of Democratic Yemen are diffi-
cult to acquire. It is known that substantial numbers of its
nationals had returned from Saudi Arabia in recent years,

although the rate of return was possibly declmmg by 198P

E. AREA OF RESPONSIBILITY OF ECONOMIC AND |

SociaL. COMMISSION FOR ASIA AND THE PACIFIC i

, "China : N I

The major immigration to China in recent years had been

arrival ‘of some 265,000. Indochinese refugees between

March 1978 and Jaruary 1980. Of that number, some

263,000 refugees had fled across the border from Viet Nam

in 1978, while the remainder had come from first-asylim

countries in response to the offer by China to accept 10,000
refugees from Eastern South Asia. ‘

l
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. overstayers” %

‘China as the-only country in East Asia—and one of the

-few centrally planned economies at.world level—to accept

such large numbers of refugees for permanent resettlement.
The Government’s humane policy had been motivated in
part by the fact that the refugees were regarded as returned

‘oversea Chinese. The policy was not to confine the refugees

to camps but to integrate them into state farms, fishing
villages, co-operatives and other existing work units, as it
had done for other oversea Chinese who had returned volun-
tarily. Most of the refugees had been settled in the south of
China, with the largest concentration in Guangdong, Yun-
nan and Fujian Provinces and the Guanxi Zhuang Autono-

“mous Region.”

In February 1979, the Chmd Constructron Engineering
Corporation (CCEC), a state enterprise established in 1957,
had decided to -undertake complete technical co-operation
projects which would include surveying, design, and con-

struction, as well as to enter into joint contracts with foreign

countries. It had also decided to provide manpower for some
of those.projects, although, of 72 contracts sigried as of
September 1980, only 8 mvolved the provision of teams of
Chinese workers. - :

- A majority of the approxrmately 40 contracts signed
durmgr 1979 were for highway and hospital construction
projects in Iraq and Yemen. Most of the oversea commercial
contracts were arranged through Japanese firms, although
CCEC had signed a letter of intent with a firm in the United
States of America and with several firms in France and ltaly
for possible future projects in Western South Asia. -

The Government of. China repeatedly denied that its

- workers were being sent abroad in order to ease unemploy-

ment “‘since the CCEC has only sent a few thousand abroad
each year, and this would not have any impact on employ-
ment in a country with a populatron of nearly one billion
mhabrtants” 5

--Another change in the: rnternatronal migration policy of

Chma was the. imposition. of strict controls on illegal emi-
gration to Hong Kong. In 1979, the Government of the

.United Kingdom had exercised diplomatic pressure on

China to curb-illegal flows, and the Government of China
complied and instituted strict penalties. -

In addition to the more than 200,000 emigrants who had

‘entered Hong Kong illegally during 1979; some 70,000

Chinese nationals had entered legally, with exit permits,
valid' for- periods of from 3 to 12 months, issued by the
Government .of China.* Up to October, 1980, when the
Government of Hong Kong changed its policy, nearly all
Chinese nationals with exit permits were allowed to stay
permanently in the Colony, where they were known as

'Japanv .
Although Japan had been neither-a labour importer nor
exporter of any significance during the period'1978-1980, a

" %2 “For. Indochina refugees, home and work”’; China Reéconstructs, vol.
29 No. | (August 1980), pp. 18-20.
% “Does China export labour?”, Beijing Review, No. 43, 27 October
1980, pp. 21-22.
** “Hong Kong: another tide of illegals”, Asiaweek, 18 November 1979.

"%.“Hong Kong: -thousands in a- legal - limbo™, Far Eastern Economic
Review, 28 November 1980.

number of Japanese firms had offered teams of Chinese

_ workers to third countries for.use on oversea construction
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projects, such as a number of highway and hospital con-
struction projects planned for Iraq.

Because ‘it is an island country with a homogeneous
population. that does not easily assimilate foreigners, Japan
had been little affected by illegal population movements.
Although it had provided first asylum to small numbers of
“boat people”, it had been criticized by various refugee-
receiving countries because it did not accept larger numbers
of Indo-Chinese refugees for permanent settlement. (Even
the small number of refugees that Japan had admitted on a
permanent basis must apply for new visas every year for at
least 10 years and were unlikely ever to be eligible for
Japanese citizenship). At the Meeting on Refugees at Gen:
eva in 1979, the Government had defended its position on
the grounds that, as a result of linguistic and other assimila-
tion problems, a majority of refugees who had been admit-
ted had left voluntarrly for third countries.- Although it had
pledged in the spring-of 1979 to underwrite 50 per cent of
the UNHCR 1980 budget for refugees from Eastern South
Asia and to accept 500 Indo-Chinese refugees, it was not
able to fill its quota, due to the strict criteria for admrssron
which remained in force.*

Other East Asia

Although the Republic of Korea had had a downturn in
fertility, the Government desired a reduction in the rate of
population growth, in part as a result of continuing unem-
ployment. In recent years, it had developed a highly orga-
nized. “project package” approach to labor migration,
which involved supplying total projects from design through
execution to markets in Western South Asia. Although such
projects provided manpower—including management and
personnel, from skilled to unskilled—along with machinery
and supplies, the Government was not interested in man-
power export per se. In fact; it had moved to prohibit
recruitment of its construction workers by foreign firms.”

A penmsula country that shares a tightly controlled
border with the Democratic People’s Republic of Korea, the
Republic of Korea is a racially homogeneous society with
no-minorities. It had offered asylum to those Indo-Chinese
refugees who were rescued at sea and brought to its port.
However, as the Government had stated at the Meeting on
Refugees in 1979, the majority of these refugees subse-
quently chose third countries for resettlement, due to such
factors as the language barrier and the limited employment
opportunities in the Republic of Korea.

- The Government of Mongolia, as a result of severe man-
power shortages in almost all sectors of the economy, had
permitted the temporary immigration of labourers from the
USSR and other CMEA countries, under special contracts
with respective Governments. Apart from the temporary
residence .of. Mongolian students in various CMEA coun-
tries, however, there was no sizeable emigration from the
country.

* The Economtrr 1 March 1980.

" Charles B. Keely, ~“Asian worker migration to the Mrddle East”
Center for Policy Studies Working Pdper No. 52, New York, The Popula-
tion Council, Janvary 1980, p. 2. -



Eastern South Asia

In Eastern South Asia, the major intraregional ﬂow of
labour migrants since 1978 had been that of Malaysran
workers to Singapore, a country to which they were drawn
by higher wages. The future of that flow is uncertain,
however, due to incipient.changes in the. manpower recruit-
ment policies. In recent years, as a result of its successful
industrialization programme, the densely populated country
had experienced labour shortages in the manufacturing sec-
tor. Manufacturing firms had taken on large numbers of
Malaysians and somewhat smaller numbers of Thai work-
ers, although the recruitment of foreign labour had been
considered a temporary measure, since Government plan-
ners felt that the encouragement of more technologically
advanced industries and an increase in the participation of
women - offered a better. long-term solution. Recently; a
number of manufacturing firms in Singapore had raised
their ‘starting salaries by 10-20 per cent as a means of
attracting native workers, following the Government’s im-
position of stricter controls on the employment of foreign
unskilled labour and its rejection of a number. of applica-
tions to import workers fromi Indonesia, Sri Lanka and
Thailand.® The Government of Singapore was also reported
to be considering somewhat of a revision ofits anti-natalist
policies.

A majority of the labour—exportmg countrles in the reglon
sent workers outside the region, principally to markets in
Western South Asia. In recent 'years, the Philippines had
developed a highly organized system of labour recruitment
similar to the model of the Republic of Korea, although it
differed to the extent that the Philippines supplied workers
for foreign firms, as well as professionals and a large group
of merchant seamen.* The Philippines Overseas Develop-
ment Board, one of several institutions that was chartered to
deal with the country’s- “temporary excess of manpower”,
had’ recruited growing 'numbers of Filipino workers. (A
labour-pact signed by the Philippines and the Libyan Arab
Jamahiriya, for example, in the fourth quarter of 1979
represented nearly a 40 per cent increase over the numbers
recruited in the previous year.) In addition to that organized

‘flow, illegal Flllpan mlgrants—prlmarrly domestic work-
‘ers—were reported in Italy and in several other European

countries. -~ - P

Thailand was another country in Eastern South Asia in
which the recruitment of labour migrants had increased
srgmfrcantly in recent years. Whereas the Labour Depart-
ment had recorded féwer than 1,000 Thais working abroad
in 1975, their numbers were estimated ‘at as many as
50;000.% Once confined largely to the construction field but
currently moving into various'service industries, Thai work-
ers were employed in Bahrain, Dubai, Iraq, Kuwait, the
Libyan Arab Jamahiriya, Qatar and the United Arab Emi-
rates, as well asin Singapore in Eastern South Asia. Lastly,
Indonesia also sent manpower to markets in Western South

%% “Labour shortage threatens investment growth in Singapore™, Asia

Research Bulletin, 31 December 1978,.p. 512.
* “Exported .
Segtember 1980.

“In Bangkok, a free-for- all”, Asmweek. 18 'January 1980, p. 44.

. then exploited”, Far Eastern Economlc Review, 26
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Asia, although its manpower exportation had been of a
smaller magnitude and generally less‘organized than that in
some -neighbouring countries.

Of course, the major international migration flows in' the
region since 1978 had been those which involved refugees.
However, one major refugee upheaval in the region had
virtually been resolved. During 1978, an estimated 200,000
Burmese Muslims had fled across the border to neighbour-
ing Bangladesh, a movement that was precipitated by a
census in the Arakan border region of the Muslim minority,
who were citizens -of Burma, but who had sometimes been
apprehended as illegal migrants. In July 1978, Burma and
Bangladesh had reached an agreement to return those refu-
gees who could produce evidence of their prior legal resi-
dence in Burma and to co-operate to prevent future illegal
border-crossing between the countries. The outlock as of
late 1979 was for the eventual repatriation of a large propor-
tion, but-not all; of the refugees.® Those refugees who could
not or would not return to Burma were primarily -ethnic
Bengalis whose ultimate status was to be decrded by the
Government of Bangladesh.-

The situation that involved massive flows of Indo- Chr-
nese refugees to various countries within Eastern South
Asia remained far from resolved. Briefly summarizing the
position of the major receiving countries:

(a) - Prior.to 1979, Indonesia had received few Indochi-
nese refugees.- When the Government of Malaysia hardened
its polrcy, however, during 1979 and refused to admit the
growing influx; many of the refugees who were rejected by
Malaysia were believed to have made their way to Indo-
nesia, whose refugee population grew by about the number
that Malaysia pushed back out to sea;

(b) The Philippines had both generated and received
refugees during-the period 1978-1980. Some 90,000 Fil-
ipino Muslims resided on the Malaysian island of Sabah,
where they made up a ‘major part of its population. The
Philippines had provided first asylum to some 11,000 boat
refugees. Although that flow had been smaller than those

teceived by other countries in the region, the Philippines

had'joined with Indonesia, Malaysia, Singapore and Thai-
land in June 1979 in announcing that it would not accept
additional refugees. At the Meeting on Refugees, however,
in July 1979, the Philippines had offered UNHCR an island
to serve as a refugee processing centre;

(c) Although Singapore had co-operated in arrange-
ments for the transit of refugees from Indonesia and Malay-
sia en route to resettlement in other countries, it did not
accept refugees for permanent resettlement- because of its
high population density; - : :

(d) Malaysia, which once had considered 1mm1grauon
to be satisfactory, considered it to be too high in 1980,
based upon its refugee influx. . The country had given tem-

.porary asylum to some 118,000 Vietnamese refugees since

1975, making Malaysia a major country of first asylum.
Although it had at first considered the boat refugees to be
illegal immigrants and had confined them to camps, the

“ Office of the United States Coordinator For Refugee Affairs; op.cit..
p. 55 ’ . L




Government’s refugee policy was essentially humane. The
heavy exodus in 1979 had put that policy under strain,
however; and Malaysia came to the forefront of world atten-

' tion as a result of its decision to refuse to accept additional

refugees and to force refugee boats into international wa-
ters, a policy that it adopted to reduce the flow of refugees at
the source and to heighten pressure on Western countries to

relieve Malaysia of its refugee burden. Although there had

been a net decrease in the number of refugees in Malaysian
camps during the third quarter of 1979, the Government
indicated that it would remain firm if a new influx were to
occur, since it feared that the refugees, who were largely
ethnic Chinese from Viet Nam, would rémain ifi Malaysia,

upsetting the balance between the predominant Malay com-
munity, and the Indians and Chinese who made up half of
the population;

(e) Lastly, Thailand had borne a heavy burden, as the
principal country of asylum for land refugees from Demo-
cratic Kampuchea, the Lao People’s Democratic Republic
and Viet Nam. In view of the fear of invasion across the
border with Democratic Kampuchea and differences with
the Lao People’s Democratic Republic along the Mekong
River, refugees that had originally been treated as illegal
immigrants upon their arrival in Thailand. Border au-
thorities had frequently tried to dissuade refugees from
entering the country; and, on several occasions, they had
been forcibly repatriated on the grounds that they were
economic refugees or illegal entrants. That -had been the
case in June 1979, when the Government of Thailand had
forcibly expelled more than 50,000 refugees from Demo-
cratic Kampuchea. Subsequently, at the urging of Western
countries, Thailand decided to open its borders to a huge
flow of refugees from the some 560,000 Kampucheans who
camped along the frontier.® Thailand would not consider
permanent resettlement of its refugees until their numbers
have been substantially reduced. Like the Government of
Malaysia, the Government of Thailand had been concerned
by the net increase in the camp populations, for, unlike the
boat refugees, whose stay in the camps had usually been a
matter of months, large numbers of land refugees had re-
mained in various Thai camps for as long as four years.

Conversely, summarizing the situation in the major send-

" ing countries:

(a) As of June 1980, there were some 800,000 refugees
from Democratic Kampuchea in Thai camps and along the
frontier areas, many of whom had been awaiting resettle-
ment since 1975. Unlike their Vietnamese and Lao counter-
parts, who had been granted refugee status in Thailand, the
Kampucheans had at first been considered to be illegal
aliens by the Thai authorities and had been expelled from
Thailand.® Allowed to return and confined in camps, the
Kampucheans had been generally ineligible for resettlement
in a country such as the United States, since they did not
meet certain criteria for the admission of Indo-Chinese
refugees (those criteria included having immediate family
members in the United States, having had close association

*2 *“Thais will open border this week to huge new flow of Cambodians”,
The New York Times, 19 November 1979.
“Fleeing Cambodians: a delicate problem for the Thai regime”’, The
New York Times, 24 April 1979,
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with the Government of the United States, etc.). In mid-
June 1980, a repatriation programme was begun by the
Government of Thailand and United Nations refugee offi-
cials, in response to what they said were requests from
many of the refugees to be allowed to return to Democratic
Kampuchea. Although nearly 7,000 refugees were repatri-
ated before border hostilities brought a halt to the pro-
gramme, a majority chose not to be repatriated.

(b) Approximately 150,000 refugees from the Lao Peo-
ple’s Democratic Republic—including lowland Lao as well
as refugees from the Hmong hill tribes—were currently
living in UNHCR-financed camps in Thailand. Many of the
refugees, who had continued to seek asylum in Thailand at a
rate of about 6,000 per month during 1979, were ethnic
Chinese from urban areas who were identified with the
merchant class, or who had associations with the former
régime;

(¢) Lastly, in the case of Viet Nam there had been a
sharp increase in the number of refugees leaving that coun-
try, beginning in the spring of 1978, largely as a result of
various policies (such as regulations that abolished private
business) designed to impose the political, social and eco-
nomic patterns of the northern part of the country on the
south. The business and professional middle class, which
included most of the Chinese community, as well as others
considered surplus to the cities, were left with no other
options than to emigrate or settle in the remote New Eco-
nomic Zones.* The departure of large numbers of ethnic
Chinese during 1978 and.1979 was followed by that of
numbers of ethnic Vietnamese. During 1979, regional and
international resentment had grown over what was seen as
expulsion by Viet Nam of an unwanted population, with
profits to the Government greater than any foreign exchange
source. After the Meeting on Refugees at Geneva in July
1979, Viet Nam had adopted a self-imposed moratorium on
the exodus of refugees. Although the volume of-departures
declined considerably, it resumed significance in the follow-
ing year. A number of countries, including Canada and the
United States, permitted legal immigration of Vietnamese
refugees, primarily on a family reunification basis. In May
1979, UNHCR had signed an agreement with the Govern-
ment of Viet Nam, following its announcement that it would
permit legal emigration. As of 1979, details were being
worked out as to the type of offices that would be set up in
Viet Nam to select and process those permitted to depart.®

Middle South Asia

While no country in Middle South Asia desired signifi-
cant immigration in 1980, several encouraged emigration..
The Government of Pakistan, which had long desired to
increase emigration, was taking a more active role in reg-
ulating the outflow of migrant workers, who were departing
for many new destinations in the Gulf States. Under its
Emigration Ordinance of 1979, the Government introduced
measures for regulating the recruitment of Pakistanis who
desired to leave the country to work abroad. The new

© ¢ Milton Osborne, “Indochina’s refugees”, International Affairs, Janu-

ary 1980.
% “Hanoi to cooperate on emigration plan”, The New York Times, 7
March 1979. . .



regulations, which provided for the establishment of a Bu-
reau of Emigration and Oversea Employment, stipulated
that all oversea recruiting agents must -apply for a license.
Given the Government’s longstanding concern with the emi-
gration of qualified personnel, permission to recruit indi-
viduals for oversea posts would be denied if the Bureau
considered such emigration to be a brain or skill drain.
Unlawful emigration was subject to five years’ imprison-
-ment and/or a fine (seven years for a second offence), while
unlawful recruitment was liable for to up to 14 years’ im-
prisonment or a fine, or both.*

Along with the other labour-supplying countries in the
region, Bangladesh had stepped up the exportation of man-
power for oversea construction projects. Unlike those coun-
tries which sold whole project packages, Bangladesh pro-
vided manpower alone to employers in Western South Asia
or to third-country contractors in that region. The Govern-
ment apparently expected that flow to continue, for it in-
cluded minimum quinquennial targets for oversea workers
to Western South Asia in its 20-year plan for 1980-2000.

Sri Lanka also was sending temporary workers to an
increasing number of destinations. More than 50,000 Sri
Lankans had been working in Western South Asia during
the late 1970s, with a majority in Kuwait, Oman, Saudi
Arabia and the United Arab Emirates. Sri Lankans were
also employed in the Federal Republic of Germany. Al-
though the Government condoned the emigration of un-
skilled labour, it was concerned by the departure of qualified
personnel and required a compulsory period of government
service for certain professional categories. India had been
developing project exportation to some degree. Although
the Indian Airport Authority and other private and public
concerns were becoming active in oversea project work, the
Government did not emphasize project and manpower ex-
portation to the same extent as some other Asian countries,
in part because India is a continental economy and tradi-
tionally inward-looking. '

Bhutan, the only country in the region that desired to
attain higher rates of population growth, had been little
affected by international migration, except for the estimated
4,000 Tibetan refugees who had remained in the country
since they fled from their homeland in 1959. In 1979, the
National Assembly of Bhutan had decided that the Tibetans
had either to accept Bhutanese citizenship or be repatriated
to China at the end of 1980. Bhutan subsequently changed
its position, however, and gave the refugees the option of
resettling in India.?

Bangladesh had been affected by refugee movements of

considerable scale. Some 200,000 Burmese Muslims from
the Arakanese border had begun crossing into Bangladesh
in the spring of 1978. In that same year, the two Govern-
ments had agreed to a repatriation scheme that was gener-
ally successful, for fewer than 10,000 refugees remained in
Bangladesh as of 1979.% A refugee situation of longer
standing was that of the Bihari refugees, non-Bengali speak-
ing residents of Bangladesh who claimed to be citizens of

% “Pakistan: Legislation protects overseas job seekers”, Social and
Labour Bulletin, No. 3, 1979, p. 314,

87 “A crisis for 4,000 Tibetans™, Asiaweek, 28 September 1979, p. 23.
¢ QOffice of the United States Coordinator for Refugee Affairs, op. cit.,
p 35

Pakistan. Many of those refugees had remained in camps
since the 1960s, although their numbers had been somewhat
reduced by assimilation.

India was seriously affected by communal violence dur-
ing 1980, much of it involving Bengali immigrants. Some
243,000. refugees were driven into camps in Tripura State
when discord between tribal people and the mostly Hindu
Bengali immigrants from what is now Bangladesh erupted
in a fierce conflict in June 1980. A similar campaign against
Bengali immigrants was conducted in Assam State. Some
Indian nationals would like to ease tensions by deporting
those immigrants who had arrived after 1971, as opposed to
those who had arrived in the wake of partition.

The most serious refugee situation in Middle South Asia,
and one of the most serious in the world, involved the
massive influx of refugees into Pakistan, a country that had
long attempted to stimulate emigration to relieve its own
population pressures. By mid-1980, Pakistan had received
nearly | million refugees from neighbouring Afghanistan—
about 7 per cent of that country’s total population.
Although the numbers remained uncertain, since many of
the refugees were tribal people from ethnic groups that
inhabited both sides of the porous border between
Afghanistan and Pakistan, it was certain that the refugee
situation had put an enormous financial and administrative
burden on Pakistan, which was the major receiving country,
followed by Iran, which had received at least 100,000.
Although the earlier flows had consisted largely of rural
Afghans, there was a new and growing exodus by Kabulis
and other urbanized groups.

Australia-New Zealand

In 1978, the Government of Australia had announced a
new immigration policy which was expected to attract some
210,000 immigrants during the following three years. Tak-
ing note of the desirability of maintaining a steady rate of
immigration, and to provide a reliable basis for planning in
the public and private sectors, the Government had reported
that it would implement a triennial rolling immigration
programme, commencing with the period 1978/79-1980/81,
a system that would allow for flexibility on an annual
basis.*®

The implementation of the new immigration policy had
met some opposition in government circles. The announce-
ment of a higher immigrant intake of 87,000 in the third
quarter of 1979, for example, had led to charges that the
policy would lead to worsening unemployment.

During the period from 1975 to 1979, Australia had

accepted some 21,500 Indo-Chinese refugees, including

more than 2,000 direct arrivals; and it expected to admit a
total of some 32,000 by June 1980. That group would result
in a higher ratio of refugees to population (1:290) than in
any other major country of resettlement.

The policy of New Zealand, to maintain its moderate
level of immigration, which had been in effect since early

" 1976, had a goal of an annual net immigration of only about
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5,000 persons. In its reply to the Fourth United Nations

® M, J. R. Mackellar, Australia’s Immigration Policy (Canberra, Gov-
ernment Publishing Service, 1978).




Population Inquiry, the Government reported that “migra-
tion'is currently limited-to specific occupation groups whose
skills are in demand and to  humanitarian cases such as
refugees and family reunification. This is a reflection of the
current economic situation in New Zealand and the conse-
quent level of - unemployment of citizens and permanent
residents.’ . : :
‘Since 1978, more persons had been emigrating from New
Zealand than had been arriving. In 1978, for example there
had been a net loss of some 27,000 persons-—in a countty

which' had registered a gain of 26,000 as late as 1973. The-

free transfer of emigrants’ assets to their new countries of
residence was creating an additional burden on the country’s
balance of payments; thus, the emigration problem had
become a source of serious concern. Observing that the rise
in_departures since 1967 had been both exponential and
steady, a government pubhcatlon reported that some minor
changes had been made in the immigration policy in 1979:
the Government would consider -the application of persons
who did not have a specific skill in demand, but who had
sufficient capital and expertise in the entrepreneurial field to
qualify for permanent residence.™ .

New Zealand had been among ‘the first five countries in
refugees settled per capita. It had permanently resettled over
1,100 Indo-Chinese and planned to admit about the same
number during 1980. At the Meeting on Refugees at Geneva
in July 1979, it had agreed to accept another 1,800 refugees
by June 1981, by which date one in .every 1,000 New
Zealanders would be an Indo-Chinese refugee.

- - CONCLUSION

The following brief conclusion summarizes some of the
major- problems with respect to international migration,
with highlights from several of the major world regions. -

~With regard to 'Western Europe, where migration had
basically stopped, the migrant problem.in 1980 was one of
stocks rather than of flows. Although the size of the foreign
populatlon in and outside the labour force was continuing to
increase in most host countries, that had been a result of
families” bemg reunited and the birth of children. There
seemed to be little p0551b1hty of a return to the mass migra-
tion of the 1960s, since most Governments appeared to have
made a firm decision’ that future. economic growth would
depend upon more advanced technology rather than upon an
abundance of labour. (That strategy was apparent in France,
for example, where the Seventh National Plan, in contrast to
preceding plans, called for the substitution of capital for
labour and the remtegranon of indigenous workers into jobs
once held by migrants.) - : -

In Western Europe, the former host countries were under-
going profound transformations, largely as a result of their
past laissez-faire policies towards the movement of millions
of persons. Western .European guest-worker policies had
been designed to control the inflow of: foreigners, rather
than their stock or return flow; and the numbers present or

B

7 “Recent developmems in New Zealand's 1mmgratxon policy”, paper

submitted to the New Zealand ‘Detnographic Society, Proceedmgs of the

Fifth Annual Conference, Wellington, 28-29 June 1979.
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returning had been expected to be regulated by the interplay
of market forces and ‘the return orientation attributed to
migrants. Of course, one of the major problems had been
the de facto permanence of millions of ““‘temporary™ guest
workers. The presence of highly visible immigrant groups,
who were less advantaged, socially and economically; than

the national populations, posed serious problems for policy-

makers in many of the Western European countries. More-
over, the presence of an entire generation of youth who were
growing up with hyphenated identities in countries that did
not even have those concepts as part of their cultural frame-
work was a further example of the changes taking place.

Currently, the policies that governed the lives of foreign
workers in most Western European countries were a patch-
work of confusion and contradiction. Some Governments
admitted them to citizenship in due course and allowed them
some of the rights attached to -citizenship in the interim.
Others treated them as temporary workers, ineligible for
many social welfare benefits, and for economic and politi-
cal rights. Although some progress- had been made since

1978—the Federal Republic of Germany, for example, had - |

recently passed legislation that would allow the spouses of
foreign workers to seek employment; Belgium and Portugal
had ratifiéd an agreement that would allow family reunifica-
tion within -a period. of months; and Switzerland had
changed its-nationality law—there was a great gap in a
majority of countries between pronouncements of concern
for the integration of workers and actual policies in 1980.

In spite of the problems that affected many of the Western

European countries in 1980; receiving countries had derived-

many benefits from migrant labour, which had contributed
to their-domestic product and made their manufacturing
industries more -competitive. Moreover, at world level,
countries that imported labour were in a better position to
control migration flows to suit their needs than were coun-
tries that exported labour, which were buffeted by fluctua-
tions in the demand for labour and in remittances. ‘

On the subject‘Of remittances, many of the labour- -export-

mg countries had shown resourcefulness in’designing pol-
icies to attract rémittances from their expatriate workers, but
they had given much less attention to the utilization of those
remittances, a crucial factor in determining their impact on
a country’s development. The Compensatory Finarcing Fa-
cility of the International Monetary Fund was recently ex-
tended to cover fluctuations in remittances as well as ordi-
nary export earnings, which was an ‘important step in the
right direction, although there was a need for more bilateral
co-operation to meet the adjustment problem.

‘With respect to the reintegration of returning workers in
their countries of origin, it is obvious that economic devel—

opment cannot take place as a result of ‘the return of a’
) dlsorgamzed mass of unskilled labour. A number of labour-
importing countries in Western Europe had assisted in set-~

ting up' training programmes for returning migrants, al-
though' those programmes had nof generally been success-
ful. Even if returning migrants were trained, most of the
labour-exporting countries were unable to absorb more than

small numbers of skilled technicians and managers, since

the basic problem remained the lack of employment-creat-

ing investments. Tt-is clearly necessary for ‘countries to




implement an integrated policy package covering the entire
“migratdry chain”, that is, the process of migration, its
over-all socio-economic effects and the optimal allocation of
remittances in employment-generating projects.

Examining the situation in another major world region,
the resource-rich countries of Western South Asia had ‘been
growing in importance as laboui-importing ‘countries, and
were beginning to recruit workers from many of the coun-
tries that had formerly supplled Western European markets,
as well as from an increasing number of Asian countries.
The swing to Asian labour was the result of the concurrence
of a variety of social and economic policy aims of the
Governments of the oil-producing countries. Concern was
growing in many of those countries over the. wider social
implications of hosting large migrant populations. Apart
from fears of numerical domination, there was concern over
the cultural impact that the large expatriate communities

might have on the host societies. A policy -that was in- .
indus--

creasingly being adopted was to develop “enclave”
trial areas, where workers were channelled to new industrial
areas that were apart from urban areas, thus minimizingthe
cultural impact of the foreign workers. Unlike the situation
in Western Europe, where market forces had been the major

determinants of return migration, a majority of workers in-

the resource-rich countries were employed on fixed-term

contracts and returned to other countries of origin upon .

expiration of those contracts.

While Governments of the labour-sending’ countries had
become increasingly involved on the recruitment end, either

through the regulation or sometimes.the provisions of-re- :

cruitment- sevices, they had been less involved with other
aspects of the migratory chain. Little emphasis had been
placed on the problem of the reintegration: of returning
workers, although that might be related to the fact that the
migrant streams were not very mature. There was little hard

data on the uses made of remittances from workers in-

Western South Asia, although there was: impressionistic
evidence that it had led to an increase in land prices and to
wasteful consumerism. Moreover, although it is well known
that the absence of male workers can have important effects
on community structures and family life, there were almost
no countries, except the Republic of Korea, that had any
type of pollcy for the mamtendnce of family and cultural
ties.

- A .serious problem was that -of dealing with pos51ble
fluctuations in future labour demand. Although the more
“‘package export”’-oriented countries had given more atten-
tion to the current and future impact of manpower recruit-
ment on domestic needs, those countries which emphasized
manpower exportation had chiefly focused on immediate
recruitment needs, with less attention to future demands.
While some of the “package export™ countries were explor-

ing avenues for future immigration, on the assumption that" :
the markets in Western South Asia would not grow indefi-.

nitely, others seemed to count on over-expanding markets.
(Bangladesh, for example, had included ambitious targets
up to.the year 2000 for manpower exportatlon to Western
South Asia).

A caveat is in order at this pomt There are major dif-

ferences in the demographic context of manpower migration
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to. Western Europe and of that to Western South Asia:
During the 1960s, the Western European countries had
required immigration to compensate for a shortage of low
skilled labour, resulting.from such factors as declining fer-
tility and rising levels of education. Even currently, immi-

gration for the purpose of family-reunification was generally-

tolerated in the aging societies of Western Europe, since
bringing in immigrants helped to maintain a certain demo-
graphic dynamism. In contrast, many .of the labour-tmport-
ing countries in-Western South Asia had rapid population
growth although a small population size. Some of those
countries, which were in the labour-intensive construction
phase of their development,. would only temporarily need
manpower until they were able to meet their own manpower
needs. Clearly, there will be much uncertainty in the future.

A frequent slogan in'the debate on international migration
in recent years has been that “it is clear that capital should
g0 to meet the men rather than the contrary”. With few
exceptions, however, the growing awareness among policy-
makers of the comparative advantages of relocating industry
rather than people has not yet resulted in-practical action. In
general, there is a pressing need for bilateral and multi-
lateral agreements to regulate international migration—as
recommended by the World Population Plan of Action—in
order to even out fluctuations, make remittances more pre-
dictable and assist return migration when it occurs. Steps in
this direction have been taken within the Organisation for

Economic Co-operation and Development in Europe, but:

similar measures are needed elsewhere.

The discussion to date has focused on organized migra-
tion flows. It is well known that a considerable and probably
growing proportion of labour migration is of an illegal
nature. Indeed, in some regions of the world, particularly in
Africa and Latin America, illegal migration is the dominant
type. Even in some economically advanced countries, ille-
gal migration serves the purpose of a de facto guest-worker
system. Receiving Governments can choose to ignore the
presence of illegal workers i in times of economic expansion
and then suddenly tighten up during an economic downturn.
Although the major burdén falls on the workers themselves,
who suffer violations of their civil and human rights, the
receiving countries are faced with growing problems. Even
those countries with accurate data-gathering systems have
little idea of the actual number of illegal workers. to what
extent they use basic services, whether they displace native
workers or depress wages etc.,

Even in the absence of hard data on illegal ﬂows there
was a tendency in 1980 for a large number of Governments
to be moving in the direction of stricter controls over illegal
migration. For the most part, those actions were being taken
unilaterally by receiving countries. There had been some
attempts by groups of receiving countries to -work in con-
cert, but there was less evidence of effective’ formal co-
operation on that issue between sending and receiving coun-
tries. : s :

A final word must be said on the problem of refugees. It
is important to take note that a number of the countries that
had changed their perception of international migration dur-
ing the period 1978-1980. did so largely as a result of an
influx of refugees. In those countries which accepted immi-




grants for permanent settlement according to a quota sys-
tem, refugees were in a sense competing with more tradi-
tional migrants for a limited number of places (and vice
versa). In spite of their humanitarian sentiments, a number
of Western countries had often treated refugees as immi-
grants, admitting groups on a highly selective basis. (The
United States of America, for example, did not accept
refugees from the former Republic of South Viet-Nam,
while refugees from Democratic Kampuchea accounted for

only S per cent of the total number of Indo-Chinese refugees -

that it had accepted.)
A major problem is that while labour migration is usually

~determined by market forces, with flows being directed to

higher income countries and to those which require labour,
refugees have often fled to some of the world’s poorest
countries. Difficulties of assuring asylum and arranging for
resettlement of refugees are greatly increased when receiv-

_ing countries already feel overpopulated, or when they have

achieved a desired reduction in population growth. Malaysia
and Thailand, for example, countries that had experienced
significant fertility declines, were greatly concerned by the
recent influx of Indo-Chinese refugees. In other instances,
the burden had fallen on countries that were the least able to
absorb them. For example, the refugee population in
Somalia—currently estimated at 1.3 million—had increased

its total population size by about one third. Pakistan, a
country that encouraged the emigration of its own nationals
to relieve unemployment pressures, had received nearly 1
million refugees from Afghanistan by the middle of 1980.

The refugee problem is made more difficult by such
factors as their age/sex composition. In many of those
countries with the largest numbers of refugees, the camp

_populations were comprised almost exclusively of women,
“children and the elderly. A further problem is that resettle-
*‘ment of rural refugees is difficult in countries where land is
scarce and rural underemployment is extensive, while reset-
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tlement of urban refugees is constrained by unemployment.
The demographic prospects for the coming decades suggest
that it will only become more difficult to resolve such
situations until the principle of international burden-sharing
is accepted globally.

In conclusion, measured against the recommendations of
the World Population Plan of Action—that Governments
should facilitate international freedom of movement, pro-
vide proper treatment and services for migrant workers in
receiving countries, improve local conditions in sending
countries, diminish the impact of the ‘“‘brain drain” from
developing countries, and find durable solutions for refu-
gees—international migration policies at world level remain
to be improved.
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TaBLE38. (GOVERNMENTS’ PERCEPTIONS OF THE EFFECT OF NATURAL INCREASE ON DEVELOPMENT AND THE DESIRABILITY OF INTERVENTION TO CHANGE
RATES, BY AREAS OF RESPONSIBILITY OF REGIONAL COMMISSIONS, GEOGRAPHICAL REGIONS AND LEVEL OF DEVELOPMENT, JULY 1980

Governments’ perceptions of the effect of natural increase as a constraint on development, and the desirability of intervention

Rates too low

Rates neither too low nor too high

Rates too high

Effect of constraints

Effect of constraints

Predominant Significant . Minor Minor - Significant Predominant
(A4). (B) (C) No constraints () (B) (4)
) R Neither higher nor lower :
Governments’ . - Higher rates desirable rates desirable Lower rates desirable
perceptions of
the effect of natural Full Some No Some Full
increase as a positive intervention support intervention support intervention
contribution to appropriate tzppropriatea appropriate apprapriauil : appropriate
development (1) ) 3 (4) (5 6) 7). - Total
A.  Area of responsibility of Economic Commission for Africa
. ~.Eastern Africa - . )
Predominant (A) ......... — — - Somalia Madagascar - — 3.
Malawi E
Significant (B)............. — — - Mozambique Zambia Burundi Rwanda Mauritius 10
. Djibouti ) Seychelles
Ethiopia Uganda
United Re-
public of
Tanzania
Minor (C).......cooveven. — — - — — Comoros Kenya 3
Zimbabwe
Middle Africa
Predominant (A) ......... - — — — Sao Tome and - — 1
. ~* Principe ’
Significant (B).............. .- - Angola - Chad — — 4
’ ‘ Congo Zaire
Minor (C).......... SO Central — — - - United Re- — 4
African public of
Republic Cameroon
Equatorial
Guinea
Gabon
Northern Africa
Predominant (A) . — — — — - — — —
Significant (B) ...Libyan Arab — — — Sudan Algeria Morocco 4
Jamabhiriya :
Minor (C).....covveeenn. - — - - - — Egypt 22
Tunisia
Southern Africa
Predominant (A)......... — — - - - —_ — -
Significant (B)............. — — — — — — Botswana 3
South Africa
Swaziland
Minor (€)oo - — - : - - - Lesotho 1
Western Africa I
Predominant (A)....... - — Benin - Gambia — — 3.
. Mali
Significant (B).............. Guinea — Guinea- Nigeria Cape Verde Liberia — 12
Ivory Coast Bissau Mauritania Senegal
Niger
Sierra Leone
Togo
Upper Volta
Minor (C)...ooveeeeenn — - — — — - Ghana 1
ToTAL 6" — 6 3 17 7 12 51
B. Area of responsibility of Economic Commission for Europe
: ’ Eastern Europe
Predominant (A)......... — — Czechoslo- Poland — — — 4
vakia
Hungary
Romania
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TasLE 38 (continued)

Governments’ perceptions of the effect of natural increase as a constraint on development, and the desirability of intervention

Rates too low . Rates neither too low nor too high Rates too high
Effect of constraints Effect of constraints
Predominant Significant Minor Minor Significant Predominant
(4) (B) - <) - No constraints (C) (B) (4)
, Neither higher nor lower
Governmenr: . Higher rates desirable rates desirable Lower rates desirable
perceptions of
the effect of natural Full Some No Some Full
increase as a positive intervention support intervention - support intervention
contribution to appropriate appropriaté® appropriate . appropriaté® appropriate
development ) ) 3 (C)] (5) (6) (7) Total
B. Area of responsibility of Economic Commission for Europe (continued)
Eastern Europe (continued)
Significant (B).............. Bulgaria -’ - - - — — 2
German
Democratic -
Republic )
Minor (C)..cccooovvvee.. . — - — — - — — _
Northern Europe )
Predominant (A)......... - - Sweden Denmark - — - 4
Iceland
United
Kingdom )
Significant (B).............. — — Finland Norway — — - 3
Ireland
Minor (C)......cc.ocv... - - - - - — — -
) Southern Europe
Predominant (A) ......... - - Albania Portugal Italy - —_ 7
Greece Spain San Marino
Yugoslavia
Significant (B).............. — Holy See - - Malta — — 2
Minor (C)......cccocee.... — — — — - - - —
: Western Europe . : .
Predominant (A) ......... - — Austria ! — — —. — 1
Significant (B) — Germany, Belgium — Netherlands -_— - 4
. Federal Re- Switzerland
public of
Minor (C).......cccoven. France ) — - - — — — 4
Liechtenstein
Luxembourg
Monaco
Western South Asia (part)
Predominant (A) ......... — - — : — - — — e a—
Significant (B)............ — Cyprus — — — — Turkey 2
Minor (C)........ccoovena. Israel . - - — - — — 1
Northern America
Predominant (A) ......... — - - United States - ’ —- — 1
) of America
Significant (B).............. — - - — Canada - — 1
Minor (C)...........cc...... - - = - - - - -
Union of Soviet Socialist Republics
Predominant (A) ......... — Byelorussian C = — - —_ - 3
SSR T )
Ukrainian’
SSR
USSR (
Significant (B).. — — - — — - - -
Minor (C) - - - - - — — —
7 6 11 9 S — 1 39
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TaBLE 38 (continued)

L Governments’ perceptions of the effect of natural increase as a constraint on development, and-the desirability of intervention

Rates too low

Rates neither too low nor too high

Rates too high

-Effect of constraints

Effect of constraints

Mindr(C)..ocoovvvven.

Predominant Significant Minor Minor Significant Predominant
(4) (B) (&)} No constraints (C) (B) (A4)
o, Neither higher nor lower
Governriiénts Higher rates desirable rates desirable Lower rates desirable
perceptions of
the effect of natural Full Some No Some Full
increase as a positive intervention support — intervention support intervention
contribution to appropriate appropriaté® © T appropriate appropriaté®. appropriate
+ development ¢ 2) (3) 4) ) ©) (7) Total
E ‘C. Area of responsibility of Economic Commission for Latin America
- Caribbean
Predominant (A). — - — — Cuba — ) — 1
Significant (B) — - — — _— "= Barbados )
: Grenada
Trinidad and
Tobago
Minor (C)......coevovvnn - — — - - Bahamas Dominican 7
Dominica Republic o
Saint Lucia Haiti
Saint Vincent Jamaica
and the
. Grenadines ~
Middle America
Predominant (A) ......... — — — — — — ! - —
Significant (B).............. - -~ - - Honduras Guatemala  Costa Rica 6.
Panama Nicaragua Mexico '
Minor (C) - — - - - - El Salvador 1
: Temperate South America
Predominant (A)........ — Chile — — — — — 1
Significant (B).. . - — - — - - _ —
Minor (C)...c..coooo. ~....Argentina —_ — — —_ — — 2
Uruguay
Tropical South America
Predominant (A) ......... — — - Brazil — — — 1
Significant (B).............. - Paraguay, Ecuador Guyana Colombia Peru — 6 '
. - ) Venezuela : "
Minor (C).....cooeevevcne Bolivia . - — — Suriname — — 2
ToTAL 3 2 1 2 6 7 9 30
D. Area of responsibility of Economic Commission for Western Asia
Western South Asia ®
Predominant (A)......... - Kuwait iraq Bahrain — — — 3
Significant (B)............ Oman — - - Democratic — —_ 9
Qatar Yemen
Saudi Arabia Jordan
United.Arab B Lebanon
Emirates Syrian Arab
[ Republic
N Yemen
Minor (C)......ccocvevvenn. - — - — — — — —
ToTAaL 4 1 1 1 5 — — 12
E. Area of responsibility of Economic and Social Commission for Asia and the Pacific
o China
Predominant (A) .. — — — — — — _ _
Significant (B). — — — — — — China 1
‘Minof (C)....... = — = L= — — — —
. S s . Japan -
Predominant (A)......... - — — L= - - — —
Significant (B)............. - - - - ‘ —_ ' — 1



TaBLE: 38 (continued)

Governments’ perceptions of the effect of natural increase as a constraint on development, and the desirability of intervention

Rates too low Rates neither too low nor too high Rates too high

Effect of constraints Effect of constraints

Predominant

Significant Minor Minor.
(4) (8)

- Signif?ca}tl Predominant
(C) - No constraints (C)- (B) (4)

Governments’

Neither higher nor lower

Higher rates desirable rates desirable Lower rates desirable

perceptions of

the effect of natural Full Some : No . Some Full
increase as a positive intervention support intervention support . intervention
contribution to appropriate appropriaté® . appropriate - appropriat® appropriate
development ) 2) (3) 4) (5) (6) (7) Total
E. Area of responsibility of Economic and Social Commission for Asia and the Pacific (continued)
Other East Asia
Predominant (A) ......... — - - - — - — -
Significant (B)............., Democratic - — - - — Republic of 3
. People’s ) Korea :
Republic of
Korea
. Mongolia
Minor(C).......cccooev.. — - — - — - - —
o Eastern South Asia
Predominant (A)......... —_ — Singapore Burma — — — 2
Significant (B).............. Democratic —_— - - Malaysia — Indonesia 6
Kampuchea Philippines
Lao People’s Viet Nam
Democratic
Republic : :
Minor (C)...c.oocveven. — — - - - - Thaitand 1
Middle South Asia
Predominant (A)......... — - — _ Maldives - — - 1
Significant (B) - Bhutan - -’ Afghanistan - Iran 3
Minor (C).....c..cocooven. - ) — - —_ — — Bangladesh ‘5
India g
Nepal
Pakistan
Sri Lanka
AustraliaNew Zealand -
Predominant (A) ......... — - Australia - — . - ' — - 1
Significant (B).............. — - - - New Zealand — — 1
Minor (C)........cccccoeeee — — — — — — — —
Melanesia
Predominant (A) ......... — — - - LR — — —
Significant (B).............. -, — —_ = - Solomon Papua New 2
’ o ’ Islands Guinea
Minor (C).......ccoove.. —_ — —_ — - — — —
Micronesia-Polynesia
Predominant (A) ......... — = — — — — — —
Significant (B)............ Nauru — - - — Kiribati - Fiji N
s Tuvalu Tonga
Minor (C).......ccocevvn.. — — — — — — Samoa 1
ToTaL 5 1 2 2 4 3 16 ~33
: Developed countries
6 ) .5 12 9. . 7 - . — 39
Developing countries
19 5 o 30 17 38 126
165 -

TotaL 25 10 21 17 37 17" - 38

Sources: Compiled

from replies to “Fourth Population Inquiry

too high and did not define any coherent policy ofintervenﬁon, they
may havg implemented some measures to prevent the rates from
ﬁyo}ivmg in the future to a level that could be considered too low or too
igh. . . o
® Excluding Cyprus, Israel and Turkey. ;

among Governments in 1978: review and appraisal of the World Popu-
lation Plan of Action”; and from the Population Policy Data Bank of .
the Population Division of the Department of International Economic
and Social Affairs of the United Nations Secretariat. .

# Although Governments perceived the rates as neither too low nor
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TABLE 39. COMBINATIONS OF POLICY OPTIONS SELECTED BY GOVERNMENTS TO SOLVE PROBLEMS ASSOCIATED WITH NATURAL INCREASE, BY PERCEPTION OF THE EF-
FECT OF NATURAL INCREASE ON DEVELOPMENT, ITS ACCEPTABILITY AND THE DESIRABILITY OF INTERVENTION TO CHANGE IT, AREAS OF RESPONSIBILITY OF RE-
GIONAL COMMISSIONS AND GEOGRAPHICAL REGIONS, JULY 1980

Governments’ perceptions of the effect of natural increase as a cohstraint
. co on dzvelopment and desirability of intervention

Rates too low Rates neither too low nor too high Rates too high
Effect of constraints Effect of constraints

' Predominant  Significant Minor Minor Significant Predominant

(A4) (B) (@] No constraints [(¥)] (B) (4)

Neither higher nor lower
a Higher rates desirable rates desirable Lower rates desirable
Policy options

Y op Full Some No Some Full
S R Technology  intervention support intervention support b intervention
Geographical Spatial International and appropriate appropriate appropriate appropriate appropriate

region and country Mortality Fertility distribution migration  organization (1) ) (3 “) (5) (6) (7) Total

A. Area of responsibility of Economic Commission for Africa
Eastern Africa .

Burundi................. s . ‘o X . X — — - - X _ _
Comoros .. . . . . . X X —_ — — — — X _
DjibOi.lti. — ° X X X —_— —_ — _ X — _
Etthpla . . X - X —_— — — — X — _
Kenya . - X . X —_ — — — —_ _ X
vMadagascar . . X s X - - - — x _ L
) e . X ‘X X - - R — X - -
. . X X "X — - - — — — X
Mozambique. ... . - = X X X — - X — — — _
RWanda ..o . . X . ‘X — — - — — X _
‘Seychelles .. . . - X X X = — — — — — X
Somalia .... . . X X 0 i — = X — — _
L4 - X X X —_— —_ - — —_ ~— X
° . X . X — — — — X — —
. . . X . X — — - X — — —
Zimbabwe*........... RN SO . . X ¢ — — - - - X -

Middle Africa R Y
ANZOLA... oo - . X X X —_ —_ X — — - —_
Central African Republic.. = . X . X X — — _ — —_ —
Chad.... o ° . X X — —_ — — X — _
COl’lgOU ° . X . X - - X — — — —
Equatorial Guinea... - . X X X X — — _ _ _ _
‘Gabon - + X X X X — — — — — —_
Sao Tome and Principe ... . . X X X — — — — X — -
United Republic of Cameroon ... - . X . X - — — — - X -
- . X X X - - — — X — —

Northern Africa

Algeria... . . X X . — — — - - x _
. - X X X - -_— —_ —_ — — X
Libyan Arab Jamahiriya.... . - + X X X X — — _— _ _ _
‘Morocco. . . - X X X — — — — — — x
-~ . X X X - — - — X — —
. - X X X — — - — — — X
. - X X X —_ —_ — —_ — —_ X
. - . X X —_ — — — — —_ X
South Africa.. . - X X X - - — — — — X
Swaziland ..., . - X X X — - — —_ — _ X




Western Africa

Cape Verde
Gambia...

Sierra Leone....
Togo ...... feeerieeaas
Upper Volta

Eastern Europe
Bulgaria
“Czechoslovakia..
German Democratic Republic :
HURNZATY oo
Poland ....
Romanid.
Northern Europe
Denmark ..o
Finland
[celand:.
Ireland.:

United Kingdom
Soqlhern Europe
Albania

Holy See.
HMaly i
Malta ...
Portugal..

Yugoslavia

Western Europe
Austria
Belgium
France ...
Germany, Federal Republicof ...
Licchtenstein
Luxembourg
Monico
Nethertands ...

Switzerfand ..., e . e ]

I

I e +

il

o + |l

o 4+ + e +

XX e X e X e x X

b

o & > X e

MoX e X X oe X X X X kX XX oe X

EE A A

o> M oMK X e

o X

8 X X X X e X X e

X oo X X e

> HoX e X X X e X e o & X e X o .

PEEE R

E e A A T o T T o B

X
ToTAL

o X o X

°.X e

o X

8 M X M M X

PR R EEE

B. Area of responsibility of Economic Commission for Europe

| > > |

[ = = |

> o x|

—
~

51




TasLE 39 (continued) -

Governments' perceptions of the effect of natural increase as a constraint
on development and desirability of intervention

Rates too low Rates neither too low nor too high Rates 100 high

Effect of constraints Effect of constraints

Minor Minor
[(¥] No constraints {C)

Neither higher nor lower
rates desirable

Predominant S)‘gm_’/icanl Significant  Predominant
(4) (B) (B) (4

Higher rates desirable Lower rates desirable -

Policy options®

- Full Some . No Some Full
X Technology  intervention support inter i support intervention
' Geographical Spatial International and appropriate appropriate appropriate appropriate”  appropriate
region and country Morality Fertility distribution  migration  organization [¢)] 2) (3) “4) (5) 6 (7)- Total
. . Area of responsibility of Economic Commission _for Europe (continued) .

_ Western South Asia (part) . . - ] - -
Cyprus.... . . . X X S X - X — — N _ _
Israel.... ° X X X X - —_ - — — R—
TUrKeY oo . - X. X X —_ - - — — —_ X

‘Northern America -
Canada.............. D . . X X
United States of America. . . . X . X
Union of Soviet Socialist Republics B
-+ Byelorussian SSR. . = X ° X X -
- = X o X X
. - = X . X - X
= ) R i ToraL 7 . -6 - 11 9 5 — 1 39
S
) g C. Area of responsibility of Economic Commission for Latin America
Caribbean
Bahamas.........cocoini . . X X X — - - — — X —
Barbados.............oo . - . X X — - - - - - X
. . X X ° - —_ —_ — X _ —_
Dominica® . - . . ¢ - - — - - X -
Dominican Republic............c....coo o . . X X — - - — — — X
Grenada ... . - X X X — — — - — - X
Haiti . . - X X X - - — — - — X
Jamaica . ° - X X X - — — — — — X
Saint Lucia®...........ocoooeeeeeeiceee s . . . . € — - - - - X -
Saint Vincent and the Grenadines o . . ¢ — — - — — X —
- Trinidad and Tobago . - X X - - - — — — X
Middle America
Costa Rica . - X X X - - — - — - X
El Salvador. o - X X X . - - - —_ — — X
Guatemala . ° ° X ° X — —_ — — - X -

" Honduras D o . X X — —_ - — X _ _
MEXICO ..o . - X X X - - - — — - X
Nicaragua. . . X X X — — - - _ X _
Panama.. . = X . X — — — — X — _

Temperate South America

CArZENtNA L. - + X X X X _~ — — — — —
Chile......... . . X ° . — X — — — — _
Uruguay ... . + X X X X — — — — — _

Tropical South America
Bolivia ... - + X X X X - — — - — —
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Brazi
Colombia
Ecuador
Guyana
Paraguay..

Suriname
Venezuela ...

Western South Asia%
Bahrain...........
Dechrz;ti;: Yemen....

Saudi Arabia..........

Syrian Arab Republic
United Arab Emirates.. .
YEMEN oo

Japan

Other East Asia
Democratic People’s

Republicof Korea_...........................

Mongolia:..............
Republic of Korea

Eastern South Asia
Burma. ...
Democratic Kampuchea
Indonesia ............cooooiiiiiiiieeeennn.
Lao People’s Democratic Republic.
Malaysia......ccooooirieiiiieeieceeeeeeeens
Philippines
Singapore ..
Thailand....
Viet Nam...

Middle South Asia
Afghanistan....................miiiiiie..
Bangladesh..

- L] X . ° —_— —_ —
° = X X X - - —
° . X X X — - X -
e A4 X X . —_ —_ — X
- ° X X X - X — —
. ° X . X - — — —
o . X X X — — — -
o . X X X - — - —
TotaL 3 2 1
D. Area of responsibility of Economic Commission for Western Asia
. L4 ° X ° - —_ _ X
. . X X X — - - —
. + X . X — — X —
° - X X X — - — —
e = . X X - X - —
° . X X X — —_ - —
- = X X X X — - -
° = . X X X - - —
- = X X X X — - —
° ° X . X —_ — f—
- = X X X X — — —
. . ° X X —_ — — _
ToTAaL 4 1 1 1
E. Area of responsibility of Economic and Social Commission for Asia and the Pacific
. - x . X — —_ — —
. . X °. . -—_ —_ f— —
- = X . X X — - -
- = X . X- X — — -
. - x X X - — — —
- - X L . — —_ —_— X
- + X X. X X - —_ -
o - X . X - — — —
- -+ X ° X X — .- —
. = X X X T— - = -
e - X .. X — — —_— —_—
° = L] o o n— — X —
. - X X X — — — —
° x X X - - - -
° . X X X — — - —
- - X ° X —_ —— _ -_—
- . x X X - x — —
- - X ° X — —_— —_ ——
o - X X X - — — —
° ° X ° ] _ —_ —_ X
. - X X X — — — —
° - X X X — ol - hand
° - X X X — — — —

Pl |

ax x|

[ I B B

vix |ox |

9 30

— 12

| o>

x| x|

2 o 5 | oo ||
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TaBLE 39 (continued)

Policy options®

Governments’ perceptions of the effect of natural increase as a constraint
on development and desirability of intervention

Rates too low Rates neither too low nor too high

. Rates too high

Effect of constraints Effect of constraints

Minor Minor
(C) No constraints (C)

Neither higher nor lower
rates desirable

Predominant  Significant Significant  Predominant
(4) (8) (B8) (4)

Higher rates desirable Lower rates desirable:

o~ Full Some No Some Full :
- Technology  intervention support intervention support intervention

Geographical Spatial International and appropriate appropriate appropriate appropriate appropriate )

region and country Morality Fertility distribution  migration  organization (9] ) 3 4 () (6) (7) Total .
E. Avrea of responsibility of Economic and Social Commission for Asia and the Pacific (continued)

Australia and New Zealand

AUSETalia.......ooooi . ° X X X — — X — — — —

New Zealand.............cocooiiii, . . . X X - - — - X — — .
Melanesia

PapuaNew Guinea..................cooccoooi.. . - ° ° X — —_ —_ — — — X .

Solomon Islands®..........ccocooinieiiin, ° . . . ¢ - — — - — X —
Micronesia-Polynesia -

Fiji oo o - X X X — — - — — - X

Kiribati® e X o X — — — - - X —

Nauru. . ° X . X — — — — — — -

Samoa... . - ° X X — — — — — — X .

Tonga .... . - . X X X X :

Tuvalu®. ° ° - X ° ¢ — — — — — X -

ToTaL 5 1 2 2 4 3 16 33
Key: ’ ® Although Governments perceived the rates as neither too low nor too high and did not -

Policy options for mortality and fertility
+ Increase (e.g.,a “+” inthe fertility column indicates that the Government has a policy
of increasing fertility) ’

— Decrease )

= Maintain at current levels in the face of probable decrease if no intervention occurred

« No intervention - : '

Policy options for spatial distribution, international migration and technology and
organization i

x Intervention

« No intervention

define any coherent policy of intervention, they may have implemented some measures to pre-
vent the rates from evolving in the future to alevel that could be considered too low or too high.

¢ Country became independent during the period 1973-1980 and has not yet officially
stated all aspects of its population policies.

¢ Excluding Cyprus, Israel and Turkey.



TABLE40. AVERAGE LIFE EXPECTANCY ATBIRTH,1975-1979, AND G OVERNMENTS’ PERCEPTIONS OF ITS ACCEPTABILITY IN PREVAILING ECONOMIC AND
SOCIAL CIRCUMSTANCES, BY AREAS OF RESPONSIBILITY OF REGIONAL COMMISSIONS, GEOGRAPHICAL REGIONS AND LEVEL OF DEVELOPMENT,

JuLy 1980

Under 50 years 50-61 years 62%-69 years 70 years and over All ages
Not Not . . : Not Not Not
Acceptable acceptable Acceptable acceptable Acceptable * acceptable Acceptable acceptable Acceptable acceptable Total
A. Area of responsibility of Economic Commission for Africa v
) Eastern Africa
Rwanda Burundi - Kenya Seychelles Mauritius - - 2 14 16
Comoros Uganda K
Djibouti United Re-
Ethiopia publicof -
Madagascar Tanzania
Malawi Zimbabwe
Mozam-
bique
Somalia
Zambia !
Middle Africa
- Angola — - - - - — — ‘9 9
Central .
African !
Republic
Chad
Congo .
Equatorial
Guinea
Gabon
Sao Tome
and |
Principe
United Re-
public of
Cameroon
Zaire
Northern Africa
— Sudan — Algeria — — - - - 6 6
Egypt '
Libyan
Arab
Jama-
hiriya
Morocco
Tunisia
Southern Africa
- Botswana - Lesotho - - - - —_ 4 4
Swaziland South’
- Africa
‘ Western Africa
- Benin - Cape Verde . — - — - — 4
Gambia 16 16
Ghana
Guinea
Guinea-
Bissau
Ivory Coast
Liberia
Mali -
Mauritania
Niger
Nigeria
Senegal
Sierra
Leone
Togo
Upper Volta P ;
ToTAL
1 36 - 12 1 o - - 2 49 51

103



TaBLE 40 ( cbniinileé})

Under 50 years 50-61 years ‘ 62269 years 70 years and over

All ages

© Not
acceptable

.Not &

Not .
acceptable

acceptable

Not

A cceptablé' accebmb!e A‘C‘Cep[able Acceptable A Eceptable

Acceptable

‘Not
accepta

ble Total.

B. Area of responsibility of Economic Commission for Europe

Eastern'Europe

Bulgaria —
Czechoslo-
vakia
German
Demo-
cratic
Republic
Poland
Romania

Hungary * — .

Northern Europe

Denmark  Finland -
Iceland United®
Ireland Kingdom
Norway

Sweden

Southern Europe

* Albanija '
Yugoslavia

Greece Italy
.Holy See

Malta

San Marino

~ Spain

Portugal

Western Europe )
Austria France®
Belgium
Germany,
Federal
Republic
.of
Liechten-
stein
Luxem-
bourg
Monaco
Nether-
lands
Switzerland

Western South Asia (part)

Turkey - — *Cyprus —

Israel

Northern America

Canada —
United
“States of
America

Union of Soviet Socialist Republics

Byelorus-
sian SSR
Ukrainian
. SSR .
USSR

ToTAL Lo
— - — 1 2 2 27 7
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TaBLE 40 (gontinuet{)r ]

Under 50 years 50-61 years 62°-69 years 70 years and over All ages
Not : Not ’ Not . Not Not
Acceptable acceptable Acceprable acceptable Acceprable acceptable Acceptable acceptable Acceptable. accepiable Total
'C. Area of responsibility of Economic Cpmmis'sionfor Latin America,
' quibbean
— — Dominican Haiti Trinidad Bahamas  Barbados — 5 6 11
Republic and - Dominica Cuba -
Tobago  Grenada Jamaica
: Saint Lucia
Saint
Vincent
and the
Grena-
dines
Middle America
— — — Guatemala Costa Rica El Salvador - — 2 5 7
Honduras Panama. Mexico
Nicaragua .
Temperate South America
- — - — Chile Argentina - — 2 1 3
Uruguay
Tropical South America |
- — Ecuador Bolivia Guyana Brazil - — 2 7 9
Peru " Colombia
: Paraguay
Suriname
Venezuela
ToTaL : : .
— — 2 6 6 13 3 - 11 19 30
D. Area of responsibility of Economic Commission for Western Asia ,
- Western South Asia®
— Democratic Iraq - Kuwait ~ Bahrain — — 6 6 12
Yemen  Jordan United, Lebanon '
Oman Qatar Arab.
Saudi Syrian Arab Emirates’
Arabia Republic
Yemen
ToTaL
— 4 .4 — 2 . 2 — — 6 6 12
;
E. Area of responsibility of Economic Commission for Asia and the Pacific
China ;
|
— — — - - China — | — — 1 1
Japan
- - — - - - Japan - 1 — i
o Other East Asia
— - — - Republié of Democratic - — 1 2 3
Korea People’s
Republic P
of Korea
Mongolia
Eastern South Asia |
— Democratic Malaysia Burma Singapore — - - 3 6 9

- Kampu- Philippines Indonesia’
chea Thailand ;
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TaBLE 40 (continued)

o 50-61 years

v

Under 50 years - o 62*-69 years - 70 years and over ' All ages
Not Not ' R ° Not ) Not Not
Acceptable acceptable Acceptable acceptable Acceptable acceptable Acceptable acceptable Acceptable acceptable Total
E. Area of responsibility of Economic Commissions for Asia and the Pacific (continuéd)
Eastern South Asia (continued)'
Lao
People’s
Demo-
cratic Re-
public
Viet Nam
] Middle South Asia
- Afghani- - India -~  Sri Lanka S — - 1 8 9
stan Iran
Bangladesh Pakistan
Bhutan
Maldives
Nepal
Australia-New Zealand
— - - - — .= Australia - 2 — 2
New
Zealand
Melanesia
- Papua New — Solomon — - — — - 2 2
Guinea Isiands
Micronesia-Polynesia
— — — - - Kiribati Fiji - 2 4 6
Tonga Nauru
Samoa
Tuvalu
TotAaL
- 9 2 7 3 . 7 5 - 10 23 33
Developed countries
- - - R 2 2 28 7 30 9 39
Developing countries
1 49 8 26 12 23 7 — 28 98 126
ToTaL
1 49 8 26 14 25 35 7 58 107 165
Sources: Compiled from replies to “Fourth Population Inquiry chosen in reference to this 'ﬁgure. '

among Governments in 1978: review and appraisal of the World
PopulationPlan of Action”; and from the Population Policy DataBank
of the Population Division of the Department .of International
Economic and Social Affairs of the United Nations Secretariat.

2 A life expectancy at birth of 62 years corresponds to the average acceptable.
world life expectancy by 1985 referred to in paragraph 22 of the World
Population Plan of Action. The other categories in this table were

‘
v

¢ Excluding Cyprus, Israel and Turkey.
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b In its reply to the Third United Nations Population Inquiry, the
Government of France noted that, whereas it considered that levels of
average life expectancy for females were acceptable in prevailing eco-
nomic and social circumstances, those for males were not co

nsidered:



TABLE4l. GOVERNMENTS’ PERCEPTIONS AND:POLICIES WITH RESPECT TO THE CURRENT FERTILITY LEVEL AND ACCESS TO EFFECTIVE FERTILITY
REGULATION, BY AREAS OF RESPONSIBILITY OF REGIONAL COMMISSIONS, GEOGRAPHICAL REGIONS AND LEVEL OF DEVELOPMENT, JULY 19802

Governments’ perceptions of the acceptability of the current fertility level and the desirability of intervention to change it~

Rates not satisfactory: Rates not satisfactory:

too low; higher rates desirable ‘ I‘Qa!es satisfactory ' too high; lower rates desirable
Intervention Intervention
10 raise rates . BT . to lower rates
appropriate, : But incentives ) appropriate,
and incentives Intervention not and Intervention not Intervention not and incentives
and appropriate; disincentives appropriate; appropriate; and
disincentives neither incentives nor implemented - " “neither incentives nor neither incentives nor disincentives
implemented disincentives to maintain disincentives disincentives implemented
to raise rates implemented rates implemented implemented ' to lower rates
i i I v v -V Total
A. Area of responsibility of Economic Commission for Africa
Eastern Africa .
— — Mozambique (4) Burundi (2) Comoros (2) Kenya (4) 16
Ethiopia (3) Djibouti (3) Mauritius (4)
Malawi (1) Madagascar (3) Seychelles (4)
Somalia (2) . Rwanda(4) Uganda (4)
United Republic of Zimbabwe (4)
Tanzania (4) D
. Zambia (4)
Middle Africa . .
Gabon (1) Central African - Angola (3) United Republic of - _ 9
Republic (2) : . Chad (1)®. Cameroon (3)
Equatorial Guinea Congo (4)
(D S Sao Tome and
Principe (2)
Zaire (4)
Northern Africa
Libyan Arab — - Sudan(4) - Algeria (4) Egypt (4) : 6
Jamahiriya (1) : Morocco (4)
v Tunisia (4)
Sou’thern Africa
— _ — — A — Botswana (4) . 4
Lesotho (4)
South Africa (4)
Swaziland (4)
Western Africa
Guinea (2) — Benin (2) Cape Verde (4) Liberia (4) Ghana (4) 16
Ivory Coast (2) Gambia (3) . Senegal (4)
Mali (4) Guinea-Bissau (3) Sierra Leone (3)
Mauritania (2) Nigeria (3)
Niger (2) : ’
Togo (3)
Upper Volta (2)
Totar 3 ° 2 , 8. S 16 10 S 12 st
- B. A rea offequnsi_byiliry' ofEconomic,Cémmissio’hfor Europe -
. . . ‘Ea&tevrln Europe ' ' )
Bulgaria (4) - " Hungary (4) - -Poland (4) : - X _ ' 6
German Democratic Romania (4) - Czechoslovakia (4) ’ ’
Republic (4) : C '
Northern Europe
— - Finland (4) Denmark (4) — - 7
Iretand (2) Iceland (4)
Norway (4)
- Sweden (4)
United Kingdom (4)
Southern Europe
Greece (2) — Albania (4) Holy See (1) —_ - 9
Yugoslavia (4) Italy (3)
Malta (1)
Portugal (4)
San Marino (2)
Spain (3)
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TaBLE 41 (continued)

Governments’ perceptions of the acceptability of the current fertility level and.-the desirability of intervention to change it

Rates not satisfactory: , | Rates not satisfactory: .
100 low: higher raies desirable . Rates satisfactory . P too high; lower rates desirable

Intervention
to raise rates .
appropriate,

Intervention
to lower rates

But incentives appropriate,

and incentives .. . Intervention not . . and © . .. o Intervention not‘ o " Intervention not and incentives
and appropriate; .. disincentives . - appropriate; PN .. appropriate; - and
disincentives neither incentives nor. - implemented . neither incentives nor - . neither incentives nor . disincentives
implemented .. disincentives . . to maintain disincentives [ . disincentives - implemented
to raise rates implemented BN rates R implemented I implemented . to lower rates
e i J/i} v : 14 vi Total
B. Area of responsibility of Economic Commission.for Europe (continued)
Western Europe
France (4) Germany, Federal  Belgium (3) .. Austria (4) L - - 9
Liechtenstein (2) Republic of (3) . Netherlands (3)
Luxembourg (3) . Switzerland (3)
Monaco (4) .. )
. Western South Asia (part)
Israel (4) Cyprus (2) = - - ) Turkey (4) 3 ‘
g Northern America
- - Lo - . Canada(4) . - - . - 2
United States of :
America (4)
Union of Soviet Socialist Republics
— - Byelorussian SSR : R - — 3
4)
Ukrainian SSR (4)
USSR (4)
TotaL 8 "2 10 8 .. . S — . 1 39
C. Area of responsibility of Economic Commission for Latin-America
Caribbean )
- - - “Cuba (4) Bahamas (3) Barbados (4) 11
’ C ' Dominican Republic Dominica (4) ‘
@ . Grenada (4)
Saint Lucia (4) Haiti (4)
Saint Vincent and Jamaica (4)
the Grenadines Trinidad and
@ Tobago (4)
L tar Middle America ]
— Y- Panama (4) Honduras k4) Guatemala (4) Costa Rica (4) 7
" . Nicaragua (4)° El Salvador (4)
Mexico (4)
Temperale South America
Argentina (2) Chile (4) — R _ - ‘ - 3
Uruguay (1) ' ‘
Tropical South America
Bolivia(2) - .+~ "—¢ . . Colombia (4) Brazil (4) . —_ . —_ 9
Ecuador (4)
‘ Guyana (2)
"Paraguay (4)
Peru (4)°
Suriname (2)
Venezuela (4)
ToraL 3 1 2 : 9 6 9 30
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TaBLE 41 (continued)

Governments’ perceptions of the acceptability of the current fertility level and the desirability of intervention to change it

Rates not satisfactory:
too low; higher rates desirable

Rates satisfactory

Rates not satisfactory:
too high; lower rates desirable

Intervention

Intervention
to raise rates to lower rates
appropriate, But incentives appropriate,
and incentives Intervention not and Intervention not Intervention not and incentives
and appropriate; disincentives appropriate; appropriate; - and
disincentives neither incentives nor - « implemented neither incentives nor " neither incentives nor disincentives
implemented disincentives to maintain disincentives disincentives implemented
to raise rates " implemented rates implemented implemented to lower rates
I 1 il w 4 14} Total
D. Area of responsibility of Economic Commission for Western Asia
Western South Asia®
Iraq (2) — Kuwait (2) -Democratic Yemen Bahrain (3) - — 12
Oman (2) 4) Jordan (4) i
Qatar (2) Lebanon (3)
Saudi Arabia (1) Syrian Arab
United Arab ~ Republic (4)
Emirates (2) “Yemen (4)
ToraL 1 - S 4 2 - 12
E. Area of responsibility ofEconomic\and Social Commission for Asia and the Pacific
‘China
— — — — - China (4) 1
Japan
— - — Japan (4) - - 1
Other East Asia
- - Democratic People’s - - " Republic of Korea 3
Republic of Korea @)
C)]
Mongolia (4)
Eastern S'oyuth Asia
Democratic — ’ , Malayéia 4) Burrha 2) - Indonesia (4) 9
Kampuchea (1)° Singapore (4) Philippines (4)
Lao People’s Thailand (4)
Democratic Viet Nam (4)
Republic (1)
‘ Middle South Asia
- - - Bhutan (4) Afghanistan (4)° Bangladesh (4) 9
Maldives (2) India (42
Iran (4)
Nepal (4)
Pakistan (4)
Sri Lanka (4)
Australia-New Zealand
— — — " Australia (3) - — 2
New Zealand (4)
Melanesia-
— — — — Solomon Islands (4) - Papua New Guinea 2
4)
Micronésia-Polynesia
— - Nauru (4) — Tuvalu (4) Fiji (4) 6
Kiribati (4) Samoa (4)
Tonga (4)
TotaL 2 — 6 6 3 16 33
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TaBLE 41 (continued) L. ‘

Governments’ perceptions.of the acceptability of the current fertitity level and the desirability of intervention to change it

Rates notsatisfactory:

Rates not satisfactory:

too low; higher rates desirable N Rates satisfactory R ’ 100 high, lower rates desirable
Intervention Intervention
10 raise rates to lower rates
appropriate, But incentives appropriate,
and incentives Intervention not - , and Intervention not Intervention not and incentives
and appropriate; disincentives appropriate; appropriate; and
disincentives neither incentives nor implemented neither incentives nor neither incentives nor disincentives
implemented disincentives . to maintain disincentives disincentives implemented
to raise rates implemented rates implemented implemented to lower rates
{ i i) v 4 vi . Total

E. Area of responsibility of Economic and Social CommissionfdrAsi'a and the Paéiﬁc (continued)

: Develdped countries

7 1 . 10 21 - F N 1
Developing countries

10 _ 4 21 32 21 . 38 126

TotaL 17 5 31 53 21 38 165

Sources: Compiled from replies to “Fourth Population Inquiry
among Governmentsin 1978: review and appraisal of the World Popu-
lation Plan of Action”; and from the Population Policy Data Bank of
the Population Division of the Department of International Econom-
ic and Social Affairs of the United Nations Secretariat.

2 Figures in parentheses refer to Governments’ policies concern-
ing provision of support for effective individual{fertility régulation:

(1) Access limited; Y

110

(2) Access not limited, but no support provided;

(3) Access not limited and indirect support provided;

g4) Access not limited and direct support provided.

Perception and policy are those prevailing as of the last monitor-

ing. : : .
¢ Recently changed its policies with respect to support for effective
individual fertility regulation and is now.in category (3).

¢ Excluding Cyprus, Israel and Turkey.
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TABLE 42. GOVERNMENTS’ POLICIES CONCERNING EFFECTIVE USE OF MODERN METHODS OF FERTILITY REGULATION #-RELATION TQ. (G OVERNMENIS. )
.BBRCE‘P‘TIONS‘AND POLICIES-W[TH RESPECT TO'THE'CURRENTFERTILITY-EEVEL, BY AREAS OF RESPONSIBILITY OF REGIONAL COMMISSIONS AND LEVEL

OF DEVELOPMENT-;-lUber

80 - ;.

/

Governmen!x perceptions and policies

PR

roo

g
Governments’ pa/mes mncemmg ejfemve use 0/ modern merhods of fertility regula/lon

Access limited”

Access not hmfted

No

b
supporl provided
(2)

Indirect 1y
support provided
)

Direct

15

support provided
(4)

with respect to the current fertility level Total
' ‘ . A. Area ofresponsrbz/lly ofEconamlc Commrssmnfor Africa
Rates not satlsfactory too low; highef Tates ——————
desirable
Intervention to raise rates appropriate, and in-
centives and disificentives implemented .... Gabon Guinea - - 3
Libyan Arab
. Jamahiriya
Intervention not appropriate; neither incen-
tives nor disincentives implemented........ - Equatorial Guinea Central African — - 2
. Republic
Rates satisfactory
But incentives and disincentives imple-
mented to maintain rates ......................... - Benin Togo Mali 8
Ivory Coast Mozambique
. Mauritania
Niger
. » Upper Volta
~Intervention not appropriate; neither incen- . .
tives nor disincentives implemented........ Chad® Burundi Angola Cape Verde 16
Malawi Sao Tome and - Ethiopia Congo
: Principe -~Gambia Sudan
.\ ’ - Somalia Guinea-Bissau United Republic of
i Nigeria Tanzania
Zaire
Zambia
Rates not sausfactory \too high; lower rates
desirable )
Intervention o lower rates appropriate, and
incentives and disincentives implemented . — — — Botswana 12
) ) Egypt
SN Ghana
.\' E Kenya
oo Lesotho
N N Mauritania
Morocco
Seychelles
South Africa
Swaziland
Tunisia
Uganda
Intervention not appropriate; neither incen-
tives nor disincentives implemented......., - Comoros Djibouti Algeria "10
' Madagascar Liberia
Sierra Leone Rwanda (2)°
United Republic of Senegal
Cameroon Zimbabwe
ToTtaL 5 11 10 25 51
B. Area of responsibility of Economic Commission for Europe
Rates not satisfactory: too low; higher rates
desirable
Intervention to raise rates appropriate, and in-
centives and disincentives implemented .... —_ Greece (1)° Luxembourg Bulgaria 8
Liechtenstein France
German
Democratic
Republic
Israel
Monaco
Intervention not appropriate; neither incen-
tives nor disincentives implemented........ — Cyprus Germany, Federal — 2
Republic of
Rates satisfactory
But incentives and disincentives 1mple—
mented to maintainrates......................... - Ireland Belgium Albania
Byelorussian SSR 10
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TABLE 42 (continued)

Governments’ policies concerning effective use of modern methods of fertility regulation

Access not limited

. No Indirect Direct
Governments' perceptions and policies : Access limited - support provided support provided support provided
with respect tothe current fertility level . (1) (2) 3) ) (4) Total*
B. Area of responsibility of Economic Commission for Europe (continued)
Czechoslovakia
Finland
Hungary
Romania
‘ Ukrainian SSR
‘ Intervention not appropriate; neither in- : USSR
centives nor disincentives implemented.. Holy See San Marino Italy Austria 18
;\ Malta Netherlands Canada
Spain (2)° Denmark
Switzerland Iceland
Norway.
Poland
Portugal
Sweden
United Kingdom
United States of
America
Yugoslavia
Rates not satisfactory: too high; lower rates
desirable
Intervention to lower rates appropriate, and in- ; )
centives and disincentives implemented .... . - - Turkey 1
- Intervention not appropriate; neither incen-
tives nor disincentives implemented........ - — — —
TotaL 2 7 25 39
C. Area of responsibility of Economic Commission for Latin America
Rates not satisfactory: too low; higher rates
desirable .
Intervention to raise rates appropriate, and in-
} centives and disincentives implemented ... Uruguay Argentina —_ — 3
‘ ‘ Bolivia
Intervention not appropriate; neither incen-
tives nor disincentives implemented........ — — Chile 1
Rates satisfactory ] :
But incentives and disincentives imple- .
mented to maintain rates..............coevevenn - - Colombia 2
. Panama
Intervention not appropriate; neither incen- s
tives nor disincentives implemented........ — Guyana ‘Peru (4)b Brazil 9
Suriname Cuba
Ecuador
Honduras
Paraguay
A Venezuela
Rates not satisfactory: too high; lower rates
desirable ' .
Intervention to lower rates appropriate, and in-
centives and disincentives implemented .... — — Barbados 9
’ Costa Rica
Dominica
El Salvador
' Grenada
Haiti
Jamaica
Mexico
Trinidad and
Tobago :
Intervention not appropriate; neither incen- e
tives nor disincentives implemented........ - Bahamas Dominican 6 .
I Republic ,
Guatemala
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TABLE 42 (continued)

Governments’ policies concerning effective use of modern methods of fertility regulation
Access not limited

No Indirect Direct
Governments’ perceptions and policies Access limited- support provided support provided support provided
with respect 1o the current feriility level 1) 2) (3) (1)

Total

C. Area of responsibility of Economic Commission for Latin America (continued)
Nicaragua® 6
Saint Lucia
Saint Vincent and
" the Grenadines
ToTAL 1 4 2 23 30

) D. Area of responsibility of Economic Commission for Western Asia®
" Rates not satisfactory: too low; higher rates

desirable
Intervention to raise rates appropriate, and in-"

centives and disincentives implemented ..., - ~ Iraq —_ - 1
Intervention not appropriate; neither incen- )

tives nor disincentives implemented........ —_ - - — —

Rates satisfactory
But incentives and disincentives imple-

mented to maintain rates......................... Saudi Arabia Kuwait - - 5
: Oman
Qatar
United Arab
Emirates
Intervention not appropriate; neither incen-
tives nor disincentives implemented........ - - Lebanon Democratic Yemen 4
Syrian Arab
Republic
: Yemen
Rates not satisfactory: too high; lower rates
desirable
Intervention to lower rates appropriate, and in-
centives and disincentives implemented .... - - - - —
Intervention not appropriate; neither incen-
tives nor disincentives implemented........ - - Bahrain Jordan 2

ToTAL 1 5 2 4 12
E. Area of responsibility ofEéonomic and Social Commission for Asia and the Pacific

Rates not satisfactory: too low; higher rates

desirable
Intervention to raise rates appropriate, and in-
centives and disincentives implemented.... Democratic - - - 2
Kampuchea®
Lao People’s
Democratic
Republic

Intervention not appropriate; neither incen-
tives nor disincentives implemented........ ; - - - - -
Rates satisfactory
But incentives and disincentives imple-
mented to maintain rates ..........c..ccoceeenns - - - Democratic 6
People’s
Republic of
Korea
Kiribati
Malaysia
Mongolia
Nauru
Singapore
Intervention not appropriate; neither incen-
tives nor disincentives implemented........ - Burma Australia Bhutan 6
Maldives Japan
New Zealand

Rates not satisfactory: too high; lower rates

desirable
Intervention to lower rates appropriate, and in-
centives and disincentives implemented.... - - - Bangladesh 16
China
Fiji
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TABLE 42 (continued)

Governments' policies concerning effective use of modern methods of fertility regulation

Access not limited

No Indirect Direct
Governments’ perceptions and policies Access limited support provided support provided support provided
with.respect to the current fertility level () 2) (1) @) Total
E Area of responsrblllty of Economic and Soctal Comm:ss/onforAs:a and the Pacific (contmued)
. . India
Indonesia
Tran*
Nepal
o Pakistan
< -Papua New Guinea
-Philippines
Republic of Korea
.. Samoa .
Sri Lanka
Thailand
- Tonga
. Viet Nam
Intervention notappiopriate; neither incen- - - ) o
‘tives nor disinceritives lmplemen(ed ........ - — - - = : Afghanistan?®- 3
' T ' s ' " Solomoh Islands ° '
. B . o ’ Tuvalu )
ToraL 2 2 N 1 - . 28 33
Deéveloped countries
Rates not satisfactory: too low; higher rates :
desirable ]
Intervention to raise rates appropriate, and in- ‘
centives and disincentives implemented ... — 2 1 4 7
Intervention not appropriate; neither incen-
tives nor disincentives implemented........ - — i - 1
Rateés satisfactory .
But incentives and disincentives imple-
mented to maintainrates......................... - 1 1 8 10
Intervention not appropriate; neither incens
tives nor disincentives implemented........ 2 1 5 13 21
Rates not satisfactory: too high; loweér rates
desirable
Intervention to lower rates appropriate, and in-
centives and disincentives implemented ..., - - — — —
Intervention not appropriate; neither incen-
tives nor disincentives implemented........ - - —_ - -
ToTAL 2 4 8 25 39
. Developing countries
Rates not satisfactory: too low; higher rates
desirable
Intervention to raise rates appropriate, and in-
centives and disincentives implemented .... 5 4 - 1 10
Intervention not appropriate; neither incen: )
tives nor disincentives implemented........ 1 2 - 1 4
Rates satisfactory
But incentives and disincentives imple-
mented to maintain rates 1 9 1 10 21
Incentives not appropnate “neither mcen- '
tives nor disincentives implemented........ 2 7 7 16 32
Rates not satisfactory: too high; lower rates
desirable - )
Intervention to lower rates appropriate, and in-
centives and disincentives implemented ... — - - 38 38
Intervention not appropriate; neither incen-
tives nor disincentives implemented........ - 1 6 14 21
ToTAL 9 23 14 80 126
World
Rates not satisfactory: too low; higher rates
desirable
Intervention to raise ratés appropriate, and in-
centives and disincentives implemented ... 5 6 1 S 17
Intervention not appropriate; neither incen-
1 2 1 1 5

tives nor disincentives implemented........

n4




TABLE 42 ( continuéd)

Governments’ policies concerning effective use of modern methods of fertility regulation

Access not limited

No Indirect " Direct

Governments’ perceptions and policies Access limited support prawded support provided :uppart provided
with respect to the current fertility level (1) 2) 3) 4) Total
World (continued)
Rates satisfactory
But incentives and d[smcentwes imple-
mented to maintain' fates ......................... 1 10 2 18 31
Intervention not appropriate; neither incen- o
tives nor disincentives-implemented......... 4 8 12 29 53
Rates not satlsfactory too hlgh lower rates
desirable - i
Intervention to lower rates approprlate andin-
centives and disincentives implemented ... - - - 38 38
Intervention not appropriate; neither incen-
tives nor dmncentnves implemented........ — 1 6 14 ©21
ToTaL 11 27 22 105 165

Sources: Compiled from replies to “Fourth Population Inquiry
among Governments in, 1978: review and appraisal of the World
Population Plan of Action”; ;and from the Population Policy Data Bank
of the Population Dnv1s:on of the Department of International
Economic and Social Affairs of the United Nations Secretariat.

4 Perception and policy are those prevailing as of the last

(gmtormg

Country whose Government changed its policy concerningaccess

to modern methods ofcontraceptlon between 1'July 1978 and 1 July
1980. Figure in parentheses refers to sifuation as of 1 July 1978.
¢ Excluding Cyprus, Israel and Turkey.

According to the most recent information, access to effective use
of modern methods of fertility regulation is still permitted, but all
voluntary organizations have been transferred to the various govern-
‘ment departments.
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LEGAL STATUS AND GROUNDS FOR GRANTING ABORTION, BY AREAS OF RESPONSIBILITY OF REGIONAL COMMISSIONS AND GEOGRAPHICAL REGIONS, JULY 1980

TABLE 43.
Modalities
Place of
termination
. and
ds for terminatio nan insurance/
Geographical Date Grounds for termination of pregnancy Legal : social Penalties for:
region and of On Socio- period » Conimittee security
country law? request economic Medical Eugenic Juridical Other allowed . Consent .approval coverage ° Performer Woman Supplier Remarks
A. Area of responsibility of the Economic Commission for Africa C )
Eastern Africa E C
Burundi....coirvrrercirienens b b Life (in b b b b b .® k4 I,2-10 years I, 2-5 years b -
practice) . ' ..
Comoros.... _
Djibouti... .. I -
Ethiopia... 1957 b b Life . b Rape and b b Woman’s Performing b fl,upto$ I, 3 months- b -
o Health incest consent physician - years © 5 years
7 operate required and . -
. only as ex- another
tenuating If unable physician,
factors in for health  _specialist
sentencing reasons, in the
her next of disease en-
kin or her dangering .
legal rep- health, life
resentative  of the
may con- mother,
sent on must give
her behalf  authoriza-
tion )
KeNYa........vovreresvernians 1972 b b Life b b b b b b b Luptold lLupto7 Il,upto3 -
years years years
Madagascar...................... 1962 b b Life b b b b b b b 1, 1=5 years; I, 6 months— b =
and fine 2 years
and fine
Malawi ... 1968 b b Life b b b b b b b I,upto L,upto?7 L,upto3 -
14 years years years
Mauritius . ... 1945 b b Life b b b b b b b Luptol10 I,up to 10 IL,upto 10 -
S years years years
Harsher
penalties
for
medical
personnel
Mozambique.................... b b Life b b b b b b b I, 2-8 years [, 2-8 years b Law in force
Less severe up to inde-
penaity if pendence,
offence No infor-
commtitted mation on
in order to current
conceal legal
her situation
dishonour -
Rwanda ................oeeeee 1970 b b Life (in b b b b b b b Penal servi- Penal servi- b -
practice) tude, 2-10 tude, 2-5
) years years
Seychelles .........c............ . b b Life b .b b b b b b b b b -
Somalia ..o, 1962 b b Life b s b b b b b b I, 1-5years I, 1-5years I, 6 months~ -
. : . Harsher 2 years
penalties
for
medical
personnel




Uganda.......................

‘United Republic

of Tanzania...............

Zambia........coooceennians

Zimbabwe ...................

Middle Africa

Angola.......................

Central African

Republic .......c...ceeeel

1964

1972

1978

1961

1967

Risk of
injury to
the physi-
cal or
mental
health of
any exist-
ing
children

b

b

Life

Physical
health

Mental
health

Life
Health

Life

Physical
health

Mental
health

Physical
health

Life

Life (in
practice)

Life

Serious risk
of physical
or mental
abnor-
malities

Danger of
serious
physical or
mental im-
parirment
of the
foetus

b

b b
Mother b
suffering
* from some
severe
psychiatric
illness
b The preg-
nant
woman’s
actual or
reasonably ~
foresee-
able envi-
ronment
and age
taken in
account in
determ-
ining any
abortion
Unlawful b
" inter-
course
b b
b b
b b

Approval of
two
medical
practi-
tioners re-
quired in
practice

Approval of
two
attending
physicians
required

b I, 14 years

b I, 14 years

Approval of In govern- 1, 14 years

medical
practi-
tioner per-
forming
abortion
and of two
others re-
quired,
unless
emergency

Performing
physician
needs at-
tested'
written
approval
of two
other
physi-
cians, one:
of whom
must be
an expert
on the list
of the
Civil
Court

ment or
approved
hospitals
unless
emergency

b I, 2-8 yea'rS'

I, 15 years;
and/or
fine

I, 1-5 years;
and fine
If foregoing

is”

habitual, I,
5-10 years

Harsher
penalties
for .
medical

personnei,

same as

* above and
in addi-
tion, sus-
pension
from pro-
fessional
practice
from §
years to
life

I, 7 years

I, 7 years I, 3 years

- 1,7 years

I, 2-8 years

Less severe
penalty if
offence
committed
in order to
conceal
her
dishonour

I, 6 months-
2 years;
and/or
fine

1, 2 months-
2 years;
and fine

Law in force
up to inde-
pendence.
No infor-
mation on
current
legal
situation



811

T/;BLE 43 (continued)

Geogréi}l ical Date
region and of
country law?

Grounds for termination of pregnancy

Legal

On Socio-
request economic

period

Medical Eugenic Juridical Other allowed

Modalities

Committee

Consent approval

Place of
termination
and
insurance/
:ouql . Penalties for:
security
coverage

Performer Woman Supplier Remarks

Middle Africa (continued)

Equatorial
Guinea .............cceoenns

Sao Tome and
Principe ........coooiiil

United Republic of

Cameroon 1967

b In practice,

permis-
sible in
cases
where the
birth of a
chid -~
would re-
sult in
socio-
economic
hardship
on the
mother or
famity

Life
Health

Life

Health Rape

Life

b . . For health
N reasons, a
committee
of physi-
cians has
ce to ex-
© amine
each case
individu-
ally
For socio-
economic
reasons,
- recom-

mendation °
of a social -

worker
needed

Performer
must bea
qualified
medical
person
and ap-

‘ proval of
two con-
sultant
physicians
required

Abortion on
juridical
ground re-
quires _
verifica-
tion by the
public.
prose-
cutor’s
office

b b

Abortion
performed
frequently

New law per-
taining to
the subject
currently
drawn

I, 1-5 years, I, 6 months-" . -~
and fine 2 years;
Harsher and fine
penalties
for
medical
personnel

b I, 1-5 years; 1,15 days-1 . -
and fine year; and/
Harsher or fine
penalties
for
physicians

I, 2-10 years I, 2-5 years -
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Northern Africa

AIZETIA oo 1966-1976 b b Life b b b b b Abortion has
.. Health to be
carried out
by a physi-
cianora
surgeon,
after con-
sultation
with
another
physician
and after
notifica-
tion of the
State
Director of
Health
and
Adminis-
trative
authorities
Egyptoceeieiiiiiiiienn 1937 b b Health Danger of b b b Husband’s  Certification
Life deformed consent of a team
or required of medical
congeni- for abor- doctors
tally tion per- required
abnormal formed to
child save the
life or pre-
serve the
health of
the
mother
Libyan Arab
Jamahiriya.................... 1953-1973 b b Life .o b b . b Consent of Agreement
and 1975 the preg- of two
nant gynaecolo-
woman, or  gists, one
if she is on whom
minor, is per-
that of her  forming
guardian ' - the opera-
required tion, re-
. N .quired
MoOroceo ....vvviiiiiiiiiinenns 1962-1967 b b Health b b b b Spousal con- Abortion has
sent re- to be
quired openly
Where preg- performed
nancy is bya
M inter- physician
rupted
without
spousal
consent,
the chief
medical
officer
. must be
T ' informed
Sudan....ccooorrrreerieenns 1925 b b Life b b b b b b
TUBISIA cevvevreeoeeereeieennns © 1973 On request b Health Danger of b b Within 3 Consent of  To be per-
Mental serious months the formed by
balance infirmity (on womanre- a
. request) quired physician

In hospitals
or author-

ized
clinics

1, 1-5 years;
and fine

Harsher
penalties
for
medical
personnel

1, 6 months-
2 years

I 1 b
Harsher
* penaities

for

physicians

and phar-

macists

I, at least 6
months

I, at least 6
months

I, 1-5 years; I, 6 months- b
and fine 2 years;

If habitual, and fine
double
penalty

IL,upto3
yeafs;
and/or
fine .

Punishable if performed in violation of
the law
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TABLE 4_3 (continued)

Modalities

Place of
termination
and
N N n
Geographical Dare Grounds for termination of pregnancy Legal ! i’;’:;:[fe/ Penalties for:
region and of On Socio- period Committee security .
country " law? request economic Medical Eugenic Juridical Other allowed approval coverage Performer Woman Supplier Remarks
Southern Africa . :
Botswana....... e, 1964 b b Life b b b b b b b Lupto3 1, for‘se_veral -
Physical years _.years -
health (medica-
Mental . tionor
health instru-
! X ment)
Lesotho ... o b b Life b b b b b . b . . b L b -
South Africa... 1975 b b Life Dangerofa Rape b b Certification Government Punishable by imprisonment for up to § —_
Physicat physical or Incest of the hospitals years, and/or by fine, if performed in
health mental Pregnancy woman’'s  Approved violation of the law
" Mental defect resulting physician medical L ’
.. health from inter- and of two  insti-
course other tutions
with physicians
women required
who are
idiots or
imbeciles .
Swaziland................. b b Life b b b b b Government b N b b Current
. Physical hospitals status of
health In practice, abortion
Mental itis re- legislation
health - ported not
. that those known;
who can- - the basis
" not afford of law is
to pay are still the
treated . statutory
free of law of
charge ‘South
.Africa in
- force
- before
1965
Western Africa . L . . . i
Benin......coooo 1958 b b “Life b b Abortion b Agreement b b b b -~
1973 . . : resulting ofa
from em- committee
ployment of three
of any physicians
~ therapy is (including
: ;_x_lggg[.;é 8\(WS¢A : the per-
Yy legal former)
system and an
expertat-
tached to
the civil
courts re-
quired
Cape Verde.... -
Gallj'nbia 1934 b b Life b b b b b b 1, 14 years 1, 7 years 1, 3 years -
Health
Ghana.......c..ocoeuienns 1960 b b Medical or b 4 . b b b Preferably IL,upto 10 Luptoll b -
1962 surgical : govern- years; years;
1969 treatment ment - and/or and/or

hospitals - fine fine
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Guinea . ......ooooiiiiiiiinnns

Guinea-Bissau..................
Ivory Coast..........eeenneinnes

Liberia................ooci

Mauritania...

Senegal........oovevneniniinannnn

1961

1972

1961

1958

Health

Life

Physical
health

Mental
health

Life

Life

Life

Life (in
northern
provinces)

Allowed in
other
provinces
under
authority
of court
decision

Life

Danger of Rape

serious Other
defects felonious
inter-
course
b b
b b
b b
b* b
b b

o b
e b
If the girl at b
the time of
inter-
course was
below the
age of 16
b b
b b
b b
b b
b b

To be per-
formed by
physician
with
written
certifica-
tion of two
other

physicians:

Certification
of two
physicians

In practice,
approval
of two
medical
practi-
tioners
required

Performing
physician
must re-
ceive
written
certifica-
tion from
two other
doctors

b I, 1-2 years;

and/or
fine

For medical
personnel,
same
penalties
and sus-
pension-
from pro-
fessional
practice

I, 1-5 years;
and fine

Harsher
penalties
for physi-
cians and
pharma-
cists

1, 1-5 years;
and fine

1, 1-5 years;
and fine |

I,upto 14
years ¥

1, 1-5 years;
and fine

1, 16 days-1 b
year; and/
or fine
o e
b b
I, 1-5 years; b
and fine
Fine b
I, 6 months- b
2 years;
and fine .
I,7-14 years L,upto3
years " .
(except in
the
northern
. provinces,
where the .
penalty is
not
specified)
I, 6 months- b
2 years;
and fine

Methods
used to
prevent
implanta-
tion of a
sterilized
egganda
self-
abortion
by the
pregnant
woman do
not consti-
tute
criminal
offences. -
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TABLE 43 (continued)

Moadalities
Place of
termination
and
Geographical Date ] Grounds for termination of pregnancy Legal iﬂi’:};‘;g{“’/ ’ ) )
region and of On Socio- . period Committee security enaltze.sfor.
country (an/“ " request economic Medical Eugenic Juridical Other allowed Consent approval coverage Performer Woman Supplier Remarks
Western Africa (continued) o
Sierra Leone... 1939 ‘b Life N b b b b b b b Penalties are imposed -
L .- Health .
TOBO e 1810 b +b Life - b b b b b b b b b b _
Health : )
Upper Volta........ccouee...... 1810 b, b, Life b b b b b b b b b b _
B. Aréa of responsibility of the Economic Commission for Europe’
‘Eastern Europe N . - T
Bulgaria.......................... 1973 Onrequest Wherethe  Wherenot Included in  Rape Pregnant On request b Authoriza- Onlyin For physi- . Not crimi- b —
1974 for woman pregnant allowed on  the list of woman is within'10 ) tion by hospitals cian, I, up nally re-
‘withmore  woman is request if diseases “an alien . weeks boards es-  and by to 3 years. sponsible
than one ' unmar- there exist - ’ tablished physicians For others, I,
living ried, a medical ‘at'district specialized upto5
child and  widow, . indica- ‘. i ) hospitals in obsiet- years
provided separated tions . i for termi- rics and
.there are from her officially 3 -’ nation of ‘gynae-
no spe- husband listed : pregnancy cology .
e . cially Where she  In cases of "~ onmedical . - "
' listed has one disease - indica-
medical living not listed, tions of
contraindi-  child and permis- woman
cations is over 40 sion may without a
years of be granted child or
age by special with one
board living
N child .
Czechostovakia................. 1973 b Difficult Medical Included in  Rape If intra- For medical Minorsdo  Approval of Hospitals I, 1-5 years Not crimi- b —
conditions  indi- the list of  Other crimi- uterine reasons not need a three- -(depart- nally re-
for the life cations of-  medical nal offence  contracep- during the parental member ment of sponsible
of the ficially indica- tion has first 12 consent district - gynae-
woman or listed tions failed weeks committee  cology)-
her If conception For eugenic required  As an excep-
children, occurred reasons st tion to free
such as: before 15 during the health
or after 45 first 24 . care, a fee
Woman - years (age weeks " is charged
is over asa (except in
.40 years - medical s excep--
(social . indication) -tional -
condi- cases) oo
tion); . o . T
- " Woman " o )
has
three or
more
living
chil-
dren;
Unmar-
ried
woman;
Woman
has lost
her hus-
band or
heis in
a poor
state of

health;




German Democratic

Republic 1972 On request

£Tl

Hungary.......ocooeiiinininnnn, 1973 . Subject to
authoriza-
tion by
special
com- .
mittees;
but
women
who are ~

vorced, *

separated

from their
husbands

(at least 6

months),

widows,

over 40

years or

who have

. ‘. at least

C three chil-

dren pos-
sess right’
to have
authoriza-
tion

single, di- .

Poor

level of
living
(hous-
ing, fi-
nanciat
situa-
tion)
Family
unit
broken
down
Covered by" Physical Covered by
the indica-  health the indica--
tion “for.  Mental tion “for
other im- health - other im-
portant - - portant’
reasons” reasons”
in the law in'the law
Where wo-*  Medical Probable
man or indication- medical
spouse: indication
o affecting
Has no the con-
available ceptus
accom- Abortion
. modation; " maybe
granted if
Is serving woman
prison has two
sentence living chil-
(at least dren and
six anticipates
. months); that the
. viability of
Has other the con-
social - ceptus or
groundsof | its health
an impera- develop-
tive nature ment is
threatened

Rape b
Certain
other
forms of
sexual
mis-
conduct
Criminal act If intra-
uterine
contracep-
tion has
failed
If the woman
has two
children
and has *
. under-
gone, in
addition,
at least’
one
“obstet-
rical
event”

On request:
during the
first tri-
mester

For medical
reasons;
no limit

For other
reasons;
up to
twelfth
week of
pregnancy
and eighth

“week for a
minor (if
procedural
delays, up
to six-
teenth
week)

Consent of
the
woman
and “hear-
ing” of the
husband
before the
committee

For a-minor,
consent of
the legal
repre-
sentative
can be
substi-
tuted by a
decision of
the com-
mittee

Permission
of a com-
mission of
medical
experts
needed for
abortion
to be per-
formed
after the
first 12
weeks

Abortion is
normally
not al-
lowed if
there has
been an
abortion
in:the pre-
vious 6
months

Authoriza-
tion by
special’
com-
mittees
required
in all cases

To be per-
formed by
a physi-
cianina
recognized
clinic .

Abortion it-
self,its
prepara-
tion and
post-
operative
treatment
considered
illness for
the pur-
pose of
employ-
ment and
social in-
surance

In patient
health care
establish-
ment

Fee regu-
lated by
law

Abortion after first 12
weeks is generally illegal
under the criminal code-




TABLE 43 (continued)

womar; .

Modalities
Place of
termination
i and ,
- - insurance,
Geographical Date _ Grounds for termination of pregnancy Legal social Penalties for:
region and of. On Socio- period Committee security -
country law? request economic Medical Eugenic Juridical Other allowed Consent approval coverage Performer Woman Supplier Remarks
Eastern Europe (centinued)
Poland.............ooooinnil " 1956 b Where the | Health Not ex- Rape ° b Consent of - The physi- Hospitals Punishable Not crimi- b —
1969 pregnant pressly Other - parents.or cian hasto  and clinics nally re-
woman is permitted criminal guardian decide if  Offices of sponsible
(or.would but acts required the rea- private for termi-
be after usually for minor>  sons physicians nating her
the child considered © stated by own preg-
were born) a reason of . the - nancy or
in “diffi~ ~“difficuit ‘Woman are. co-oper-
cult fiving living con- " sufficient ating in
condis .. e ditions”" {f he refuses, such a-
tions? | - - patient termina-
. camre~ tion
- quest-deci- '
sionofa
medical-
Romamia........c..cooooeee.... 1957 b L  Life Whereone  Rape -Woman is First three b App of  Speciali Punishab} Punishab} b -
1966 ’ " Physical of the Incest more than months a medical health unit
_Mental parents 45 years For life’s board
suffers She has four reasons required
from-a ser- chitdren up:to -
ious under her-  the
disease of. care- sixth_
a heredity month
nature or-
from one-
liabie to
cause
serious
congenital:-
maliorma-
. tion
‘Northem Furope . A
Denmark......................... 1973 Onrequest Where preg- | Life Danger of Rape Onaccount. Onrequest, Forwoman -Committee State or Lupto2 b b —
nancy, Physical sericus Other crimi-  of her first 12 under 18 approval communal ~ years or
childbirth health physical or  nal acts youth or weeks; . years or le-  required hospitals fine for
or care of Mental mental imma- after that gally after the'  Attached physician
child con- health disorder turity (if time, ille- incompe- first 12 ) clinics Lupto4d
stitutes a woman is gal except tent, con- weeks of (ambuta- years for
serious . incapable for medi- sent of pa-  pregnancy torium) non-
burden; of giving cal reasons  rents or Fees follow- physician
B following proper or with _ guardian ing law
will be’ caretothe authoriza-  required,
taken in child)- tionofa but com-
account: special mittes.can
Interests of. committee. decide
the that con-
woman; sent’is not
Management necessary
of the
“house-
hold;
Care of the
other.chil-
dren; _
Age of




“Effortin-

volved in
her oc-
cupation;

Her personal
circum-
stances or
{those of
her
family),
including

. thousing,
income .
and heaith - -

1970 b
1978

Finland.. Life

Health

Disease or
mental’
disfunc-
.tion that -

. will affect

the ability
of either
or both
parents to
take care
of the
-child
Delivery of a

child-and
its care.in
infancy
would
placec a
-serious .
strain
-upon the
mother.in
relation to
her gen-
eral living
conditions
and those
-of her
family

“Where-preg- Lile

nancv.and -Physical
child wili heaith
cause the "Mental
woman health
and her’
close rela-
tives .
excessive
problems
on account
of unsur-
mountable
“social cir-
cum-
stances,
the fol-
lowing will
be con-
- sidered:

deetand ..o 1973 b

Danger of
serious
disease or
of serious

. physical or
mental
defect

Danger of

Criminal
offences

Rape

‘Where the
woman
was under
17 or over
40 at the
time of
concep-
tion

Where she
already
has given
birth to-at
least four

_children

malforma- :Other crimi-

-tion or
.child.will
suffer
from
serious
disease
due to
genetic
factors or
damage
which oc-
curred
during the
foetal
phase

nal-acts

For any
reasons,
up to
twelfth
week

For medical
reasons,
up.to
twentieth
week
altowed

For. woman
under 16
years.or
tegaily in-
compe-
tent, joint
request by
the
woman
and her
parents or
legal
repre-
sentative

For mentally
handi-
capped
woman,
request by
legal rep-
resentative

In most
cases,
recom-
mendation
of two
physicians
or authori-
zation of
the State
Medicat

-Board
required

Written
-repori.of.
two:physi-
cians re-

. -Quired

Incase of
non-agree-
ment,
matter
shall be
submitted
for a deci-
siontoa
three-
member
commitiee

Approved
hospitals
orinstitu-
tions,

 except in
an emer- R
gency

upto 4
years

Approved
hospitals

4, 5-7 years

Hard 1abour, 1, buttaking-

into ac-
count cir-
cum-
stances,
the court
may re-
frain from
punishing
the
woman
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TABLE 43 (continued)

Grounds for termination of pregnancy

Modalities

Legal

Geographical Date
region and of On - Socio-
country law® request . economic

Medical

period
Other allowed . Consent

Place of
termination
and
insurance/
. social Penalties for:
Committee .+ securiry
approval - coverage Performer Woman Supplier Remarks

Northern Europe -(continued) o

Iceland (conii Vor
{continued) Woman has

given:birth
to several
children at
frequent
intervals
.-and only a
T R -.short time
has
elapsed
since the
.. previous
birth
Woman lives
P in difficult
. - family-cir-
cum-
stances
due to the
presence
. of young
- children or
. toserious
ill health
. . of other
persons in
the house-
-hold’
Woman
could not
look after
a child sat-
.isfactorily
‘in view of
her youth
and lack of
maturity
Other cir-
cum-
stances
Where physi-
cal or
mental’
“disease’
seriously
, reduges
- thé capa-
city-of the
woman or
her part-
ner to care
for or

‘bringupa

child
Treland..........ooveeeveeeeennn © 1861 b

Life

For married
women,
joint
request by
woman
and her
husband,
-unless in-
advisable

b ¢ b I, from 2 1, from 2 I, from 2 —
years to years to years to
~ Tife life life




Lal

Norway.

Sweden.......

United Kingdom

Southern Europe

Albania

1978 Onrequest Where preg- Life °
nancy, Physical
childbirth health
or care of Mental
the child health
may place
the
woman in
difficult
circum-’
stances

Abortion on
the ground
of health,
eugenic
and socio-
economic
reasons
will take in
account
the over-
all situa-
tion of the
woman,
including
the xtent
to, which
she can
provide
the child -
with satis-
factory
care °
1974 On request May be‘éon- Life
(for Swe- sidered,  Health
dish citi- “sub-. . Special
zen or stantial . grounds
resident or  grounds”
with spe-
cial
authoriza-
tion of the
National
Board of I
Health
and Wel-
fare)

Actual or .. " Life
reasonable: Physical
foresee- - health
able envi- Mental
ronment: - health
of the .: Physical and
woman. mental
may be . health of
taken in children
account in
deter-
mining the

" risk in-
volved for
medical
and eu-
genic rea-
sons

1967 b

1977 . b b Life
. Health

Major risk Criminal act
for the
child of
serious
disease as
a result of
his or her
genotype,
of a dis-
ease or of
harmful
influence
during
pregnancy

Where
woman is
suffering
from
severe
mental ill-
ness or is
mentally
retarded
toa
consider-
able
degree

May be con- May be con-

sidered sidered

“sub- “sub-

stantial stantial

grounds” grounds”
Danger of b

serious

physical or

mental

abnor-

malities

s
b b

On request, Consent of
up to end woman

of twelfth required
week For women
On other under 16
grounds, years,
from end opinion of
of tweifth parents or

week up to  guardian
eighteenth  considered
week
For particu-
larly im-
portant
grounds,
after
eighteenth
week

Any reasons On request
may justify  up to the
an authori-  end of
zation of eighteenth
pregnancy week
termina-  Other rea-

tion after sons after
the eighteenth
eighteenth  week
week,
insofar as
they can
be deter-
mined to
be “sub-
stantial
grounds” o
b b
b b

For abortion Up to
after twelfth
twelfth week, ap-
week, proved
authoriza- institu-
tion of a tions
committee After twelfth
of two week,
physicians hospitals
required only
After General
eighteenth hospital or
week, . approved
authoriza- establish-
tion of the  ment,
National except in
Board of emergency
Health Procedures
and free until
Welfare eighteenth
required week
Approval of Hospital
two covered
registered under the
physi- National
cians, ex- Health
ceptin Service
emergency Act or ap-
proved
establish-
ment
Free under
National
Health
Service
b b

Luptol
year; or
fine for
non-
physicians

Lupto8
years
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TABLE 43 (continued)

Geographical
region and -~ - -
. country

Date
of -
law?

Grounds for termination of pregnancy

.Legal

T on- - -

‘request

Socio- -
economic

- " Medical

- period
Eugenic Juridical - Other allowed

Modalities

Consent

Committee
approval

Place of
termination
and
insurance/
social

- - Penalties for:
security 5 f

coverage Performer Woman Supplier

Remarks

Southern Europe (continued)

(€3 LT

1950

1978

1977

“1978

On request”
After advice’
ata con-

< sulting
centre ora

* health or

- welfare
agency

Waiting
period of

-+ 7days
before the
operation

b Life
Physical
health
Mental
health

Life

Physical
health

Mental
health

Economic
and social
circum-
stances

ilisted as

- situation :
that can
endanger
the
woman’s
health

Seduction of For mental
a girl health rea-
children under 16 sons up to
with years of twelfth
defects age week
-For eugenic
reasons,
up to
twentieth
week

Danger of
birth of

Rape
Incest

On request
during the
first 90
days

For health or
eugenic
reasons
after first
trimester

Danger of
" serious
-abnor-
malities or
" deforma-
tions

Minor

women
-(under 18)
need pa-

- rental con-

. sent or
consent of
guardian

Decision of a

magistrate
can re-
place
those of
the pa-
rents, if
not advis-
able to
consult
them or if
they refuse

For life and
physical
reasons,
physician
other than
the per-
forming
physician
must
certify the
need; and
for mental
health a
psychia-
trist
working in
a public
health

, establish-
ment

After first 90
days, for
health or
eugenic
reasons,
certifica-
tionofa
specialist
in obstet-

* rics and
gynae-
cology of
the
hospital
where the
pregnancy
will be in-
terrupted,
needed

During first
90 days,
aftera
7-day
waiting
period and
after ad-
viceata
consulting
centre or
health and
welfare
agency

1, at least 6
months

I, at least 6
months

Lupto3
years

General or

specialized
- hospitals

Authorized
private
establish-
ments
during
first 90
days

Criminal provisions included in the
1977 law
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1942 b b Life o b b b b L b I, 18 1,18 b -

months- months-
3 years 3 years
Harsher
penalties
for physi-
cians and
’ pharma-
©o cists
Portugal........cccoeviinineninnn, 1886 b b Life b b b b b b b I, 2-8 years I, 2-8 years b -
1956 . - Less severe
: if woman
committed
the of-
fence in
order to
R conceal
her dis-
honour
San Marino.. . .. -
SPAIN ..eveiteceeeenene 1963 b b Life b b b b b b b 1, 6 months- 1, 6 months- b -
6 years 6 years
Harsher
: . X X penalties
‘. for physi-
. cians and
. . . . . ) . midwives
Yugoslavia..........ccoeevninenn 1974 On request up to tenth Life Danger of b b On request In Croatia, After 'tenth. Hospital’ b b -
{Federal) week in Slovania ahd - Health serious up to women week, - with de-
1977 after tenth week, if there (Croatia) congenital, tenth week  under 16 authoriza- partment
(Slovania) is a risk to the woman’s physicalor = Other rea- years need  tionofa of gynae-
1978 life, health or future - - mental sons after parental | First Level  cology or _
(Croatia) motherhood that is more defect tenth week  consent Com- - especially .
. than the risk to the - (Croatia) (according In Slovania, mittee authorized | . ’ e
woman or the child asso- to area) applica- needed =~ establish-
ciated with continuation tion for Possibility of  ments
of the pregnancy legally appeal to a Costs of
incompe- Second abortion
tent Level - are
woman Com- ~ normally
must be mittee paid by
filed by ' R the health
parents or . insurance
guardian system
For minor, After the
the health o operation,
care insti- woman is
tution N entitled to
must adequate
normally care and
: inform © sick leave
parents
unless the
. woman
R has been
X . ', recognized
. : . } L . asfully o
competent
L, to earn her
' living
* Western Europe
AUSTHA .ottt 1974 On request b Life Danger of b Where Onrequest, Consentof To be per- b Luptol Luptol b In practice,
’ Physical grave woman be-  during the formed by . . year for a year restricted
. health physical or came preg-  first three woman a physi- physician in hos-
Mental | mental nant when  months cian after pitals and
health defect under 14 after nida- medical expensive
years of tion consulta- in private
age Other rea- tion establish-
sons, after . ments

first three
-months
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TaBLE 43 (continued)

- Modalities- .
- Place of
termination
.and
i .. insurance/
Geographical Date Grounds for termination of pregnancy Legal ocial Penatties for:
region and of On Socio- period Committee security
- country law? request economic Medical Eugenic Juridical allowed Consent approval coverage Performer Woman . Remarks
»
Western Europe (continued)

Belgium ... 1867 b b Life b b b b Practitioner b 1, 2-5 years; I, 2-S years; Repressive -
must con- and fine and fine legislation
sult two For physi- not en-
other es- cians and forced
tablished pharma-
physicians cists, I,
and give 10-15 )
notice to years ¢
the
Council of

- the Order
of Physi-
cians
France.......ccocoviviienniinnnen, 1979 On request, b Life Danger of b Onrequest Parents’or Onrequest: Public hos- b b -
- “woman in Health serious up to guardian’s  woman pital or
distress disease or tenth week  approval .must con- authorized
situation” condition Other rea- for minor suit a private
considered sons, after counseling  hospital
to be in- tenth week institution Private hos-
curable and wait pital may
fora - refuse to
period of perform
one week For thera-
from her peutic
initial abortion,
request covered by
Insurance
Plan
For other
cases, it is
not free
but help is
given if
needed
Germany, Federal
Republicof................... 1974 b Current and Life Presuming  Certain For eugenic b Woman has Hospitalsor I, uptol Luptol Procedures
1975 future Physical the child’s crimes reasons, to consult authorized  year; and year; or that take
1976 living con-  health health will up to counsellor  establish- in particu- fine, but effect be-
ditions of Mental be irre- ’ twenty- 3 days ments larly seri- the court fore nida-
" the health mediably second before Health insur-  ous cases, may re- tion of the
woman injured week after interrup- ance laws upto S frain from fertilized
taken into concep- tion were re- years; or punishing ovum in
account, tion Performing viewed so fine her the uterus
according For juridical physician as to are not
to medical reasons, needs afford deemed to
‘findings, up to written medical be abor-
as part of twelfth confirma- treatment, tion within
the evalua- week after tion from supplies of the mean-
~ tion of the concep- another medicines, ing of the
health tion physician drugs and law
risks for health,  dressing
juridical materials,
and socio-  as well as
economic hospital
reasons of  care to
abortion

persons
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Liechtenstein ..
Luxembourg...

Monaco ..........coeennnne

Netherlands ..............

Switzerland...............

1978 b Where the  Life
: living con- Physical
ditions health
that may Mental
result health
from the
birth are
likely to
endanger
the physi-
cal or ’
mental
health of
the
woman
1967 b Life b
1881 b b Life
Health
Federal law, b b Life
1937 : Health
Implement-
ing regula-
tions were
issued by
the Can-
tons:
Geneva,
1954
Vaud, 1968

Danger of Rape b Up to
serious twelfth
disease, week
serjous '
malforma-
tion or
con-
siderable
mental
defects

b b b b
b b b b
b b b

In practice,
rape

Written con-
sent of the
woman

Woman has Hospital or

to consult
a gynae-
cologist
who has
informed
her of the
medical
risks in-
volved
Indications
for abor-
tion must
be certi-
fied by a
physician
other than
that who
perfgrms

-The per-

forming
licensed
physician
has to re-
ceive a
second
opinion
from
another
licensed
physician

under-

going a
“not
unlawful”
termina-
tion of
pregnancy-

I, 2-5 years;
approved and fine
establish-
ment

b I, 1-5 years;
' and fine
Harsher
penalties
for
medical
personnel
. b I, up to 4122
years
Harsher
penalties
for physi-
cians,
phar-
macists or
midwives
b Penal servi-
tude, up to

S years

Fine b —
No offence if
she acts
under
pressure
of situa-
tion of
distress
I, 6 months- b -
3 years;
and fine
L,upto3 b Repressive
years legisiation
not en-
forced
Practice very
liberal;
and
several
non-profit
clinics,
special-
izing in
pregnancy
interrup-
tions,
operate in
the
b country

I, 3 years or -
more
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-TaBLE 43 (continued)

- Modalities
Place of
. termination .
. . .and ,
. insurance,
-Geographical Date Gr{’fmd’ﬁ" termination of;?regnancy Legal social Penalties for:
region and of On Socio- . . period :Committee - security E
country law? “request economic. Medical Eugenic Juridical Other allowed Consent . -approval coverage Performer - Woman Supplier Remarks
Western South Asia (part) )
CYPIUS..ccenianieranrineeananns 1959 b Socio- .- 'Life Dangerof  Rape b b b -For juridical b I, 14 years 1, 7 years 1, 3 years -
economic .Physical deformed Such circum- reasons,
grounds health or re- stances consent of .
Mental tarded that, if the police
‘heaith chiid ‘pregnancy authority
were not and medi-
termi- cal practi-
nated, the tioner
social Tl o
status of -For medical
the and. eu-
genic rea-
woman or
her family sons, ap-
could be proval ofa
seriously by C.O"d
N registered
,:;:g:r- medi;al
practi-
tioner |
Israel.....oooviiiiiiiieain, b b Life . Danger' of Pregnan'cy Where b Consent of  Approval of Recognized b b b _
Physical physical or  resulting woman is minor a three- medical
health mental from: under does not member institu-
Mental defect Sexual rela- minimum require ap-  committee  tions
health tions pro- g€ of provalof  (two phy-
hibited by =~ marriage or her repre- - sicians
criminal over 40 sentative and a
code years social
Incestuous work_er)_ -
relations required
after inter-
Extra- view with ~
marital the
sexual woeman
relations .
Turkey...coioveevineinniiinennen, 1965 b b Life Abnormali- Rape b b Consent of .Therapeutic Establish- I, 2-5 years Ifshe per- ° -
ties in Other crimes the Abortion ments forms
foetal de- womanre- Com- deter- herseif, 1,
velopment quired; or mittee mined by 1-4 years
orofa thatof her  must ap- the If she con-
genetic guardian prove all Ministry sents only,
nature inthe pregnancy of Health I,1-5
Risk of a case of a termina- and Social years
child minor; or tions, Welfare
having a orofa unless
hereditary Court in emergency .
defect - the case of
delin-
quents .
and
persons
who have
lost their

legal rights
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Northern America
Canada.........ooeeuviiiiinnns

United States of America....

1955
1970

N

Supreme
Court,
1973
statute
may vary
in the
individual
states

Life

Physical
health

Mental
health

On request Life

Health

On request
in first and
second tri-
mester

After via-
bility of
the foetus
orin “the
third tri-
mester”
only ifit is

- necessary

: to save the

life or to

protect
health
from
serious
injury

b Qualified
medical
practi-
tioner may
perform
an abor-
tion with
written
certifica-
tion of a
Thera-
peutic
Abortion
Com-
mittee of
the hos-
pital
{three
phy-
sicians)

of the first
trimester,
decision of
woman
and her
physician
In second
trimester,
the state,
in promot-
ingits in-
terests in
the wo-
man’s
health,
may regu-
late the
abortion
procedure
in ways
that are
reasonably
related to
maternal
health .
For third tri-
mester,
i.e., stage
subse-
quent to~
viability,
the state,
in promot-
" ing-the po-
tentiality
of human
life, may
- regulate
_and even
prescribe
abortion,
except
where
necessary
in appro-
“priate *°
medical

-Accredited
or ap-
proved
hospital

Provincial
Govern-
ment
Hospital
and medi-
cal plans,
where ap-
plicable

mester, 00
regula- td
tions ™~

For second
trimester,
usually in
medical
establish-
ments of a
certain
type

For third tri-
mester,
public
hospitals
cannot re-
fuse to
perform
an abor-
tion; pri-
vate hos-
pitals may
prohibit
abortion
or refuse
to perform
it -

Congress as
well as
many
states
limited
payment
for abor-
tion from
federal or
state
funds, ex-
cept for
abortion
for
medical

- reasons

1, life 1, 2 years

remains an offence

1, 2 years

Prior to end  For first triz, Abortion performed by a non-physician

1
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TaBLE 43 (continued)

Modalities ~
Place of
' termination
. and y
inati insurance.
Geographical Date Grounds for termination of pregnancy Legal ' socia 7 Penalties for:
region and of On Socio- period Committee security -
country law? request econamic Medical Eugenic Juridical Other allowed Consent approval coverage Performer Woman Supplier Remarks
North America (continued) R Y
United States of America PPN " judge-
(continued) ““ment, for
T K the preser- o *
“vation of
“+the wo-
man’s life
“"and
- health.
Viability is
" usually -
“placed at k] :
- ‘about 7 B i
. " months !
R h (28 weeks) .
but may i ‘
occur ear-
lier, even |
at 26
- weeks
Union of Soviet
Socialist Republics !
Byelorussian SSR . . -
Ukrainian SSR.... .. - i
USSR 195 On request b ~Permitted  Permitted on b During first b b Only hos- Deprivation Not crimi- b Abortion |
| 1960 for genetic 12 weeks pitals and of free- nally permitted !
1969 medical grounds, Later for approved dom, up to  respon- on request
reasons for heredi- medical’ establish- 1 year; or sible but dis-
) tary reasons ments correc- suasion
- diseases, Therapeutic tional campaign
etc. abortions tasks if for natatist
are free; - performed reasons
for other ~ by physi- o
_legal abor-  cian ’ |
tion, small Deprivation
. fee is of free-
charged dom, up to
Free also for 2 years; or
working correc-
women " "tional
tasks if
performed
by non-
physician
C. Area of responsibility of the Economic Commission for Latin America
Caribbean ) . N b b '
Bahamas........ccccceenvninnnn, b Where it Life Where it may be inter- b In practice b Registered  Hospital, not - . - I
: . may be in- Physical preted as a risk to heaith within 20 medical necessarily
terpreted health ) weeks practi- * govern-
as a risk to" Mental Majority tioner ment
health health under 12 e e
weeks .
Barbados.........oecveeieninnnns 1868 b b Life b b b b b b b I I I, 2-3 years -
- P 1944 Physical .
health
Mental
health
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Dominica ....
Dominican Republic ..

SaintLucia .....................

Saint Vincent and the
Grenadines......................

EtSalvador..............c.......

1979

1948

1935

1835

1864
1975

1925
1950

1970

On request

-

Life
Life

Life
Heaith
Life

Life

Physical
health’

Mental
health

Life

Physical
health

Mental
heaith

Life
Physical
health

‘Mental

health

Life
‘Physical

heatth
Mental
heaith

Life
Health

Life

Grave defor- Rape
mity of the

foetus

o

First
trimester
b

b

b b
b b
b b
b b
b b
b b
b b
b b

Written con- -Performing

sentof the  physician
woman has‘to con-
and her sult-other
husband physicians
required  Authorized -
midwife
can also
perform
.an
abortion
Consent of  Consultation
the with -
mother another
required physician
required
(in the
case of
saving life}

Free

o

b

I, 2-5 years

For medical
personnel,
5-20 years
of hard :
labour

I, upto 10
years

I, 3-9 years

Harsher
penaities
for
physicans
and
pharma-
cists

I lifeorI,
not less
than 3
years or I,
fess than 2
years with
or without
hard
labour

b-

I,1-3 years

if foetus less
than 6
months, I,
6 months-
2 years

I,2-4 years

b

b
I, 2-5 years

I,upto 10
years
1, 3-9 years

1, 4 years -

1, 1-3 years

If foetus less
than 6
months,{,
6 months-
2 years

1, 1-3 years

C

1, for more
than 3
years or I,
less than 2
years with
or without
hard
labour

b

A
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TABLE 43 (continued)

Modalities
Place of
termination
. _ and ,
. Grounds for termination of pregnancy insurance.
Crotrntand P T or e perod Commice  securiy Penatis fo:
country law? request economic Medical Eugenic Juridical Other allowed Consent approval coverage Performer Woman Supplier Remarks
Middie America ‘(confinued)
Guatemala....................... 1973 b b Life b b b b b Performing b I, 1-3 years 1, 1-3 years b —
. . physician Harsher
must penalties
consult’ for
with medical
another personnel
physician
Honduras..........coeeeeenennenn 1906 b b Life b b b b ‘Written con- Authoriza- b I,2-3 years Less severe b, -
1964. Health (after sent of the  tion by . penalty
other mother medical
methods and her commis-
have been husband sion “
tried with- or the required
out closest
success) relative
required
MeXiCo...oouiiiiiiiiiiiiinnns 1931 b b Life b Rape b b Consent of  Performing b I,1-3 years I, 6 months- b -
woman physician 5 years
required must con- 1, 6 months-
sult with 3 years
another when the
physician interrup-
(except in tion of
emergency concealed
cases) pregnancy
resulting
i from an il-
- legitimate
‘ relation-
ship was
performed
bya
woman of
good repu-
tation
Nicaragua........ccoooeuiennnee. 1949 b b Life b. b b b b b b I, 1-2 years I, 4 years or b -
. 2 years
PaADAMA. ... e e 1922 b b Life b b b b b b -o® L 20 1,8-30 b -
months- months
3 years
Harsher
penalties
for medi-
cal per- . =
N sonnel and
for the
husband
Temperate South America -
Argentina : 1921 b Life b Rape (if b b b Only b 1,14 years I, 1-4 years b =
1967 Health criminal licensed Lupto6
procedure physicians years if
initiated) can woman
Incest perform dies fol-
. lowing

operation
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Chile......ociviiriiniiiinnnin. 1967
1976
Uruguay......oooooenininnn. 1933

Tropical South America

Bolivia..........oooeiniiniiins 1972
Brazil..........occcciiiiiiinian, 1940

1941
Colombia ... 1936

b Life

Serious eco- Life
nomic dif-
ficulty
{punish-
ment
reduced
by from
one third
to one half
or may be
waived)

b Life
Health

b Life

b Life

Rape
{punish-
ment may
be waived)

Pregnancy
resulting
from cer-
tain sexual
crime

Rape b

Reduction
in sen-
tence of
from one
half to two
thirds, or
even judi-
cial
pardon,
may be
prescribed
foran
abortion
performed
to protect
the *
honbur of
one’s
mother,
spouse,
daughter,
sister ot
adopted
daughter

Beside the
perform-
ing physi-’
cian, writ-
ten ap-
proval of
two physi-
cians re-
quired

Within the b To be per-
first 3 formed by
months . a physi-

cian

Performing
physician
needs
judicial
approval

For thera-
8 peutic

- abortijon,
the attend-
ing physi-
cian needs
authoriza-
tionofa
committee
of three
physicians
called into
confgrence

b

1, 540 days- 1, 3-5 years
3 years
Harsher
penalties
for physi-
cians

1,6-24 1,3-9
months months

I, 1-3 years I, 1-3 years
If performed Unsuccess-
habitvally, ful at-

I, 1-6 tempt not

years punish-
Interruption able

of preg-

nancy

commited

through

negligence

is an

offence

1, for at least |, for at least
4 years 4 years

I, 1-4 years

Harsher
penalties
for medi-
cal person-
nel
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TABLE 43 (continued)

Modalities
. Place of
termination
. and
) N Grounds for termination of pregnancy insura_nce/
Geographical Date Legal social Penallies for:
region and of On Socio- period Committee security
country law? request economic Medical Eugenic Juridical Other allowed Consent approval coverage Performer Woman Supplier Remarks
Tropical South America (continued) , .
Ecuador.........ccoooviniiii. 1938 b b Life b Rape’ b b For abortion b b I, 2-5 years I, 6 months~ b -
' Cohabitation on juridi- Harsher 5 years
- with re- cal penalties
tarded or ground, for
insane consent of medical
woman legal rep- personnel
resentative
of the
woman .
required .
Guyana... 1954 b b Life b b b b b b b 1, life I, 10 years 1, 5 years -
Health (pre- '
sumably) .
Paraguay..............ceevvnnes 1909 b b Life b b b b b . b R b I 1 b -
B . ’ Harsher
) . penalties,
' for medi-
- * cal per-
sonnel and
. husband
Peru........coovvviviiiiiiiinnnn © 1924 b b Life b b b b b Approval of b L,up to 4 Lupto4d b Since human
1969 Health two physi- years years life begins
cians re- Harsher with con-
quired penalties - ception,
for medi- abortion
cal per- based on
sonnel any
ground
(moral, so-
o cial, eco-
nomic or
A as a means
. , of birth
. o control),

3 except for
saving life
or health
of the
mother, is

. prohibited
Suriname .. ' . -
Venezuela.. 1964 b b Life b b "b b Consent of b Suitable en- 1, 12-30 1, 6 months- b -
. - the vironment - months "~ . .2 years

woman Using all Harsher

and rela- possible penalties

tives to be scientific for medi- .

obtained resources  cal practi- !

by the tioner and

physician husband

after ade-

quate ex-

planation

of neces-

sity of the

abortion

and of pro-

cedures




Western South Asia®
Bahrain..................

Democratic Yemen

Jordan................

Kuwait.........o..e

6¢l

Saudi Arabia

1956 b

1969 b

1969 b

1960 b

1971

1960 b

1943 b

1969

Since 1966 b

Islamic
religious
law in
force

1971
Criminal
Code but
no infor-
mation

Islamic
religious
law in
force

b

D.

Life

Life

Life

Life

Health

Life

Life

Life

Area of responsibility of the Economic Commission for Western Asia

b b b

Written con-
sent of the
woman or
if legally
incompe-
tent, her
husband
or legal
guardian

b b b

Consent of
woman re-
quired ex-
ceptin
caseof
emergency

- orincapa-
mtyb

Recommen-
dation by
two medi-
cal spe-
cialists
required -

Certification
of two
licensed
physicians

To be per-
formed by
an obste-
trician

Certification
by two
physicians
other than
the per-
former
required

b

b I, 10 years I,upto$ 1, 3 years;
years and/or
fine
b I, 3 years; 1, 3 years; b
and/or and/or
fine fine
b 1, 1 year;” 1, 1 year; b
and/or and/or N
fine fine
Harsher
penalties
for
physicians
Licensed 1, 1-3 years I, 6 months- b
hospital or Harsher 3 years
nursing .penalties
home for medi-
cal
personnel
b Luptoll Lupto$ Il,upto3
years; years; and years;
and/or fine and/or
fine . fine
Harsher
penalties
for .
medical
personnel
b 1, 6 months- I, 6 months- b
3 years 3 years
b b b b
b b b b

The 1969 law

is applied
for Aden
region.
Elsewhere,
the Is-
lamic re-
ligious law
and tribal
law are in
force
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TABLE 43 (continued)
Modalities’
Place of
termination
and
Geographical Date Grounds for Iermin.alion of pregnancy Legal - in.\;l;rr(;glce/ penai s .
region'and of On Socio- S period Committee security enalties for:
country law? request economic Medical Eugenic Juridical Other allowed Consent approval coverage Performer Woman Supplier Remarks
Western South Asia (continued)} . .
Syrian Arab Republic......... 1949 b b Life b b b b Written Performer b 1, 1-3.yeérs I, 6 months~ b -
1970 record hastobea Harsher 3 years
* concerning  medical penalties
the abor- specialist for physi-
tion and reach cians and
signed by agreement pharma-
N the with cists
woman another
and her medical
husband specialist ’
(ora
guardian) N
is required
United Arab Emirates . -
Yemen. ... Seemingly, b b b b b b b b b b b b b _
Islamic .
religious
law in .
force, but
criminal
—_ law in
I~ 1963 .
=) R
E. Area of responsibility of the Economic and Social Commission for Asia and the Pacific
China C :
China.............oooviii. 1979 On request b b b b. b Usually 3 b b In hospitals, - - - Criminal
: {incentives . months clinics and . code of
and disin- dispensa- China
centives) ries ' currently
After preg- ! the only
nancy code en-
termina- s tirely de-
tion, a B criminaliz-
woman re- ing abor-
ceives 14 tion
days sick In addition
leave with to all con-
pay, or 30 traceptive
days if the , methods,
pregnancy widely
was termi- . practiced
nated after asa
3 months . method of
family
planning
Japan b . b . . - b
Japan ........coociiiiiiiieinns 1907 b When from  Health (con- Husband or Rape 24 weeks Authoriza- Not free but I, up to 2 l,uptol —
1948 an eco- tinuation relative Fornication tion of cheap years year.
nomic of preg- within the without husband Harsher
view nancy or fourth de- the legal required penalties
point, con-  delivery) gree suf- consent of for physi-
tinuation fers from the cians and
of preg- heredity woman pharma-
nancy or diseases or cists
delivery defects
may seri- '
ously af-
fect the
health
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QOther East Asia
Democratic
People’s
Republic
of Korea.......oovvvennnnen

Mongolia...........coeeiiiiianns

Republic of Korea..............

Eastern South Asia

Democratic
Kampuchea...................
Indonesia........................

Lao People’s
Democratic - e
Republic .........cooevieinns

“Malaysia co.oovviiiiiinin

1950 b
reasons”
1960 o b Life
Health
1973 - b b Life
o Health
Mother
suffering -
from cer-
tain infec-
tious
diseases
b b Life
1915 b b Life
1922 b b Life
1965 R .
1976 b b Life

Interruption of pregnancy allowed “for important

If the woman Rape

or her
spouse
suffers *
from
hereditary
mental
physical
disease
Suspected or
confirmed
foetal ab-
normality

Permitted

Incest

Other un-

lawful
inter-
course

Permitted

Presumably
free of
charge

b b b b
Beforeend  Consent of b b
of twenty- the
eighth woman
week .- and hus-
band re-
quired
If not pos-
sible to
: obtain the
spouse’s
consent,
that of the
woman
alone is
sufficient
b : b b b
b b b b
b b b b
b Consent of b Free if per-
’ woman : formed in
required govern-
ment

hospitals

l,upto3 Woman in- b -
years ducing her
. own abor-
tion or
allowing .
another to
dosois
not crimi-
nally re-
.. . sponsible )
If performed Presumably, b -
by physi- woman in- .
cian, I, up ducing her
to 2 years own abor-
If performed tion or
by a per- allowing
son who another
does not person to
have dosois
“higher not crimi-
medical nally re-
qualifica- sponsible
tion or if
performed
under un-
sanitary
condi-
tions, I, up
to 5 years
Luptol Luptol b -
year; or year; or :
fine fine
Harsher
penalties
for medi-
cal per-
sonnel
*
I,upto3 Lupto3 b -
years; years;
and/or and/or
fine . fine .
I,5%2years Iupto4d b -
Harsher years -
penalties
for
‘medical
personnel
I, 5-10 years b : —
b

Whére woman is in the ’ -
early stage of pregnancy,
1, up to 3 years; and/or
fine
Where the foetus can be
felt or in the late period
of pregnancy, 1, up to 7
years; and/or fine
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TaBLE 43 (continued)

Modalities

Place r;f :
termination !
and |
inati insurance/
Geographical Date Grounds for termination of pregnancy Legal social Penalties for: P
region and of On Socio- period Committee security .
country law? request economic Medical Juridical Other allowed Consent approval coverage - Performer Woman Supplier Remarks
Eastern South Asia (continued)
Malaysia (continued)
If done with-
- out corisent of
woman, 1,
up to 20
years; and
fine
Philippines 1930 b b Life b b b b b b I, 6 months- 1, 6 months- b - '
- 6 years 6 years
Maximum !
penalty :
R specified
. above for
A Y .
physicians N
xe and mid-
wives
Singapore.........ocoovvvininnnn. 1974 On request b Life { b b Up to Written con- b Government [,upto3 b b - i
(if woman Physical T twenty- sent of the hospitals years;
is a na- health fourth woman or ap- and/or
tional or Mental week (ex- required proved fine
resident of health ceptfor . . institu- '
Singapore) life and tions
health) Cost of abor- ~ '
tions car-
ried out in
a govern-
ment ’
~ hospital is !
. . low ($5) ,
Thailand ............cooooennn.. 1956 b b Life Rape b b b b, b LuptoS  ILupto3 b -
* Health Certain years; or years; or '
other R fine fine }
- crimes '
Viet Nam.......ccoovverrernnn.. - !
Middle South Asia !
Afghanistan ..................... 1976 b b Life b b b b b b 1, 24 r\nonths/'-li years, de- b — '
s pending/upon the i
circumstances of the !
. . . case; or a fine
Bangladesh...................... 1860 b b -Life b b b . b Opinion of Operations Il,upto?7 ILupto? b - '
two ap- at govern- years, with  years, with !
proved ment or without  or without :
medical hospitals fine fine '
' prac- or health  If performed Jail for life is t
titioners centres are  without an alterna- i
required _ free, in consent of  tive i
in practice '~ practice the punish- i
- , woman or ment ,
) if she dies,
up to 10 ]
years and - i
fine E
Jail for life is
"an alterna-
tive
. punish-

menl
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Bhutan
India...

Maldives...
Pakistan....

Actual or

foresee-
able socio-
economic
environ-
ment may
be taken
into
account
when
health of
mother is
considered

Social or

medico-
social -
reasons

Life Danger of Rape Failure of
Physical serious ) contracep-
health physical or tion on the
Mental mentat part of the
" health abnormali- wife or
ties husband
Life Incurable 12 weeks for social and
Physical defect medico-social grounds
health First trimester for other
Mental reasons
health
Life b b b
On grounds b b b
of
“benevo-
lence”

Consent of Length of
woman pregnancy
required less than

For minor or 12 weeks,
mentally medical
il woman, practi-
written tioner can
consent of  perform
guardian  Length of
required pregnancy

between
12 and 20
weeks, ap-
proval of
two medi-
cal practi-
tioners
required,
unless
emergency

Written con-  For medical
sent of the reasons,
“parents perform-
required” ing physi-
(of the cian needs
woman “endorsed
alone if opinion”
she is un- of two
married) other

Abortion on physicians
the ground For social or -
of mental medico-
illness of social
one of the reasons, a
parents, physician
written can
consent of  perform
a guardian
required

Abortion on
the
ground of
health,
consent of
the
mother
alone
required

o e
b b

Hospitals

estab-
lished or
main-
tained by
the
Govern-
ment

Place ap-

proved by
specific
legistation
(except in
emergen-
cies)

Hospitals

and clinics

1, 3 years; 1, 3 years; ’ b -
and/or and/or
fine fine
If foetus
seemingly
alive, I, up
to 7 vears
b b b No informa-
tion con-
cerning
. the law in
the new
Govern-
ment
IL,upto3 l,upto3 b -,
years; years;
and/or ‘and/or
fine fine
If foetus If foetus
seemingly seemingly
alive, I, up alive, [, up
to 7 years; to 7 years:
and fine and fine
With consent of the woman. [} year, il -
pregnancy is less than 6 months: 1, 112
years if pregnancy is more than 6
months
Without con-
sent of
woman, [,
2 years, if’
pregnancy
is less
than 6
months: 1,
3 years, if

pregnancy




TaBLE 43 (continyed)

Grounds for termination of pregnancy

Geographical Date —
| region and - of On
country . law? request

Socio-

Legal .

period
allowed

« Modalities

Consent

Committee

approval

Place of

termination

and
insurance/
social
security
coverage

* * Penalties for:-

Performer

Woman Supplier Remarks

Middle South Asia (continued) /
Nepal (continued)

.

St LanKa......ooooo © 1883 b

Australia-
New Zealand
Australia...........oooooeeenin Criminal On request,
statutes but on

economic ' Medical Eugenic Juridical Other

b Life

Actual or Life Substantial In practice (.S-outh
foresee- Physical risk of Australia)

differ from  ‘grounds of  able socio-  health severe

one state health
to another {northern
territory)

economic Mental defect

environ- health (northern

ment may territory '

be taken and South

in account Australia)

in deter- . .

mining o h . . .

risk to or

health of.

the

woman |
* (South

Australia)

Consent of
woman
required

is more
than 6
months
Abortion re-
sulting
from vio-
{ence, I, 3
months if
. .pregnancy_
—-is-less
than 6
months; I,
6 months
if preg-
nancy is
more than
6 months
Abortion re-
sulting
from vio-
lence with-
out knowl-
edge that
woman is
pregnant,
fine
* (amount
depending
. upon
length of
preg-
nancy)

Lupto3
years;
and/or
fine

If foetus
seemingly
alive, up to
7 years

I, 10-15
years

I,upto3 ' -
years;
and/or
fine

Special sentence terms -
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New Zealand.................... 1961 Danger of Incest

1977/78 b b Life physical or Rape in itself
Physical mental ab-  isnota
health normality ground for
Mental abortion,
health but it may
be taken
into ac-
count
.under the
medical
indica-
tion
Melanesia
Papua New L .
GUINER .oeeververeiienae 1899 b b Life b b
1902 Physical
health
Mental
health
Solomon Islands ............... . b b Life b b
Micronesia-Polynesia -
Fiji ocereevemcerenercenenicnnas 1976 b b Life b b
Physical
health
Mental
health
Kiribati. . b b Life b b
Nauiu 1899 b b Life - b b
Samoa 1969 b b Life b b
. Physical
. health
: Mental
health
Tonga.. . Ce b . b Life . b b

"'umlu

Woman
severely
subnormal

Woman’s
being near
the begin-
ning or the
end of the
usual
child-
bearing
years,
while not
being a
ground “in
itself,” can
be taken
into ac-
count
under the
medical
indication

Eugenic,
juridical
or socio-
economic
reasons
arenota
ground in
and of
them-
selves but
may be
taken into
account
when
judging
the reper-
cussions
of preg-
nancy on
the life
and health
of the
mother

b

b
b

\

For serious b Approval of Licensed L,uptol4  Fine b -

danger to two physi- institu- years

the cians who tions

physical or are official If pregnancy

mental “certifying  exceeds 12

health of consul- weeks,

the tants” only insti-

woman, tutions

not more with “full

than 20 license”

weeks

After 20

weeks,

only to

save the

life or to

prevent

serious

permanent

injury to

physical or

mental . .

health ) . . ¢
b b b b Penalties Penatities b -
b b b b b b b _
b b b b 1,14 years - I,upto7 1, 14 years -

‘years

b b b b b b b _
b b b b b b b _
b b b b b b b _
b b b b b b b

Sources Compiled from rephes to “Fourth Population Inqu1ry among Governments in
1978: review and appraisal of the World Population Plan of Action”; Population Policy Data
Bank of the Population Division of the Department of International Economic and Social
Affairs of the United Nations Secretariat; United Nations Fund for Population Activities,
Survey of Laws on Fertility Control (New York 1979); and International Digest of Health
Legislation, vol. 30, No. 3 (1979).

Note: 1 = imprisonment.
8 Or of an amendment to the law.
® The law or amendment currently in force doesnot r refer to this aspect. .
¢ Excludmg Cyprus, Israel and. Turkey.
4 The laws legalizing voluntary abortion on both medical and social grounds have now

been repealed.
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TABLE 44. LEGAL STATUS AND GROUNDS FOR GRANTING STERILIZATION, BY AREAS OF RESPONSIBILITY OF REGIONAL COMMISSIONS AND GEOGRAPHICAL REGIONS, JULY 1980

Geograbhical

region and Date
country

of law?

Legality*

Grounds

Age

Type of
sterilization

Consent’ Facilities/incentives

Remarks

Eastern Africa

1940

Comoros
Djibouti..
Ethiopia..................

Madagascar...............

Mauritius.................

No specific provi- -
sion, but appears
to be applicable
to law dealing
with intentional
infliction of'a cor~
poral injury -,

No specific provi-
sion, but seem-
ingly legal if
requested by pa-

tient and neither

forbiddén by law
nor offends
public decency |

No specific
provision, but law
dealing with an-
intentional
infliction ofa
corporal injury is
not applicable to
sterilizations

No spécific provi-
sion, but law
dealing with-- -
intentional inflic-
tion of a corporal’
injury seems to
be applicable to
all forms of
sterilization

No specific provi-
sion, but law -
dealing with in-
tentional inflic- .
tion of a‘corporal
injury'in force
except if done in
good faith

No specific provi-
sion, but law
dealing with
intentional inflic-
tion of a corporal
injury not clearly
defined as applic-

A. Area of responsibility of the Economic Commission for Afriéa

b

On request;:but at
least five living
children and diffi-
cult socio-
economic condi-
tion of the
mother (as well
as healt%) reasons)

b

Preferably persons
over 35 years of
age

b

In practice limited
to women

Spousal consent Hospitals

requested

State hospitals and
clinics

Practised on a small
scale with the
support of the
Family Guidance
Association

Some sterilizations
were performed
Since 1978 officially
stated as a family
planning method

for the moment




Mozambique............. 1956
Rwanda ... 1940
Seychelles ................ S
Somalia.......c............ 1962

5 Uganda.......... s 1964
United Republic

“of Tanzania ............. 1930

able or not to
voluntary sterili-
zation performed
“for family plan-
ning purposes
Non-therapeutic
sterilization
prohibited (no
“clarification
about the legal
“situation after
indépendence)
No specific provi-
sion, but appears
to be applicable
to law dealing
with intentional
infliction of a
corporal injury

Illegal and punish-

" able for both the
surgeon perform-

_ing the steriliza-

" tion and the ’

" patiefit
consenting to
such'an-act’

No specific provi-

'sion, but law

- dealing with in-
tentional inflic-~
tion of a corporal
injury may not be

" applicable to_

sterilization”™
operation sincg it
- is done in good

- faith

No specific provi-
sion, but law
. dealing with
intefitional inflic-
tion of a corporal
injury is in force
" except if done in
good faith.
Unclear if applic-
able to steriliza-
tion for medical
reasons only or to
sterilization for
exclusively con-
- traceptive
- purpose -

After multiple
caesarian opera-
tions

After a woman had
9-10 children

By mutual consent

- of the couple”

In practice, per-
formed on
women who are
over 40 years of
age, on the advice
of the Family
Planning
Association

In practice, only
.. tubal ligations

In hospitals only

I




TaBLE 44 (continued)

Geographical
region and Date
cauntry of law?

" Legality

.Grounds

Age

Typeof -

sterilization

Consent

Facilities/incentives

Remarks

Eastgm Africa (continued)

‘Zimbabwe
Zambia

1931

Middle Africa

Central African
Republic............. 1961

8yl

Equatorial Guinea.... .
Gabon ... 1963

No specific provi-
_sion, but law

dealing with
intentional inflic-
tion of a corporal

 injury is'in force

except if done in
good _faith '

Contraceptive
_ sterilization pro-

hibited

No specific provi-

sion, but law
dealing with-
intentional inflic-
tion of a corporal
injury in force
and probably
applicable to

_voluntary sterili-

zation

No specific provi-

sion, but law

dealing with

intentional inflic-
tion of a corporal

injury in force

and applicable to
voluntary sterili-
zation

No specific provi-

sion, but law
dealing with in-
tentional inflic-

... tion of a corporal
- injury in force

and applicable to
voluntary
sterilization

No specific provi-

sion, but law

* dealing with

intentional -
infliction of a
corporal injury is

o




Sao Tome and’

Principe ................
United Republic of
Cameroon ............. 1965
Zaire. oo, 1930
- .
O
Northern Africa
Algeria.................. 1966
Egyploc e 1937

in force and there
is no information
as to the possible
" interpretation of
_ this law

No specific provi-
sion, but law
dealing with '
intentional inflic-
tion of a corporal’
injury is in force
but may be not
applicable to
sterilization of a
patient on his or
her request

No specific provi-
sion, but law
dealing with
intentional inflic-
tion of a corporal
injury is in force
and there is no
information as to
the possible inter-
pretation of this
law )

. No specific provi-
sion, but law
dealing with
intentional inflic-
tion of a corporal
injury is in force
and probably
applicable to
voluntary contra-
ceptive ’
sterilization

Law does not con-
tain any text pro-
hibiting steriliza-
tion operations
undertaken with
the consent of the
patient but
Islamic law per-

mits it for health -

and eugenic
reasons only

Therapeutic
Eugenic

On request, if the
woman is over 35
years old

Has three or more
children, at least
one of them a
boy

Possible exception
to these prerequi-
sites”

Eugenic

Woman has to be
over 35 years old

Tubal ligations
(No information on
vasectomies)

Both spouses

Governmental
medical
institutions

University hospitals

State hospitals
- (Department of
Obstetrics and
Gynaecology)
Private hospitals
and clinics

At official level, a

project is being
implemented in
three university
hospitals to inves-

- tigate compara-

tive methods for
surgical steriliza-
tion of women




p—
(T
o)

TABLE 44 (continued)

G eagmphi}:al
region and
country

Date
of law?

. Crwmds

Age

Type of
sterilization

Consent

Facilities/incentives

Remarks

Northern Africa (continued)

Libyan Arab

Jamabhiriya..

Morocco

Tunisia ....................

Southern Africa

Botswana................

1962

Legality

No specific provi-
sions;:but law - -
dealing with in-
tentional inflic-
tion of a-corporal
injury is in force-
and there is no. -
information as.to

the possible inter-

_pretation of this
law
No specific provi-
sion; but law-
dealing with
intentional inflic- .
tion of a corporal
injury is in force
and applicable to
voluntary
sterilization ...
No specific provi-
sion, but law
dealing with
intentional inflic-
tion of a corporal
injury may not
now be inter--.

preted as applica- -

ble to voluntary -
sterilization

No specific provi-
sion, but law -~
dealing with' -
intentional inflic-
tion of a corporal
injury is to be -
construed in
accordance with
English Criminal
Code. Thus; the
lawfulness of a
contraceptive * .
sterilization.per-
formed on the
request of an
informed patient
may be'supposed

On request, but
must have four
children

On request, even
for family
planning
purposes

Very young women
excluded by the

requirement of at

least four -
children ™ ™~

Tubal ligations

(vasectomies con-
sidered to be less
acceptable for
cultural reasons)

Mostly female
sterilization

Spousal consent
required in
practice

‘Spousal consent
required in
practice

Performed by
physicians in gov-
ernment hospitals
and clinics

Hospitals

There is a govern-
ment program in
family planning
and some evi-
dence that sterili-
zations are being
performed in
public hospitals
in the cities

Medical steriliza-
tion proclaimed
an acceptable
method of family
planning




Lesotho..........c.c......

South Africa

-
w
—

Western Africa

Swaziland.................

No specific statu-

tory provision-on
-voluntary sterili-
zation but legally,
sterilization is
considered to be

. a surgical opera-
tion like any
other

The Abortion and

‘Sterilization Act
regulates only’

- some issues of
sterilization (per-

- sons incapable of
consenting . . )
but implies
“clearly that a
competent person
can consent to his
or her own sterili-
zation-and that
such consent.:
‘makes the
operation lawful

No specific provi-
- sions and-no in-
. formation con-
~.cerning the law-
- fulness of volun-
-tary sterilization
since the country
.became ;

- independent

When the country

‘became:indepen-

.dent, the French
Jaw was in force
-and purely con-

- traceptive sterili-
-zation was con-
sidered a.crime of
intentional inflic-
-tion of corporal
injury. The
current legal situ-
ation is not
clarified

Usually many Most sterilized
children or women are in the
medical grounds 35-45 age group

On request (persons Minors cannot be
competent to give  sterilized.
consent) Incompetent per-

sons can be steril-
. ized if there is
existence of cer-
tain genetic
dangers of mental
incapability of
parenthood, certi-
fied by two physi-
cians and author-
ized by the legal
representative
and the minister

Female sterilization

only

Performed by a Female sterilization
registered freely practised
medical prac-
titioner in a rec-

‘ognized hospital



TABLE 44 (continued)

Geographical
region and
country

Date

of law? » Legality ’

Type of

Grounds Age sterilization

Consent

Facilities/incentives

Remarks

Western Africa (continued)
Cape Verde ..
Gambia ...

N specific provi-
sions, but law
dealing with' an
intentional-inflic-
tion"of a' corporal
injury is in'force
unless it is a rea-

“sonable surgical
operation for the
benéfit of the
patient, Whether
the operation is
to'be considered-

. reasonable
depends upon the
state of the’
patient and upon
all the circum--
stances of the

« -casé-

No specific provi-

sions; law dealing
with an inten=

1960-
1961

tional infliction of

a corporal injury
is in force but”
provides that it is
not a'crime if _
“done in good"
faith, for the pur-.

_pose of medical
or surgical * -
treatment

No specific provi-
sions; law dealing
with an inten-

- tional infliction of
a corporal injury
is in force and "
there is no infor-
‘mation as to the
interpretation of
this law -

Guinea ..................... 1965

Guinea-Bissau ....
Ivory Coast

Whern the country
became indepen-
dent, the French
law was in force

“and purely con-

1958

Matter to be
decided between
patient and
physician

Mostly medical
reasons

Authorization of
legal representa-
tive for incompe-
tent:persons

Spousal consent is

not a requirement
“in the delivery of
family planning
services”

Medical units
throughout the
country

There seems to be
no interest in
sterilization as a
means of family
planning




Liberia........cccccoeeven.

€81

Mauritania.................

Nigeria........ccceouooveneee

1956

1961

1972

1961

1960

traceptive sterili-
zation was con- .
sidered a crime of
intentional inflic-
tion of corporal
injury. The cur-
rent legal situa-
tion is not clari-
fied, but thé °
Governmerit, as
reported, does
not prohibit birth
control' " -
No specific provi-
sions; law dealing
with an inten- -

“ tional infliction of
a corporal injury
is in force but no
clear indication
about the permis-
sibility of purely
contraceptive
sterilization

No specific-provi-
sions; law dealing
with an'intén-
tional infliction of

a corporal-injury

-is in force

No specific pro-
visions; law deal-
ing ‘with an'ifiten-
tional infliction of
a corpofal injury
is in force’

No specific provi-
sions; law dealing
with an inten-
tional infliction of
a corporal injury
is in force

No spécifi¢-provi-
sions, buta
surgeon can per-
form a voluntary
sterilization
operation upon
any person for his
benefit«. .. if
performed in
good faith, and
with reasonable
care . .. and with
the consent of the
person”

Medical indications

Female sterilization Spousal-consent.- - -

only

required in
practice

Hospital in capital
city N



TABLE 44 (continued)

Geographical
region and Date Type of
country of law? Legality Grounds Age sterilization Consent Facilities/incentives Remarks

Western Africa (continued)

Senegal...................... 1965 No specific provi- Virtually no Voluntary steriliza-
sions; law dealing vasectomies tion for family
with an inten- ) planning
tional infliction of . purposes is rare,

a corporal injury
is in force. But
the question of
possible applica-

being employed
only rarely by
women with large
families

123!

bility of this law
to sterilization
operations on
consenting
patients has not
yet-been clarified ) o )
Sierra Leone.............. 1960 No specific provi- i . ] -
sions; law dealing : ' : ’
. withan inten-
tional infliction of
a corporal injury
is in force and its
possible applica-
bility to voluntary
sterilization has
not yet been
clarified — :
TOgO ..o, . No specific provi- Not practiced in
sions; law dealing . . ? Togo '
with an inten- : ‘ '
tional infliction of
" a corporal injury
is in force and its
. applicability.to
voluntary sterili-
zation presum-
ably does not
arise . )
Upper Volta .............. 1958 ‘When the country . -
became indepen-
dent, the French
law was in force
and purely.con-
traceptive sterili-
zation was consi-
dered a crime of
intentional inflic-
tion of a corporal



Eastern Europe

Czechoslovakia

RN

injury. The cur-
rent legal situa-
tion is not

- clarified”

No specific provi-
sion, but seem-
- ingly legal since
. -law dealing-with
_ intentional inflic-
. tion of a corporal
injury is not
.. applicable to
voluntary.sterili-
;. zation, consid-
ered an-act not
socially
dangerous . -
Legal except if con-
.. sidered “more
than slightly
socially dan-
- gerous” .

."infliction-of a cor-

' poral injury is in
force but-whether

:- a sterilization per-
formed in
violation-of the
law might be
punishable as
such an offence
might depend
upon the degree
of “social danger”
presented by the
circumstances of
the case

B. Area of responsibility of the Economic Commission for Europe -

b

On request if the
woman is over 35
years old and has
at least three
children or is
younger than 35
but has four

Consenting mature
person

b

35 years for women Full equality

guaranteed by
broad possibility
of vicarious male
sterilization

No spousal consent
required

Institutions of state
health care

State hospitals and
clinics

tutions

Physician must con-
sult with senior
specialist in
obstetrics and
gynaecology be-
fore advising a
woman to be
sterilized

Number of
operations statis-
tically
insignificant

children
Medical
Genetic
German Democratic S
Republic................ 1968 Legal for medical Medical b Regulations govern- No spousal consent Obstetrics and Sterilization is not
reasons; other- ing female sterili- required gynaecology encouraged
- wise, law dealing zation only departments of because of its
with intentional state health insti- irreversibility
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TaBLE 44 (continued)

Geographical
region and
country

Type of

Date ype of
sterilization

of law?

Legality Grounds Age Consent Facilities/incentives Remarks

Eastern Europe'(continued)

No specific provi-
sion, whether a
sterilization on a
consenting. --
patient were con-
sidered an -
offence to.the law
dealing. with. R
intentional - inflic- . O
tion.of a corporal
injury would . .
depend upon the
existence and
degree of the
“social danger” of
the act in the cir-
cumstances of the
individual case

Legal under certain
conditions

Hungary................... Seémingly medical : S -

reasons only

Strong emphasis on Regular hospitals —
fuily informed and clinics of the
and mature State Health
consent of the Service
person goncemed

On request and
justified by
physician

No specific provi- b

sion, but the law

dealing with in- . ) . L
tentional inflic- : : . . et : . . L '
tion of a corporal ' : :
injury possibly in

force for steriliza-

tion performed

on purely contra-

ceptive grounds

Northern Europe ..
Denmark................. No spousal consent  State or communal
required hospitals or

If persons incapable clinics attached to
of giving such institutions
informed Approved private

consent, applica- hospitals

Broad possibilities
of vicarious steril-
ization of the
husband or ‘“‘de
facto spouse”

25 years old and
domiciled in
Denmark

Under 25 years for

. eugenic reasons, if

\ . . the parents, due to

Legal On request . . .

mental or physical

defects, are unfit
to give proper care
to children

If social conditions
make it desirable
to prevent the
birth of children

tion has to be -
submitted by
guardian specially

designated for the -

purpose -
If a person is under

25 years,.authori-

zation of a special

‘Vasectomies may
be performed
also by specially
licensed physi-
cians (since 1976)



LST

Finland.....................

Iceland

Ireland

Legal for some
specific reasons
after authoriza-
tion of the State
Medical Board

Legal

No specific legal
provisions; law
.dealing with an
.intentional

- infliction of a

_corporal injury is.

in force but
. seemingly physi-
cians are not

prosecuted under

this provision

18 years old except  Vicarious steriliza-
for particular . tion is strongly

Eugenic
Serious limitations

of the capacity of congenital emphasized
the person reasons

concerned to care

for a child

Socio-economic
Extremely small
possibility of
preventing
pregnancy by
other means

Vicarious steriliza-
tion drawn by
regulations

On request 25 years old

Under 25 years, for
eugenic reasons,
social conditions,
physical or men-
tal health of
parents

Report of two
specialist physi-
cians and
approval of the
chief medical
officer are
required for
persons under 25
years

committee is
" . required. Possi-
bility to appeal
from the commit-
tee’s decision
Norspousal-consent
required
If the person
‘requesting. sterili-
-zation is married
Spouse must be
- informed and
couple must be
advised “as to

which of the two -

should preferably
be sterilized—
from the stand-
point of the
family and the
society”

No spousal consent
required for steri-
lization of an in-
competent person
requested by

* legal guardian, -

- has to be
~.approved

[

Written consent of
both spouses
required in
practice

.

Approved hospitals
- by licensed
physicians

Hospitals approved
for that purpose
by the Minister of
Health

Male sterilization is
carried out in one
family planning
clinic and on a
very limited scale
in some hospitals.
Female
sterilization is
virtually
unobtainable
unless on medical
grounds, when it
is performed in a
few hospitals




TABLE 44 (continued)

Geographical -
Date

region and
country of law? Legality
Northern Europe (continued) o .
Norway......c.cccooveun.n. 1977 Legal .
Sweden..................... 1975  Legal
United Kingdom....... 1972 Voluntafy stérﬂiza-

tion is a lawful
. medical act
Vasectomy legal

Grounds Age

Type of
sterilization

Consent

Facilities/incentives

Remarks .

On request 25 years old and
domiciled in the
country

Under 25 years,
therapeutic
reasons, eugenic
reasons, mental
health of parents,
social conditions

Under 18 years not
allowed unless
particularly im-
perative reasons

Authorization from
a sterilization
board-required
for persons under
25 years; possibil-
ity to appeal to a
Sterilization
Council

25 years old and
Swedish national
or domiciled in
Sweden

Under this age,
authorization of
the National
Board of Health
and Welfare is re-
quired under the
following disposi-
tions:

Genetic
reasons;
Health indica-
tions (for wo-
men) in con-
Jjunction with
an application
for sex deter-
mination

Minimum age: 18
years

No statutory
requirement of a
minimum age .

Seemingly, steriliza-

On request

Family planning
reason

No provisions for
vicarious sterili-
zation of the
spouse if he or
she is younger
than 25 years

No sex differen-
tiation

Only male steriliza-
tion regulated by
law

For persons under
20 years, or
suffering from
mental illness,
guardian’s
consent is
required

Applicant must be
accurately
informed of the

nature and conse-

quences of the
operation and
maintains his or

her request to be

sterilized

No spousal consent

required

Public hospitals or
approved private
hospitals

Sterilization of men
may aiso be per-
formed in other

.establishments, if
approved for the
purpose

For women, only in
hospitals or
approved
institutions

Spousal consent not Any available

required by law
but in practice

facilities
Free of charge if
carried out under

>

Widely practised
and considered a
valuable form of
contraception



1960s
Southern Europe .

Albania........c.ooeeeeee. © 1977
Greece......c..ccoeeuennn. 1950

— Holy See......c...c......... .
S Maly o 1978
Malta ... 1854
Portugal 1886

San Marino.............

(England and
Wales)

Female sterilization
not regulated by
statute but con-
sidered legal

No specific provi-
sions, but to
cause inten-
tionally loss of
the function of an
organ constitutes
the crime of
grave corporal
injury, if “socially
dangerous” in the
circumstances -

No specific provi- Therapeutic
sion, but law
dealing with
intentional inflic-
tion of a corporal
injury is in force
and applicable to
voluntary sterili-
zation

Légal . ‘Matter to be

decided between

patient and
physician

No specific provi-
sion, but law
dealing with
intentional inflic-
tion of a corporal
injury is in force
and seemingly
applicable to
sterilization

Law dealing with in- Therapeutic
tentional
infliction of a cor-
poral injury is in
force and applica-
ble to
sterilization

tion of a minor if
performed for
non-therapeutic
reasons would be
a violation of a
basic human right

b b
b b
e ;
b b
b b

the National
Health Service .

Institutions of State —

Currently, no infor-
mation about the
interpretation of
the law following
recent political
change in the
country

Health Care

b —

b " Until recently,
sterilization was
reported to be of
little importance
and as having
been used as
means of birth
control

b —

.
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1960s
Southern Europe

Albania...................... 1977
Greece.......oooeeevennn. 1950

i978
Malta ... 1854
Portugal..................... 1886

~ San Marino................

(England and
Wales) )
Female sterilization

statute but con-
sidered legal

No specific provi-
sions, but to
cause inten-
tionally loss of
the function of an
organ constitutes
the crime of
grave corporal
injury, if “socially
dangerous” in the
circumstances -

No specific provi-
sion, but law
dealing with
intentional inflic-
tion of a corporal
injury is in force
and applicable to
voluntary sterili-
zation

Légal

No specific provi-
sion, but law
dealing with
intentional inflic-
tion of a corporal
injury is in force
and seemingly
applicable to
sterilization

Law dealing with in-
tentional
infliction of a cor-
poral injury is in
force and applica-
ble to
sterilization

Therapeutic

Matter to be
decided between
patient and
physician

Therapeutic

tion of a minor if
performed for
non-therapeutic

~ “réasons would be

a violation of a
basic human right

b

the National
Health Service

b b Institutions of State -
Health Care

b b b _

b b b " Until recently,
sterilization was
reported to be of
little importance
and as having
been used as
means of birth
control

b b b —

b b b

. ) . . Currently, no infor-
L, et e mation about the
interpretation of
the law following
recent political
change in the
country
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TaBLE 44 (continued)

Geographical
region and Date Type of
country of lav? Legality Grounds Age sterilization Consent Facilities/incentives Remarks
Southern ‘Europe (continued) ]
SPAIM.eceeieeereen. 1963  Illegal, “anyone b b b b b -
who castrates or
sterilizes another
should be pun- -
ished by '
imprisonment”
Yugoslavia................. 1977 Legal in Slovenia.  On request 35 years old b Only at the request  Eligible hospitals or —
1978 Legal in Croatia Under 35 years, for of the person con-  in specially
Co therapeutic cerned authorized
reasons, genetic For legally incom- medical establish-
reasons petent person, at ments
Upon decision of a the request of In Croatia, female
Commission parents or guard- sterilization must
Under the Croatian ian, upon deci- be performed in
law, minors pre- sion of a hospitals that
sumably cannot Commission have a gynaecol-
be sterilized ogy and
obstetrics
department
Western Europe
Austria ... 1974 Legal under certain  On request 25 years old No sex differentia-  Spousal consent not Performed as any Denominational
conditions Under this age if tion required other surgery by hospitals refuse
“the sterilization a physician on a to perform sterili-
is not contrary to consenting zation for non-
good morals or person medical reasons
other reasons”
Seemingly.not per-
mitted under 18
years
Belgium... ... 1867 No specific provi- On request Mature consenting  No sex differen- Spousal consent General surgery Practised
sions. Law person tiation required in facilities occasionally
dealing with practice Official negative
view on voluntary

intentional inflic-
tion of a corporal
injury was in
force but, due to
the reversal of
views on family
planning and
after the decision
of the Committee
of Ministers of -
the Council of .
Europe on Legis-
lation affecting
fertility and .
family planning

sterilization
prevails.




_————— e~ — — —hardly be-consid-—— — — — —— .

191

France........cccoeeeoo....

Germany, Federal
Republicof............

Liechtenstein...........
Luxembourg

1978

(1975), voluntary
sterilization can

ered to be against
“public order” or
public policy

No specific provi-
sions. Law deal-.
ing with an inten-
tional infliction of
a.corporal injury
was in force but,
due to the re-
versal of views on
family planning
and after the
decision of the
Committee of
Ministers of the
Council of Eu-
rope on Legisla-
tion affecting fer-

tility and family —

planning (1975),
the doctrine crim-
inalizing volun-
tary sterilization
performed for
family planning
purposes may
have lost its basis

No specific provi-
sions. A gov-
ernmental bill of
1972 introducing
regulation of
voluntary steri-
lization has not
been voted on in
the Parliament
but several deci-
sions of the
‘Federal Supreme
Court held that
sterilization was
not unlawful

Seemingly legal
since a compre-
hensive law on
fertility-related
issues provided
that the regional

In an absence of

any legal regula-
tion, voluntary
sterilization
would be a
matter to be
decided between
patient and
physician

Medical reasons

Genetic reasons

Serious social
reasons equiva-
ient to “on
request”

Mature person at
least 25 years old

No sex differen-
tiation

No sex differen-
tiation

Spousal consent not
required

Sterilizations
appear to be
widespread
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TasLE 44 (continued)

Geographical
region and
ceuntry

Daie
of law?

Legality

Type of

Grounds Age sterilization

Consent -

- Facilities/incentives

Remarks

Western Europe (continued)

Netherlands...............

Switzerland ..............

1967

1866

Counselling Cen-
tres, to be es-

_ tablished and
subsidized by the
Government,
shall provide in-
formationon. ..
“different - .
methods of con-
traception and
voluntary sterili-
zation”.

No specific provi-
sion, buttaw =~
dealing with an
intentional inflic-
tion of a corporal
injury is not in- ~
terpreted as appli-
cable to a sterili-
zation operation
on a patient’s re-
quest-

No specific provi-
sion, but volun-
tary sterilization
is considered -
lawful a§ part of

“medical practice

No specific provi- -
sion. Seemingly,
law dealing with
an intentional
‘infliction of a -
corporalinjury is
not applicable to
voluntary steri-
lization _ :

b No sex differen-
tiation

On request (social
indications)

No sex differen'-

On re‘qﬁest, but
) tiation'

tendency in' medi-
cal practice to re-
quire in indi-
‘vidual ¢ases that

the person con-
cerned have
either two or
three children

In principle, sterili-
zation of women
over 30 with two
healthy children
is approved by
the Medical

Spousal consent not Regular medical

required

Spousal consent
required

facilities under
medical insur-
ance schemes

Free of charge to all
persons with
either compul-
sory or voluntary
medical insur-
ance

In cases with medi-
cal indication,
charges are paid
by the health

“insurance -
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Western South Asia (part)

Israel.......ccocoooinnn.

Northern America

Canada..............

United States of

America

No specific provi-

sions; law dealing
with an inten-
tional infliction of
a corporal injury
is in force.

No specific provi-_

sions, but
seemingly, law
dealing with an

- intentional inflic-,

tion of a corporal
injury is in force

Sterilization:for

family planning
purposes is a
crimé *

Nb specific provi-

sion, but volun-
tary sterilization
is cufrently_con-
sidered a lawful
formof birth' con-
trol: “Everyone is
protected from
criminal:responsi-
bility for per-
forming a surgical
operation for the
benefit of the pa-
tient if it is
reasonable to per-
form it having re-
gard to all cir-
cumstances.of the
case” .

Legal in all states

Society without
further evaluation
of the patient

b

In"general, steriliza-
tion is acceptable
to medical profes-
sion only in cases
of multiparae
over the age of 30
and in cases
where medically
indicated

Therapeutic

Hereditary diseases

On request (doctors
should decide
whether to per-
form a steriliza-
tion operation
just as they would
decide about any
other request for
surgical treat-
ment)

On request

18 or 21 years

Few vasectomies

Mainly female steri-
lizations by mini-
laparotomy

No sex
differentiation

No sex differen-

tiation

Written, informed
consent from
both spouses

No spousal consent
required

Few states require
spousal consent

Some hospitals

In some states, in

hospitali

In exceptional cases Public hospitals

where a minor
would apply for
sterilization, pa-
rental consent is
usually necessary
Consent of legal
representative of

may not refuse to
perform steriliza-
tions for family
planning reasons
Private hospitals are
_entitled to such

refusals

“" As the practice of

family planning,
sterilization
became relatively
common

Widely practised as

a method of
family planning
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TABLE 44 (continued)

Geographical
region and Date

of law? Legality Grounds

Age

Type of
sterilization

Consent

Facilities/incentives Remarks

country_ . -

Union of Soviet
Socialist Republics
Byelorussian SSR......
Ukrainian SSR ..........

No specific provi- Therapeutic .
- sion; law dealing Co
. o with an’inten-
< ' " tional infliction of
~ a corporal injury
.is in force.
"Whether this pro-
"vision can be ap-
plied to a sterili-
zation operation
requested by a
patient may be
-~ determined by
the application of
the socialist legal
concept of “social
dangerousness”

legally incompe-
tent adult is also
required

C. Area of responsibility of the Economic Commission for Latin America

Caribbean
Bahamas...................

Barbados.................. 1.8.6.8 On request

No specific provi-
sion, but law .
dealing with' an
intentional inflic-
‘tion of a corporal
injury is in-’

" ‘terpreted ds not
applicable to
voluntary sterili-
. zation o

Legal under certain  On request but the 32 years

~ woman must o
have several
children

Cuba. o 1968- I
1979 ° conditiohs’

Dominica ..................

tion; but although
the female sterili-
zation is regu-
lated by the Min-
istry of Health,
no regulations
have been issued

" for maleé steriliza-
tion

No sex differentia- Informed consent

and legally
competent
patient

. b Voluntary steriliza-
) tion is not used as
_amethod of
family planning

b Voluntary steriliza-

' tion services are
widely available
but not widely
used

Hospitals of the —
National Health
System
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Dominican
Republic............... No specific statu-
tory provisions;
law dealing with
an intentional in-
fliction of a
corporal injury
may not be in-
terpreted as appli-

. cable to steriliza-

‘ tion operations
(regulations
issueéd by the .

" Ministry of Public
Health authoriz-
ing contraceptive
female steriliza-
tions) '

No specific provi--
sions; law dealing
with.an inten-
tional infliction of
a corporal injury
is not applicable
to voluntary steri-
lization because
done in good
faith, for the -
purposes or in the
course of medical
or.surgical‘treat-
ment

On request

Eugenic reasons

Grenada...................

1835  No specific provi-
sion; but seem-
ingly, law dealing
with an inten-
tional infliction of
a cofporal injury
is in force '

No specific provi-
sions; law dealing
with an inten-

Jamaica..................... 1953 On request

Therapeutic reasons

Saint Lucia...............
Saint Vincent and
the Grenadines .....

tional infliction of
a corporal injury
is not applied to
surgical practice,
including sterili-
zation

Women are to be
40 years of age;

40 years or over
with at least one
child;

35 years or over
with three or
more children;

30 years or over
with five or more
children;

25 years or over
with six or more
children

Patients over 35
years old are
preferred

“Free and volun-
tary” consent
required

Only female sterili-
zation regulated
by the'Ministry of

Health »

Mainly public
_ hospitals

Consent for surgical
treatment may be
given even
against the will of -
the person con-
cerned by the

" pdrents or guard-
ian of a person
younger than 18

Male sterilization is Spousal consent not Tubal ligétions are
rare in practice required by law performed free

but encouraged
in medical
practice

of charge in
government
hospitals

Seemingly widely
practised
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TaBLE 44 (continued)

Geographical
region and
country

Date

of law? iegalily

Grounds

. Type of
Age sterilization

Consent

Facilities/incentives

Remarks

Caribbean (cominued)‘

Trinidad and

.. No specific provi-

.. sions; law dealing
with an-inten-
tional infliction of
a corporal injury
may not be appli-
-cable to steriliza-
tion operations
on request, since -
the country has a
government
family planning
programme

Middle America

Costa Rica..............

El Salvador.

Guatemala

No specific provi-
sions; law dealing
with an inten-
tional infliction of
a corporal injury

.is not interpreted
to be applicable

- to voluntary

- contraceptive
sterilization

No specific provi-
sions; law dealing
‘with an inten-
tional infliction of
a corporal injury
can hardly be

~ applicable to ster-
ilization of con-

" senting patients,
as in 1974 the

" Ministry of .
Health and Social
Welfare issued

. regulations

" governing volun-
‘tary sterilizations

No specific provi-

1974~
1977

On request

sions; law dealing

with an inten-

tional infliction of

a corporal injury
cannot be applied

to voluntary steri-

lization

Age not considered Only sterilizations
important of women are
reported

b Vasectomy and
female steriliza-
tion -

b No sex differen-
' tiation

Spousal consent
required in
practice

Spousal consent
required

Hospitals and

private clinics

State and private
institutions

Facilities operated
under the Asso-
ciation for Family
Welfare

Sterilization is
practised with the
" support of the
“Ministry of

Health and Social L

Welfare, which
" has requested
equipment for
_ clinics for
vasectomy and
- for female
sterilization

The Government
has authorized
various methods
of family plan-
ning; voluntary
sterilization is
one of them
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Honduras ...............

- Nicaragua.................

Panama....................

-Temperate South
America

Argentina................

1964  Law dealing with an On request b
intentional inflic-
tion of a corporal
injury is not ap-
plicable, since
medical Funda-
mental Law pro-
vides that volun-
tary sterilization
could be per-
formed under cer-
tain conditions
1931 No specific provi- On request Age of majority
sions; law dealing
with an inten-
tional infliction of
a corporal injury
is not interpreted
to be applicable
to voluntary
surgical steriliza-
tion
1949  Seemingly, law - - b °
dealing with an
intentional
infliction of a
corporal injury is
applicable to
sterilization
. operations
1941 Legal under certain. On request if she
conditions has at least five
living children
and difficult
social and eco-
nomic conditions
Health reasons
Eugenic reasons
Sterilization has to
be authorized by
the Sterilization
Board
‘1921 No specific provi- b b

sions; law dealing
with an inten-
tional infliction of
a corporal injury
is in force and
seemingly appli-
cable to voluntary
sterilization

No sex differen-
tiation

In practice, 26 years The law regulates

female steriliza-

tion only
Virtually no

vasectomies

Written authority of

the person con-
cerned
Decided by three
competent
physicians

Spousal consent re-
quired medical
practice

Spousal consent
required in
practice

Hospitals, sanitor-
iums and clinics
approved by the
Ministry of
Health and
Welfare

Hospitals and
clinics

The Ministry of
Health and Wel-
fare prohibits any
type of publicity
in support of vol-
untary steriliza-
tion outside the
official family
planning
programmes
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TABLE 44 (continued)

Geographical

Type of

region and Date . e
_ country of law? o Legaliy . | Grounds Age sterilization Consent Facilities/incentives Remarks
Temperate South America (continued) .
Chile.......c.c...oconn. 1975 Sterilization is not . Therapeutic reasons ° o Written consent by  Hospitals . Physicians were
to be considered . only the couple prohibited from
a method of fer- required performing non-
tility: r@gulatidn o i therapeutic steri-
and on-other than lization by the
medical grounds Chilean Sanitary
might be con- . Code
sidered a crime of In 1974, the Min-
corporal injury .: istry of Health
- o . authorized sterili-
zation on socio-
economic
grounds
In 1975, a resolu-
tion of the Min-
ister of Health re-
pealed “all earlier
provisions on the
B subject”
Uruguay ..........ccceo..e. No specific provi- b b b b b -
. sion; law dealing
with an inten- .
tional-infliction of
a corporal injury
is in force but
there is a provi-
sion on justifica-
tion by the in-
jured person’s _
consent: “causing
bodily injury with
the consent of the
injured person is
not punish-.
able...” - .
Tropical South .
America L. :
Bolivia ................. 1972 Law dealing with'an b b b b b -

intentional inflic-
tion of a corporal -
injury is in force,
but it is a less-
punishable
offence to cause a
corporal injury to
another person
with his or her
consent
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-Brazil....

Colombia................

Ecuador

1949

_injury is in force

No specific provi-
.sions; law dealing

Law dealing with an On request (in

intentional inflic-
tion of a corporal

practice)
The surgeon usually
requests opinion

but seemingly not  of three other

applicable to physicians
surgical opera-
tion, including *
tubal ligation
No specific provi- On request

sions; law dealing
with'an inten-
tional infliction of
a corporal injury
is in force, but
Colombian legal
practice does not

- apply that provi-

sion.to voluntary
sterilizations per-

‘formed on re-;

quest

Law dealing with an On request
-intentjonal.inflic-

Medical reasons
tion of a corporal  Eugenic reasons

injury is in force

- but:this provision

may not be inter-

_preted as applica-

ble to steriliza-
tion operation
performed on
consenting pa-
tients, as the
Medical Ethics
Code of Ecuador
permits contra-
ceptive steriliza-
tion in certain
cases

with an inten-
tional infliction of
a corporal injury
is in force but
cannot be applied
to sterilization
operation on con-
senting patients,
as such acts con-
stitute criminal
offences only if
committed
“unlawfully and
maliciously”

No sex differentia-
tion but mostly
female sterili-
zation

35 years and have
more than two
children, with at
least one child of
each sex

Vasectomy prac-
tised by the
Family Planning
Association
(Profamilia)

No sex differen-
tiation

25 years (women)
and must have at
least three living
children

Spousal consent
required in
medical practice

Few public hospi-
tals in Rio de
Janeiro perform
sterilization free

Spousal consent
required in
medical practice

The private associa-
tion Profamilia
has urban clinics
as well as mobile
programmes,
which are in-
tended to reach
out into the
rural areas

The Ministry of
Health performs
sterilization in its
regionaL hospitals

Contraceptive vol-
untary steriliza-
tion is practised

Sterilization is
widely practised
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TABLE 44 (continued)

“Geographiml
region and

Type of

Grounds Age sterilization

Consent

Facilities/incentives Remarks

country

Temperate South. America (continued)

Paraguay .................

Western South Asia®
Bahrain.......cccccooene.

Democratic Yemen.

The Code of Medi-

Legality

No specific provi-
sions; law dealing
with an inten-
tional infliction of

. a corporal injury
is in force and
seemingly appli-
cable to voluntary

. sterilization

No specific provi-
~ sions; law'dealing
" with an inten-
‘tional infliction of

" a corporal injury

"is in force; but
voluntary sterili-
zations per-
formed by spe-

. cialist and done
with full consent
of the patient are
not prosecuted

cal Ethics pro-
vides that sterili-

.zation operations

may be per-
formed only for
medical or
eugenic reasons

Medical reasons
Eugenic reasons

Spousal consent
required in
*practice

D. Area of responsibility of the Economic Commission for Western Asia

Law dealing with

an intentional
infliction-of a cor-
poral injury is in

“force and applica-

ble to contracep-
tive sterilization

No legal informa-

tion, but Islamic
-teligious law is
-opposed to sterili-

* zation unless per-

b b b

Private clinics and o =
hospitals ’ -
To be performed by
surgeons and
urology spe-
cialists
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formed for health
and eugenic
reasons

No legal informa-
tion, but Islamic.
religious law is
opposed to sterili-
zation unless per-
formed for health
and eugenic
reasons

No specific provi-
sions.-As the
Criminal Code
does not include
any prohibition
covering volun-
tary sterilization,
the operation
may be per-
formed lawfully;
but the Islamic
religion-of the
community is
opposed to sterili-
zation unless-per-
formed for
eugenic or health
purposes i

No legal informa-
tion, but Islamic
religious law is
opposed to sterili-
zation unless per-
formed for health
and eugenic
reasons

Law dealing with an
intentional inflic-
tion of a corporal
injury is in force;
but in practice,
contraceptive
sterilizations are
performed

Since 1966, the
main source of .
law had been
Islamic religious
law, which is
opposed to volun-
tary sterilization

1969

1963

Kuwait. ..................... 1960

Lebanon............... 1963

1966

Medical reasons

Eugenic reasons

Medical reasons
Eugenic reasons

On request

Usually 30 years

Minimum age for
women, 30 years,
and must have at
least three
children

Female sterilization Spousal consent

only

required in
medical practice

Female sterilization Consent of both

only

Both male and
female steriliza-
tions performed

spouses required

Spousal consent
required in
medical practice

Performed by spe-
cialized physi-
cians in govern-
ment or private
hospitals

Promoted by the
Family Planning
Association
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TABLE 44 (continued)

Geographical
region and

Legality

Grounds

Type of
Age sterilization

Consent Facilities/incentives Remarks

country

Western South Asia (continued)

Qatar.....

Saudi Arabia............

Syrian Arab
Republic.............. -

United Arab

Emirates..

No information on

the legal status of
voluntary sterili-
zation, but
presumably law
dealing with an
intentional inflic-
tion of a corporal
injury is in force
and applicable to
contraceptive
sterilization

No specific provi- .

sions and-no- -
criminal code.

* The basic legal
source is the
Islamic religious
law, which is

Medical reasons
Eugenic reasons.-

opposed to volun- -

tary sterilization

Law dealing w'ith an

intentional inflic-
tion of a.corporal -
injury is in force
and seemingly
applicable to
voluntary sterili-
zation, Islamic
law deals with -
matters of -
personal status

The main source of
law is Islamic reli-
gious law. Thus,
voluntary steriliza-
tion is illegal

E. Area of responsibility of the Economic and Social Commission for Asia and the Pacific

Legal without medi- On request

cal indications
and promoted as -
an extensively

Very widely prac-
tised as method
of family plan-
ning

Publicly funded
health services
for state em-
ployees

b Tubal ligations No spousal consent
more frequent

than vasectomies
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Other East Asia
Democratic People’s
Republic of Korea.

Mongolia..................

Eastern South Asia

Democratic

Kampuchea..........

used method of
“birth control

1948 Legal for genetic

reasons

Life of mother
{endangered by
pregnancy or
delivery) .

Mother has several
children and her
health seems to
be seriously
affected by the
delivery

1950 Possibly. applicable
: - to the law dealing
with an inten-
tional infliction of
corporal injury
1960 No specific provi-
sion; applicable
- 1o the law dealing
with intentional
infliction of a cor-
. . poral injury
1973 No specific provi-
- .sion, but law
- dealing with in- |
tentional inflic-
.. tion of a corporal
-injury cannot be
- applied

1963+ - Voluntary steriliza-
© ' tion, even thera-
peutic, is a crime,
- if it is performed
. without-authori-
* zation of a board.
The person who
consented to his/
her sterilization
commits an of-
fence as well

Genetic Minor can be steri-
Life of woman lized for genetic
Health of woman reasons
b b
b b
b

On request as a
method of family
. planning

Tubal ligations
more frequent
than vasectomies

Both tubal ligations Spousal consent not Public health
and vasectomies

Co-operative serv-
ices for the rest of
the population

Free as part of
planned birth
service

Spousal or partner’s To be performed by Widely practised
consent is re- surgeon in hospi- mainly for protec-

quasted tals and clinics tion of the
' mother’s life and
health
b - b _
b b

Sterilization for
family planning
purposes does
not seem to be
practised

Officially en-
couraged and

required by law centres
widely practised

but in practice Private clinics
Financial assistance
for those adopt-
ing sterilization
as a fertility
control measure

b - b




TaBLE 44 (continued)

Geographical

Type of

region and Date
country of law? Legality Grounds Age sterilization Consent Facilities/incentives Remarks
Other East Asia (continued)
Indonesia ................. 1946- Neither specific Usually on medical b Both tubal ligations Written spousal Hospitals and e~
1978 provision nor grounds and vasectomies consent clinics - e
ciarified interpre-
_ tation of the
- criminal code,
family law or B
_guide-lines of |
.. state policy. ;
. Indonesia has had ! -
. an Association
; _for Voluntary '
Sterilization since
1974 .
Lao People’s '
Democratic '
Republic............... 1922~ Law 0f 1922, exten- To a certain extent,
1965 " sively amended supported by
in 1965, is in - Government at
force but no . : an earlier time,
"information ’ but Government
— - ‘minimized its
E . : ) : ' support
Malaysia.................. 1948 No specific provi- Medical socio- b Tubal ligations Spousal consent Physicians working Practised as-a
'sion, but faw economic family more frequent required in in the state health method of family
-dealing with planning than vasectomies medical practice care service planning
intentional inflic- In private office
__tion of a corporal Those working for
injury is in force the National
except if done in Family Planning
, good faith Board Sl
Philippines ................ 1976 Legal by presiden-  On request b b Spousal consent Public and private e =t
tial decree required hospitals and
clinics
Medical fees
regulated . .
Singapore................. 1974 Legal b b b Spousal consent not Registered prac- Intensively pro-
required titioner moted by the
Consent of the Government hospi- «\Government, in-
person concerned tal or approved cluding a:system
and of a parent or institution of incentives/
guardian for disincentives
those under 21 . g -
and unmarried S
Thailand.................... 1962 Administrative Economic and liv- b Both male and Spousal consent Government hospi- ‘As a method of fer-
regulations of the * ing conditions (to female steril- required tals and health - tility, control,
ization centres widespread in the

~ Ministry of Public  be determined by

?
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Viet Nam..................

Middle South Asia

Afghanistan............... 1976
Bangladesh................ 1976
Bhutan.................... ..

India........coooeien 1860

Health regulate
voluntary sterili-
zation incor-
porated in the
national family
planning pro-
gramme

No legal infor-
mation

No specific pro-
vision; applicable
to law dealing
with intentional
inflictionof a

Legal since law
dealing with
intentional ~
infliction of a cor-
poral ifjury is
interpreted so as’
not to be applica-
ble to voluntary
sterilization

Legal, criminal code
provides penal-
ties for inten-
tionally causing
“hurt”” but noth-
ing if it is
caused to any
person for which
benefit it is done
in good faith

the director of the

hospitals)
Eugenic
Family limitation
motives ‘

On request, but
couples are
advised to have at
least two children

On request

Male: no less than
25 years

Female: no less
than 20 years.

No more than 45
years

Vasectomies more

frequent than
tubal ligations

Both vasectomies
and tubal liga-
tions are per-
formed

No information

Voluntary informed
consentis a
prerequisite

Clinics set up by
the Government
or hospitals for
female sterili-
zation

Mobile clinics

Government
institutions

Institutions of local
hospitals

Voluntary organiza-
tions recognized
for the purpose of
family planning

country. In prac-
tice, it is required
that the couple
have two or more
living children
and that if they
have only two,
the younger
should be at least
one.year old
It is reported that in ..
1977 a compre-,
hensive -pro- .
gramme was ~
initiated, includ-
ing both male
and femalé sterili-
zation, generally
for maternal and
child care reasons

Strongly promoted
by the State and
widely practised - -

Strongest govern-
mental support
since voluntary
sterilization is
recognized as one
of the most
important
methods of slow-
ing population
growth and im-
proving the socio-
economic
situation of many
families




TaBLE 44 (continued)

Geographical
region and Date Type of
country of law? Legality Grounds Age sterilization Consent Facilities/incentives Remarks
Middle South Asia (continued)
Iran................... - . 1976 Legal under certain  On request but b b Spousal consent Fully equipped hos- The number of
. C . ! conditionsd - unmarried per- required pitals and clinics sterilizations is
sons have to be : : " small
over 30 years Situation in force
Married people: before Iran
either has two or became an
more children or Islamic Republic
both partners are in 1979
over 25 years :
Maldives................... —
Pakistan................. 1860 Legal, since law On request, but b b Spousal consent Post-partum clinics For many years
dealing with- woman must required for ‘ promoted by
intentional inflic- have at least female sterilization Government
tion.of a corporal three children,
injury is inter- one of whom
preted-so as not must be a boy
to be applicable
to sterilization for
family planning
purposes : - -
Nepal......ococii, 1963  No specific provi-  On request b b b b -
sion, but there is
no law prohibit-
ing voluntary
sterilization or
laying down any
conditions for it .
Sterilization'is an
integral part of
the national
family planning : .
S c programmeé
SriLanka.. ............ 1883 No specific provi- Family planning b b b Hospitals and Widely practised
: - sion, but legal motive of a con- clinics - Incentive schemes
since law dealing senting patient Cost covered by the to encourage it in
with intentional Government’s some areas of the
infliction of a cor- family planning country
poral injury is in- programme
terpreted so as
not to be applica- e
ble to voluntary .
sterilization on ’
request of a
) patient
Australia-New Zealand o _
Australia................... Legal, but no No specific ground b Both vasectomies Spousal consent Clinics and —
specific statutory and tubal liga- usually requested hospitals
provision. The - tions are by physician
performed

current uncertain




" New Zealand.........

Melanesia
* Papua New
Guinea....

Solomon Islands.......

~3
~! Micronesia-Polynesia
Fiji oo

¢ Kiribati
. Nauru ..
Samoa..
Tonga.
Tuvalu....

legal situation
may inhibit some
physicians from
proceeding

Legal

No §peciﬁc provi-

sion but anyone

_performing ster-
" ilizationata -
‘ patient’s request

is'exempted from

. criminal responsi-

bility "

No specific provi-
. sion, butlaw

dealing with

" intentional inflic-

tion of a corporal
injury is not con-
strued-so as to
prohibitvolun-

-tary sterilization

On request Only adults
b b
On request

Probably restricted  Both tubal ligations
to married people

Both vasectomies
and tubal liga-
tions are
performed

No other person
can consent to a
sterilization on .

Unlawful to condi-
tion, a loan, or
employment,
fringe benefits or
a disposition of a
property on a
person’s sterility

Both spouses, writ-
ten consent
required before a
medical officer

and vasectomies
are performed

behalf of a minor

In-patients and out-
patients facilities
in appropriate
institutions

Family planning
clinics and other
medical facilities

Widely practised

No specific informa-

tion about sterili-
zation but a
nation-wide
expansion of the
family pro-
gramme was
approved by the
Government

Sources: Compiled from replies to United Nations Population Policy Inquiries; Popula-
tion Policy Data Bank of the Population Division of the Department of International Econom-
ic and Social Affairs of the United Nations Secretariat; United Nations Fund for Population
Activities, Survey of Laws on Fertility Control (New York, 1979); and Jean-Paul Sardon, “La

stérilisation dans le monde. 11. Donn

June 1979), pp. 607-636.

ées statistiques”, Population (Paris),vol. 34, No. 3 (May-

3 Or of an amendment to the law.

The.law or amendment currently in force does not refer to this aspect. ‘

¢ Excluding Cyprus, Israel and Turkey.

The laws legalizing voluntary sterilization on both medical and social grounds have now

been repealed.




TABLE45. GOVERNMENTS® PERCEPTIONS OF THE ACCEPTABILITY OF CURRENT INTERNATIONAL IMMIGRATION, BY AREAS OF RESPONSIBILITY
OF REGIONAL COMMISSIONS, GEOGRAPHICAL REGIONS AND LEVEL OF DEVELOPMENT, JULY 1980

Immigration significant Immigration not significant
! ) Immigration Situation
Too low Satisfactory ) Too high desired satisfactory .
) . 2) ) (3) Total |

A. Area ofreshonsibiliry of Economic Commission for Africa
Eastern Africa C {

— i Uganda Djibouti — Burundi 16 |
. Zimbabwe Somalia Comoros
Ethiopia {
Kenya
Madagascar
Malawi
Mauritius
Mozambique
Rwanda
Seychelles
United Republic of
Tanzania
Zambia

Middie Africa

Equatorial Guinea Zaire : Gabon - Angola 9
Central African
Republic
Chad
Congo
Sao Tome and Principe
United Republic of
* Cameroon ‘

Northern Africa

— Libyan Arab Sudan — Algeria 6
Jamabhiriya Egypt
Morocco
Tunisia
Southern Africa

South Africa — - — Botswana 4
Lesotho
Swaziland
Western Africa .
- ‘ Liberia Ghana — Benin 16
. ) Ivory Coast ’ Cape Verde
Gambia
Guinea
Guinea-Bissau
Mali
Mauritania
. Niger
. : i Nigeria
' Senegal
Sierra Leone
Togo
) ) . ] Upper Volta :
TotaL 2 ] . 5 6 , - 38 51
) B Area of responsibility of Economic Commission for Europe
Eastern Europe

— Bulgaria - 6
Czechoslovakia
German Democratic
Republic
Hungary
Poland
Romania
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.+ " TaBLE 45 (continued)

" Immigration significant

Immigration not significant

Immigration Situation
, Too low Satisfactory Too high desired satisfactory
1) 2) (3) 4) (5) Total
, B. Area of responsibility of Economic Commission for Europe (continued)
Northern Europe )
— Norway United Kingdom Denmark 7
Sweden . Finland,
Iceland
Ireland,
Southern Europe
— - San Marino - Albania 9
‘ Greece
Holy See
Italy
Malta
Portugal
Spain
Yugoslavia
. Western Europe
— - Austria France , — Belgium 9
Germany, Federal Netherlands
Republic of
Liechtenstein
Luxembourg
Monaco
Switzerland
Western South Asia (part)
Israel — — P — "*  Cyprus 3
* " “Turkey
L Northern America
- Canada United States of - - 2
America
Union of Soviet Socialist Republics
- - - - Byelorussian SSR 3
N : Ukrainian SSR
A USSR
TotaL 1 9 5 —_ 24 39
C. Area of responsibility of Economic Commission for Latin America
Caribbean
- - Bahamas - L Barbados 11
) Cuba
Dominica
Dominican Republic
Grenada
Haiti
Jamaica
Saint Lucia
Saint Vincent and the
. Grenadines
Trinidad and Tobago
‘Middle America
— - Costa Rica - El Salvador 7
) Guatemala
Honduras
Mexico
Nicaragua
Panama
Temperate South America
Argentina — - - Chile 3
. Uruguay
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TABLE 45 (continued)

Immigration significant

Immigration not significant

©* Immigration ™

" Situation

Too low Satisfactory Too high ...  desired satisfactory
(1) (2) (3) “) (3) Total
C.  Area of responsibility of Economic Commissions for Latin America (continued)
) Tropical South America
- — ’ Venezuela Bolivia Brazil 9
Ecuador Colombia
“Guyana Paraguay
' Peru
Suriname
ToTtaL 1 = 3 3 23 30
D. “Area of responsibility of Economic Commission for Western Asia
o Western South Asia®
Saudi Arabia Bahrain Kuwait Iraq Democratic Yemen 12
Lebanon . United Arab Jordan
. Oman Emirates Syrian Arab Republic
) Qatar . . Yemen :
ToraL 1 4 . 2 1 4 12
E. Aréa of responsibility of Economic and Social Commission for Asia and the Pacific
China
- - - - China 1
Japan
- — Japan 1
Other East Asia P .
: Democratic People’s 3
Republic of Korea
Mongolia
. Republic of Korea
_ Eastern South Asia .
- c= Malaysia - Burma 9
Thailand Democratic
" Kampuchea
N Indonesia
Lao People’s
Democratic Republic
Philippines
* Singapore
Viet Nam
’ Middle South Asia i
— Bhutan - Nepal - Afghanistan 9
' Pakistan Bangladesh
India
Iran
Maldives
Sri Lanka
Australia-New Zealand
Australia -~ - — New Zealand 2
' ' Melanesia
— - - — Papua New Guinea 2
Solomon Islands
» ’ Micronesia-Polynesia
- Nauru'™ | Samoa - Fiji 6
‘ Kiribati
Tonga
_ e . Tuvalu
ToraL 1 .27 5, - 25 33
’ Developed countries
1 9 5. . - 24 39
) ij Developing countries
5 B D 16 4 90 126
ToTaL 6 20 21 4 114 165

Sources: Compiled from replies to }fFourth Population Inquiry
among Governments in1978: review and appraisal of the World Popu-
lation Plan of Action”; and from the Population Policy Data Bank of
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8 Excluding Cyprus, Israel and

Turkey.

the Population Division of the Department of International Economic
and Social Affairs of the United Nations Secretariat.



TABLE46. GOVERNMENTS’ POLICIES WITH RESPECT TO INTERNATIONAL IMMIGRATION BY AREAS OF RESPONSIBILITY OF REGIONAL COMMISSIONS,

GEOGRAPHICAL REGIONS AND LEVEL OF DEVELOPMENT, JULY 1980

Government policies in favour of:

Higher rate

Maintaining Curbing immigration
current rate in future but
but subject - maintaining .
to strict already established
control immigrant population

Immigration perceived
to be not demo-
graphically signifi-
cant and desirable
or not desirable Total

Equatorial Guinea

South Africa

ToTAL 2

A, Area ofresponszbtllry ofEconomlc Commission for Africa

Djibouti
Uganda
Zimbabwe

Zaire

Libyan Arab

Jamahiriya

Liberia

6

Eastern Africa
Somalia

Middle Africa
. Gabon

Northern Africa
Sudan-

Southern Africa

Western Africa
Ghana
Ivory Coast

5

Burundi 16

Comoros
Ethiopia
Kenya
Madagascar
Malawi
Mauritius
Mozambique
Rwanda
Seychelles
United Republic of Tanzania
Zambia

Angola . -9
Central African Republic

Chad

Congo

Sao Tome and Principe

United Republic of Cameroon

Algeria - 6
Egypt

‘Morocco

Tunisia

Botswana 4
Lesotho
Swaziland

Benin 16
Cape Verde
Gambia
Guinea
Guinea-Bissau
Mali
Mauritania
Niger
Nigeria
Senegal
Sierra Leone
Togo
Upper Volta
38 51

B. Area of responsibility of Economic Commission for Europe

Eastern Europe

Northern Europe
Norway
Sweden
United Kingdom

Southern Europe
San Marino
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Bulgaria 6
Czechoslovakia

German Democratic Republic
Hungary

Poland

Romania

Denmark 7.
Finland
Iceland
Ireland

Albania 9
Greece
Holy See

- Italy - -

Malita -
Portugal

‘Spain

Yugoslavia




TaBLE 46 (continued)

Government policies in favour of:

A Maintaining - - 7 .- Curbing immigration -* - Immigration perceived
current rate .o in future but co to be not demo-
but subject v . maintaining ) graphically signifi-
. to strict L . already established cant and desirable
Higher rate . ° control ot <. . immigrant population or not desirable . Total
5 B.  Area of responsibility of Economic Commission for Europe (continued),,
Western Europe
- o - . Austria Belgium 9
France
Germany, Federal
Republic of
Liechtenstein
Luxembourg
Monaco
’ Netherlands
Ty Switzerland
o Western South Asia (part)
Israel - R — ~ Cyprus 3
. o v - Turkey
) Northern America
- . ... . (Canada - ' — 2
o -7 United States
"+ of America
' Union of Soviet Socialist Republics
— — - Byelorussian SSR 3
Ukrainian SSR
) . L ‘ USSR
ToTaL 1 a o 2 12 C 24 39
C." Area of responsibility of Economic Commission for Latin America
T Caribbean
- Bahamas C o - Barbados 11
: C ' Cuba ,
. - Dominica
Dominican Republic
Grenada
Haiti
-Jamaica
Saint Lucia
o Saint Vincent and
the Grenadines
Trinidad and Tobago
Middle America
—_ Costa Rica ) — . El Salvador 7
S : Guatemala
Honduras
Mexico
. - Nicaragua -
) v ' I . "' Panarha -
o5 Ut Temperate South America . . L ’
Argentina ) o T = ‘ - Chile = ’ 3
Uruguay i
Tropical South America
Bolivia - Venezuela Brazil 9
Ecuador Colombia
Guyana Paraguay
Peru
Suriname
ToTAL 4 2 1 23 30
D. Area of responsibility of Economic Commission for Western Asia
Western South Asia®
Saudi Arabia Bahrain Kuwait Democratic Yemen 12
Lebanon United Arab. Iraq
Oman Emirates Jordan
Qatar Syrian Arab Republic
Yemen
ToTAL 1 4 2 5 12
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TABLE 46 (continued)

Government policies in favour of:

Maintaining - - Curbing immigration Immigration perceived
‘current rate - in future but to be not demo-
but subject .. . maintaining graphically signifi-
e RN to strict o already established cant and desirable
Higher rate - . - . - control . immigrant population or not desirable Total

ToTAL

ToTAL

Australia

1

8
9

Area of responsibility of Economic and Social Commission for Asia and the Pacific

Bhutan

Nauru
Samoa
3
2

15
17

China

o Japan

Other East Asia

" Eastern South Asia
Malaysia
‘Thailand

Middle South Asia
Nepal
Pakistan
Iran

Australia-New Zealand

Melanesia

Micronesia-Polynesia

S

Developed countries
12

Developing countries
13
25

Chira

Japan

Democratic People’s
Republic of Korea

Mongolia

Republic of Korea

Burma
Democratic Kampuchea
Indonesia

" Lao People’s Democratic

Republic
Philippines
Singapore
Viet Nam

Afghanistan
Bangladesh
India
Maldives-
Sri Lanka

New Zealand

Papua New Guinea
Solomon Islands

Fiji

Kiribati

Tonga

Tuvalu
24
24
90

114

33
39

126
165

Sources: Compiled from replies to f‘Fourth Population Inquiry
’ among Governments in 1978: review and appraisal of the World Popu- . -
lation Plan of Action”; and from the Population Policy Data Bank of
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the Population Division of the Department of International Economic
and Social Affairs of the United Nations Secetariat.
® Excluding Cyprus, Israel and Turkey.




TABLE 47. GOVERNMENTS' PERCEPTIONS-OF THE ACCEPTABILITY OF CURRENT INTERNATIONAL EMIGRATION, BY AREAS OF RESPONSIBILITY OF

REGIONAL COMMISSIONS, GEOGRAPHICAL REGIONS AND LEVEL OF DEVELOPMENT, JULY 1980

Emigration significant ' Emigration not significant
: Emigration Situation
Too low Satisfactory Too high desired satisfactory
() ) ) (3) ) (5)

Total

A. Area of responsibility of Economic Commission for A frica

Eastern Africa .

Burundi

Djibouti

Ethiopia

Kenya

Madagascar

Uganda

United Republic
of Tanzania

Zambia

Zimbabwe

Central African

Republic
Congo i
Equatorial Guinea
Gabon

~ Sao Tome and

- Comoros Seychelies Rwanda
Malawi Somalia
Mauritius
Mozambique
Middle Africa
- Angola —., -
' Chad
-
: Northern Africa .
Algeria Egypt - -
Morocco
Tunisia
Southern Africa
- : Lesotho Botswana -
Swaziland .
Western Africa
- Cape Verde Guinea -
Mali Upper Volta
Mauritania ’
Senegal
TotaL 1 : - 15 5 ’ 1

B. Area of responsibility of Economic Commissibnfor Europe

Eastern Europe

Northern Europe
_ — Finland -
Ireland

Principe
United Republic

of Cameroon
Zaire

Libyan Arab
Jamahiriya
Sudan

South Africa

Benin
Gambia
Ghana
Guinea-Bissau
Ivory Coast
Liberia
Niger
Nigeria
Sierra Leone
Togo

29

Bulgaria

Czechoslovakia

German Democratic
Republic

Hungary

Poland

Romania

Denmark
Iceland

"Norway

Southern Europe
Greece —_
Italy
Spain
Yugoslavia
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Portugal Maita

Sweden
United Kingdom

Albania
Holy See
San Marino

16

16

51



TasLE 47 (continued)

Emigration significant ’ Emigration not significant
Emigration Situation
Too low " Satisfactory Too high desired satisfactory
1) 2) 3) “) (5 Total
B. Area of responsibility of Economic Commission for Europe (continued)
Western Europe
Netherlands - — — Austria 9
Belgium
France
Germany, Federal
Republic of
Liechtenstein
Luxembourg
Monaco
Switzerland
Western South Asia (part) -
Turkey — Cyprus ‘ — Israel 3
Northern America
—_ - - — Canada 2
United States
of America
Union of Soviet Socialist Republics
—_ - — — Byelorussian SSR 3
Ukrainian SSR
USSR
ToTtaL 3 1 7 - 28 39
C. Area of responsibility of Economic Commission for Latin America
Caribbean
— Barbados Jamaica - Bahamas 11
Cuba Trinidad and Tobago Dominica
Dominican Republic Saint Lucia
Grenada Saint Vincent and
Haiti the Grenadines
Middle America
- El Salvador Honduras — Costa Rica 7
Nicaragua Mexico Guatemala
Panama
Temperate South America
Uruguay Argentina 3
Chile
Tropical South America
— — Bolivia - Brazil 9
Colombia Ecuador
Paraguay Guyana
Suriname Peru
Venezuela
TotaL — 7 9 - 14 30
D. Area of responsibility of Economic Commission for Western Asia
Western South Asia®
— Democratic Yemen Jordan Syrian Arab Bahrain . 12
Yemen : Republic Iraq
Kuwait
v Lebanon
Oman
Qatar
Saudi Arabia
United Arab
Emirates
TotaL — 2 1 1 8 12
Area of responsibility of Economic and Social Commission for Asia and the Pacific
China
- - — — China 1
Japan
- — ' — — Japan 1
Other East Asia
Republic of — — - Democratic People’s 3
Korea Republic of Korea
Mongolia
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TaBLE 47 (continued)

Emigration significant . . Emigration not significant

Emigration Situation
Too low Satisfactory Too high desired satisfactory
(1) 2) : 3) 4) (5) Total
Area of responsibility of Economic and Social Commission for Asia and the Pacific (continued)
. Eastern South Asia
- Democratic — Malaysia Burma 9
Kampuchea Indonesia
Viet Nam : Lao People’s
’ Democratic
Republic
Philippines
Singapore
Thailand
Middle South Asia
Pakistan Nepal ) Afghanistan — Bangladesh 9
Sri Lanka Bhutan
India
Iran
Maldives
Australia-New Zealand
New Zealand Australia 2
. Melanesia
— — — — Papua New Guinea 2
Solomon Islands
Micronesia-Polynesia -
— Tonga Fiji : - Kiribati 6
: : Nauru
Samoa
Tuvalu
TotaL 2 5 3 1 ' 22 33
: Developed countries
2 1 7 - 29 39
N Developing countries
4 29 18 3 72 126
TotaL 6 30 25 3 101 165
Sources: Compiled from replies to “Fourth Population Inquiry the Population Division of the Department of International Economic
among Governments in 1978: review and appraisal of the World Popu- and Social Affairs of the United Nations Secretariat.
lation Plan of Action”; and from the Population Policy Data Bank of 2 Excluding Cyprus, Israel and Turkey.
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TABLE 48. GOVERNMENTS’ POLICIES WITH RESPECT TO INTERNATIONAL EMIGRATION, BY AREAS OF RESPONSIBILITY OF REGIONAL COMMISSIONS,

GEOGRAPHICAL REGIONS AND LEVEL OF DEVELOPMENT, JULY 1980

Government policies in favour of: Emigration perceived 1o be not

) Maintaining current . Curbing emigration demographically significant and
Higher rate rate in future desirable or not desirable

Total

A. Area of responsibility of Economic Commission for Africa
Eastern Africa ' , )

— Comoros Somalia Burundi
Malawi ’ Dijibouti
Mauritius Ethiopia
Mozambique Kenya
Seychelles Madagascar
Rwanda
Uganda
United Republic of Tanzania
Zambia
Zimbabwe
Middle Africa
— Angola — Central African Republic
Chad Congo
Equatorial Guinea
Gabon
Sao Tome and Principe
United Republic of Cameroon
) Zaire
Northern Africa
Algeria Egypt - Libyan Arab Jamabhiriya
Morocco ' Sudan
Tunisia
Southern Africa
— Lesotho Botswana South Africa
Swaziland
Western Africa
— Mali } Guinea Benin
Mauritania Upper Volta Cape Verde
Senegal : Gambia
’ Ghana
Guinea-Bissau
Ivory Coast
. Liberia
Niger
Nigeria
Sierra Leone
Togo
TotaL 1 15 4 31

B. Area of responsibility of Economic Commission for Europe
Eastern Europe
- - — Bulgaria
Czechoslovakia
German Democratic Republic
Hungary
Poland
Romania
Northern Europe
Finland Denmark
Ireland Iceland
Norway
Sweden
United Kingdom
Southern Europe
Portugal Malta Greece Albania
Italy Holy See
Spain San Marino
Yugoslavia
-Western Europe
Netherlands — ) - Austria
Belgium
France
Germany, Federal Republic of
Liechtenstein
Luxembourg
Monaco
Switzerland
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16

51




TaBLE 48 (continued)

Government policies in favour of: X . . .
Emigration perceived to be not

Maintaining current . Curbing emigration demographically significant and
Higher rate rate : in future desirable or not desirable Total
B. Area of responsibility of Economic Commission for Europe (continued)
Western South Asia (part)
Turkey - Cyprus Isfael 3
Northern America
— — - Canada 2
United States of America
Union of Soviet Socialist Republics
- — - Byelorussian SSR 3
' ) Ukrainian SSR
USSR
ToraL 3 1 7 28 39
C. Area of responsibility of Economic Commission for Latin America
Caribbean
— Barbados : Cuba * Bahamas 11
Dominican Republic Jamaica Dominica
Grenada Trinidad and Tobago Saint Lucia
Haiti ‘ Saint Vincent and the
Grenadines
Middle America
- El Salvador Honduras Costa Rica 7
Nicaragua Mexico Guatemala
Panama
Temperate South America
-— — Uruguay Argentina 3
Chile
Tropical South America
- —_ Bolivia Brazil 9
Colombia Ecuador
Paraguay Guyana
Suriname Peru
Venezuela
ToTaL — 6 10 14 30
D. Area of responsibility of Economic Commission for Western Asia
Western South Asia®
— Democratic Yemen Jordan Bahrain 12
Yemen Iraq
Kuwait
Lebanon
Oman
Qatar
Saudi Arabia
Syrian Arab Republic
United Arab Emirates
ToTaL - 2 1 9 12
Area of responsibility of Economic and Social Commission for Asia and the Pacific .
China
— — : - China 1
Japan
- Japan 1
Other East Asia
Republic of Democratic People’s Republic 3
Korea of Korea
Mongolia
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TaBLE 48 (continued)

Government policies in favour of: 3 .
p S ch - Emigration perceived to be not

Maintaining current Curbing emigration demographically significant and
Higher rate rate in future desirable or not desirable Total

E. Area of responsibility of Economic and Social Commission for Asia and the Pacific (continued)

Eastern South Asia
— Viet Nam " Democratic Kampuchea Burma 9
Indonesia
Lao People’s Democratic
Republic
Malaysia
Philippines
Singapore
Thailand
. Middle South Asia
Pakistan Nepal
Sri Afghanistan Bangladesh 9
Lanka Bhutan
[ndia
[ran
Maldives

Australia-New Zealand
— - New Zealand Australia 2

Melanesia

— - Papua New Guinea 2
Solomon Islands ’

Micronesia-Polynesia

— ‘Tonga Fiji Kiribati 6
: Nauru
Samoa
Tuvalu
ToraL 2 4 4 ' 23 . 33
Developed countries
2 1 7 29 39
Developing countries
4 27 19 ‘ 76 126
ToTaL 6 28 26 105 165
Sources: Compiled from replies to “Fourth Population Inquiry Population Division of the Department of International Economic
among Governments in 1978: review and appraisal of the World Popu- and Social Affairs of the United Nations Secretariat.
lation Plan of Action”; and from Population Policy Data Bank of the 2 Excluding Cyprus, Israel and Turkey.
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TABLE 49. GOVERNMENTS’ POLICIES CONCERNING INTERNAL MIGRATION AND CONFIGURATION OF SETTLEMENT, ACCORDING TO PERCEPTION OF
ACCEPTABILITY OF SPATIAL DISTRIBUTION OF POPULATION,BY AREAS OF RESPONSIBILITY OF REGIONAL COMMISSIONS, GEOGRAPHICAL REGIONS AND
_LEVEL OF DEVELOPMENT, JULY 1980

Perception of over-all Policies concerning basic Policies concerning modification of rural and

acceptability of spatial distribution trends in internal migration urban configuration of settlement
: Rural and Total
Geographical region Partially Inap- No No Rural con- Urban con- wurban con- number of
and country Appropriate appropriate  propriate  Accelerate intervention Decelerate  Reverse modification figuration  figuration  figuration  countries

A. Area of responsibility of Economic Commission for Africa
Eastern Africa _
Burundi...................... -

X — - X — - — X - —_
Comoros .. — X — — X - _ X - - —
Djibouti....................... - X — — — — X — X -— -
Ethiopia - — X - - X — — X — —
Kenya - — X - — X — — - - X
Madagascar — — X — - X — — X — —
Malawi......... - X - - — X — — — — X
Mauritius — - X — — X — — — — X
Mozambique.............. — — X — - - X - - — X
Rwanda — — X — X — — — X — —
Seychelles ................. — — X — — X — X — — —
Somalia .. - - X - - X — Y X - -

-~ X - - — X — X - - —
United Republic
of Tanzania............. - — X — - X — - — — X
- — X - - X — — X —_ -
— X — - — X - - X - —
— — X - — — X - — — X
- - X - — — X - X - -
- X — - X - — X - - -
— — X - - X — - X - -
- — X — —_ - X - X — - :
— - X - — X - — — - X
Sao Tome and
Principe .................. - = X — - X — — - — X
United Republic
of Cameroon ........... - — X — - X — - X - -
Zaire..........ccocooeeien, —_ - X — — X — — -~ - X

Northern Africa
Algeria........................ R — X - - X — — — — X
Egypt... — — X - — X — — — — X
Libyan Arab

Jamahiriya.............. — X - — — X - — — — X
MoOrocco ..o - - X - — X - x — — -
- — X - - X — — X — —

Tunisia — X — — — X — - — — X

Southern Africa )

Botswana.. . - — X — — X - - — — X
Lesotho — X — — X — — X - — —
South Africa.............. - X — — - — X - - — X
Swaziland.............. - - X - - X C—= X — - -
- — X — X - — X - — -

— — X - X — — - X — —

- X — - — X — X — — —

— - X — - X — — — - X

_ % — — X — — X — _ —

- — X -~ - - X — — — X

— — X - — X — - — — X

— — X — - X . — —_ — — X

— - X — — X - X — - -

—_ — X — - X — — X - -

Niger . ....ccocooiieiiin, - — X — X — — X - — —
Nigeria............cococeeeee - ~ X - - X - X - - -
Senegal ...........c.ceoe.n. — — X - — X — — — - X
Sierra Leone............... — X — — X -~ — X — - -
Togo . — — X .- — X — - — — X
UpperVolta.............. — — X — X — — — X — —
ToraL — 14 37 - 11 33 7 14 16 — 21

51 51 51 51
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TaBLE 49 (continued)

Policies concerning modification of rural and
urban configuration of settlement

Policies concerning basic
trends in internal migration -

Perception of over-all
L acceptability of spatial distribution

Rural and Total

Geographical region Partially Inap- . No No Rural con- Urban con- urban con- number of
and country Appropriate appropriate propriate  Accelerate intervention Decelerate  Reverse modification figuration figuration figuration  couniries
B. Area of responsibility of Economic Commission for Europe
Eastern Europe
Bulgaria..................... - X - - — X - - - X —
Czechoslovakia........... X — —_ — — X — — — X —
German Democratic
Republic.................. . X — — - - X — — — X -
Hungary .... . X — - - X - - - X —_
Poland . - X — — - X — — — X —
Romania.................... — X — - - X — - - X -
Northern Europe
Denmark.........c........... X — - - X - - X — — —
Finland....................... — X — - - X - - - X —
Iceland - X — — - X X - — -
Ireland - X — — — X — - — X —
Norway........ccoceeeeeenn, — X — - - X — X — — -
Sweden.........ocoeeiiinn, X — — - — X - - — X -
United Kingdom......... - X — — - - X - - X -
Southern Europe
Albania. - X — - — X - — - — X
— X - — - X — — — X —
Holy See.... X — — — X — - X — — —
Italy ... — X — - — X — X — - —
Malta ... X — — — X — - X — — -
Portugal - X — - —_ X - - — X -
San Marino.. X — — - X — — X — —_ —
Spain...........cceeeeeiinis — X — - — X - — — X -
Yugoslavia................... - X - — - X — - - X —
Western Europe .
Austria ..o - X — — — X — X — — —
Belgium.. X — - - X - — X — — -
France ... - - X — — — X - — X -
Germany, Federal
Republic of. — X — - — X — X - — —
Liechtenstein... X - — — X - — X - — —
Luxembourg.. X — — — X — - X — - —
Monaco ..... X - - — X — - X — - —
Netherlands ... - — X — — — X X —_ — —
Switzerland ................ - X - - - — X X - - -
Western South Asia
(part)
Cyprus. — X — X — — — — — — X
Israel.... — X — — — X - - —_ — X
Turkey....occooovvveeeenn - — X — - X - - — X —_
Northern America
Canada............cc......... — X - - X — - X — — —
United States
of America .............. X — — — X — — X — - —
Union of Soviet
Socialist Republics
Byelorussian SSR - X -—- — — X — — — — X
Ukrainian SSR ............ - X — - — X - - —_ — X
USSR....ooooviiiii — X — - - X — - — — X
TotaL 13 23 3 i 10 23 S 17 - 16 6
39 39 39 39
C. Area of responsibility of Economic Commission for Latin America
Caribbean
Bahamas... — X — - - ©X — - - X —
Barbados .. X - - - X — — X —_ - -
Cuba........ooceeeriie - X — — — X - — - - X
Dominica................... - X — — X - — X — - —
Dominican
Republic.. — — X — X — — X - - —
Grenada . - - X - — X - X — - —
- - X - - X - — X - —
— — X - — X - — X — -
Saint Lucia ... —_ X — — X — — X - —_ —
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TABLE 49 (continued)

Perception of over-all
acceptability of spatial distribution

Policies concerning basic
trends in internal migration

Policies concerning modification of tural and
urban configuration of settiement

T ) Rural and Total
Geographical region Partially Inap- No . No Rural con- Urban con- urban con- number of
and country Appropriate appropriate propriate  Accelerate intervention Decelerate . Reverse . modification figuration figuration figuration  countries
C. Area of responsibility of Economic Commission for Latin America (continued)
Caribbean : ,
(continued)
Saint Vincent and
the Grenadines ....... - X — - X — — be — — — .
Trinidad and Tobago..  — - X — — X - - - — X
Middle America .
CostaRica.................. . - - X - - X — — -_ — X
El Salvador.... — — X - - X —_ X —_ - -
Guatemala ... — — X — — X — — X — —
Honduras ... - - X - X — — X — — —
Mexico .. — - X - — X — — — — X
Nicaragua... - - X - - - X — X - — -
Panama........c.....c........ — - X - — X - — — — X
Temperate South
America )
Argentina........ — — X — — X — — — — X
i - — X — — X —_ — - X —_
Uruguay.........ccoceeeen. - - X — — X — - - ‘X —_—
Tropical South America )
Bolivia - — X - - X - - — — X
— X — X — - - — — — X
- - X — - X — — — -— X
— - X - - X — — X — -
-_ — X - - X — — — — X
— — X — — X — — X — —
— — X . - - X — - — —_ X
— - X — — X - - - — X
— - X - - X — — — - X
1 7 22 1 6 23 — 9 5 3 13
30 . 30 30 30
D. Area of responsibility of Economic Commission for Western Asia
Western South Asia? . )
Bahrain............ccc.o..... X — — - X - — X — — —
- X - — — X - — — — X
— X - — — X - — — — X
— - X — - — X — — — b
X = - . — X - - X — — —
- X - — - X — X - — - —
J— X - — — © X — - X - -
X — - —_ X c— - X - — - —
- X — X —_ — — - - — X
Syrian Arab
Republic................. — X — — — X — - X —-— —
United Arab
Emirates................ - X - — — X — - - — X
- X - — X - — X - — —
3 8 1 1 4 6 1 5 2 - 5
12 12 12 12
: E. Area of responsibility of Economic and Social Commission for Asia and the Pacific
China..........c..ooccoevvvnnnn. —_ X - — — — X - — — X
Japan.... - - X — - X —_ - - - X
Other East Asia
Democratic People’s
Republic of Korea .. — X — — — X — —_ —_ - X
Mongolia.................... - X — — — X — — — — X
Republic of Korea....... — X — - — X — - - X —
Eastern South Asia
Burma ... - X - - - X — - X - -
Democratic
Kampuchea............. - - X — — — X — — - X
Indonesia ................... - - X - — X - - X - -
Lao People’s
Democratic
Republic.................. - — X - - - X — - -— X
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TasLE 49 (continued)

Policies concerning modification of rural and
urban configuration of settlement

Rural and Total
Rural con- Urban con- urban con- number of

Policies concerning basic
trends in internal migration

Perception of over-all
acceptability of spatial distribution

Partially Inap- ~ No

Geographical region . A No
Appropriate appropriate propriate  Accelerate intervention Decelerate

and country Reverse modification figuration  figuration figuration  countries
E. Area of responsibility of Economic and Social Commission for Asia and the Pacific (continued)
Eastern South Asia
(continued)
Malaysia..................... - X — — X - — — - — X
Philippines .............. - X — — - X X — —
Singapore ... X - — — X - — X —_ — —
Thailand...................... — - X - - X — - X — -
Viet Nam..................... - — X — — — X - — — X
Middle South Asia
Afghanistan - X - — X — — - - X
Bangladesh. - X — - — X - X — -
- X — X —_ — — - — - X
—_ — X — - X — - — - X
- - X — - X — - — X
- X — — - X - X - — -
- - X — - X - — X
— - X — - b — — X — —
- - X - - b'¢ —_ — X - —
Australia-New Zealand :
Australia................... - - X - - - X - X —
New Zealand............... - X - — X - — X — - -
Melanesia
Papua New Guinea..... — - X - X — — X — — —
Solomon Islands......... — X — X — — X — — —
Micronesia-Polynesia
Fiji .o - - X - —— X - - — - X
Kiribati...........c..ccoe... — X — — — - X - — — X -
Naurt........ccooooveeeen X — - - X - X — —
Samoa - X — X - X — - — -
Tonga ... - X — — - X - X — — —
Tuvalu.........oooooviins - X — — - X - X — - -
ToTAL 2 15 16 1 8 16 8 9 7 2 15
33 ’ ' 33 ' 33 L. 33
Developed C
countries .................... 13 22 4 1 11 21 6 18 - 16 5 . 39
Developing )
COUNtries .........c........... 6 45 75 3 28 80 15 36 30 b 55 . 126
Total 19 67 79 4 39 101 21 54 30 . 21 60 165

- the Population Division of the Department of International Economic
and Social Affairs of the United Nations Secretariat.
2 Excluding Cyprus, Israel and Turkey.

Sources: Compiled from replies to “Fourth Population Inquiry
among Governments in1978: review and appraisal of the World Popu-
lation Plan of Action”; and from the Population Policy Data Bank of

TR

e ———————
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TABLE 50. GOVERNMENTS’ PERCEPTIONS OF THE ACCEPTABILITY OF SPATIAL DISTRIBUTION OF POPULATION,
BY AREAS OF RESPONSIBILITY OF REGIONAL COMMISSIONS, GEOGRAPHICAL REGIONS AND LEVEL OF DEVEL-

OPMENT; STATISTICAL INFORMATION, JULY 1980

Perception of over-all acceptability

Area of responsibility of spatial distribution

of regional commission, geographical region

and level of development Appropriate  Partially appropriate  Inappropriate  Total
ECA area
Eastern Africa............oocooiiiiieiiiie e - 6 10 16
Middle Africa..... . - 1 .8 9
Northern Africa. — 2 4 6
Southern Africa. - 2 2 4
Western AfTica.............cooiiiiiiii e — 3 13 16
ToTaL — 14 37 51
ECE area
Eastern EUrope.........ccooooiiii e 3 3 - 6
Northern Europe ... 2 S — 7
Southern Burope ... 3 6 - 9
Western Europe.................. 4 3 2 9
Cyprus, Israel and Turkey.. - 2 1 3
Northern AMerica...........o..ooooeiiiiiiieie e 1 1 — 2
USSR .o — 3 — 3
' ToTAL 13 23 3 39
ECLA area
Caribbean ... i 5 ) 11
Middle America................. — 1 6 7
Temperate South America. - - 3 3
Tropical South America..............cc.ococooiveeiiei — 1 8 9
1 7 22 . 30
ECWA area
Western South Asia® ..., 3 8 1 12
ToTaL 3 8 1 12
ESCAP area
C CNINA.L e - 1 — 1
Japan........................ - — 1 1
Other East Asia................. — 3 - 3
Eastern South Asia... 1 2 6 9
Middle South Asia.......... — 4 5 9
Australia-New Zealand ................ — 1- 1 2
Melanesia...................coooooeiiiinnns — 1 1 2
Micronesia-Polynesia................occocooiiiiiiiiiininn. 1 3 2 6
ToTAL 2 15 16 33
Developed countries..............c.c.ooooviiioiie e 13 22 4 39
Developing countries...........ccococoioieeeiioeoiire e 6 45 75 126
' ToTAL 19 67 79 165

Sources: Compiled from replies to “Fourth Population Inquiry a‘mong_Govemments in1978: review
and appraisal of the World Population Plan of Action”; and from the Population Policy Data Bank of the

Population Division of the Department of International Economic and Social Affairs of the United
Nations Secretariat. .

4 Excluding Cyprus, Israel and Turkey.
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TABLE 51. (GOVERNMENTS® POLICIES CONCERNING BAS!IC TRENDS IN INTERNAL MIGRATION, BY AREAS OF
RESPONSIBILITY OF REGIONAL COMMISSIONS, GEOGRAPHICAL REGIONS AND LEVEL OF DEVELOPMENT;
STATISTICAL INFORMATION, JULY 1980 '

Area of responsibility of

N s - N Policies concerning trends in internal migration
regional commission, geographical region

and level of development Accelerate  No intervention  Decelerate  Reverse Toral
ECA area
Eastern Africa..............c...ccooiiiiiioiiie — 3 11 2 16
Middle Africa... — 1 S, 3 9
Northern Africa... - — 6 - 6
Southern Affica ... . - 1 2 1 4
Western Africa..............c.occooooiiioi . - 6 9 1 16
ToTAL - 11 33 7 51
ECE area
Eastern Europe..................ocooooi - — 6 - 6
Northern Europe ... - 1 4 2 7
Southern Europe ... - 3 6 — 9
Western Europe.................. - 4 2 3 9
Cyprus, Israel and Turkey..............ccooooviiii 1 — 2 — 3
Northern America........ - 2 - — 2
USSR oo - — 3 - 3
ToTaL 1 10 23 5 39
ECLA area
Caribbean ... — 6 — 11
Middle America...........cccooovioiiiiii e - 1 6 -
Temperate South America....................ocoooeeieeii, —_ — 3 — 3
Tropical South America............................coo . 1 - 8 - 9
ToTAL 1 6 23 - 30
ECWA area
Western South Asia® ..., 1 4 6 1 12
’ ToTaL 1 4 6 1 12
ESCAP area
ChiNA.. .o, — — - 1 1
Japan............ — —_ 1 — 1
Other East Asia — — 3 — 3
Eastern South Asia....................oooiviii - 2 3 4 9
Middle South Asia..... e, 1 1 6 1 9
Australia-New Zealand ... — 1 — 1 2
Melanesia.............c.ocooooiiiiiii e — 2 — - 2
Micronesia-Polynesia ..., — 2 3 1 6
ToTAL 1 8 16 8 33
Developed countries ..o — 11 22 6 . 39
Developing countries.... . 4 28 79 15 126
ToTAL 4 39 101 21 165

Sources: Compiled fromreplies to “Fourth Population Inquiry among Governmentsin1978: review
and appraisal of the World Population Plan of Action”; and from Population Policy Data Bank of the
Population Division of the Department of International Economic and Social Affairs of the United
Nations Secretariat.

4 Excluding Cyprus, Israel and Turkey.
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TABLE 52. GOVERNMENTS’ POLICIES CONCERNING CONFIGURATION OF SETTLEMENT, BY AREAS OF RESPONSI-
BILITY OF REGIONAL COMMISSIONS, GEOGRAPHICAL REGIONS AND LEVEL OF DEVELOPMENT; STATISTICAL
INFORMATION, JULY 1980

Area oj'resp.onsibilily
of regional commission,
geographical region

and level of No Rural Urban ~ Rural and urban
development modification configuration configuration configuration Total
ECA area
Eastern Africa..................c......
Middle Africa
Northern Africa.....................
Southern Africa...................
Western Africa................cc...

Policies concerning modification of rural and urban
configuration of settlement
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ECE area
Eastern Europe.....................
Northern Europe ..
Southern Europe ...................
Western Europe.....................
Cyprus, Israel and Turkey......
Northern America
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ECLA area
Caribbean ...
Middle America..................
Temperate South America.....
Tropical South America.........
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ECWA area
Western South Asia® ...
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Other East Asia...................... —
Eastern South Asia................ 1
Middle South Asia.............. 1
Australia-New Zealand .......... 1
Melanesia................cc.oeeeeennn 2

4

9
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Fovso—na

!
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Micronesia-Polynesia .............
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Developed countries................. 18 — 16 5 39
Developing countries................. 36 30 5 55 126
ToTAL 54 30 21 60 165

Sources: Compiled from replies to “Fourth Population Inquiry among Governments in 1978:
review and appraisal of the World Population Plan of Action”; and from the Population Policy Data Bank
of the Population Division of the Department of International Economic and Social Affairs of the United
Nations Secretariat. )

2 Excluding Cyprus, Israel and Turkey.
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