


Chapter One

Introduction

1.1. Background

Reduction of maternal mortality is on the agendaseveral national and
international health programs and forms a part lid United Nations
Millennium Development Goals (MDGs) established 2000 (WHO,

UNICEF and UNFPA 2004, p. 2). There are eight Milleim Development
Goals (MDGs) for the year 2015, which consist oélgao (i) halve extreme
poverty, (ii) achieve universal primary educatii) promote gender equality
and empower women, (iv) reduce child mortality,if@prove maternal health,
(vi) combat HIV/AIDS, malaria and other disease$) €nsure environmental
sustainability and (viii) develop a global partriepsfor development (UNDP
2000). The goal of reducing maternal mortality mproving maternal health

is commonly known as MDG Five.

The Program of Action of the International Confa®ron Population and
Development of 1994 (ICPD,1994), held in Cairo aédfirmed a target to
reduce maternal mortality in the context of fanphkanning and reproductive
health services to meet the family planning neextsafl by the year 2015
(ICPD Program of Action 1994, paragraphs 8.21 ad@)7 As a signatory to
all such programs, the Government of Bangladeshfbasulated its own

policies and programs to improve reproductive lmeald family planning



services in the frameworks of the MDGs and ICPD41P8ogram of Action

(Directorate General of Family Planning, 1998).

However, maternal mortality is still high in Bandé&sh. More than half of the
pregnant women do not have access to necessati bast and 20 percent of
all deaths of women aged 15 to 49 years are cabhgecomplications of
pregnancy and childbirth. Mothers aged 15 to 19rsygae. adolescent
women) have a 30-50 percent higher mortality thasthers of other age
groups (People’s Forum on MDG 2005, p. 25). A tlofdhe adolescents aged
15-19 have already begun childbearing (NIPORT leR@05, p. 61). Most of
the child bearing in Bangladesh appears to be ceteglby age 40, as the
percentage of women becoming pregnant after age dfly 0.3 (NIPORT et.
al. 2005, p. 54). There is a fair degree of bighshort intervals as revealed by
the fact that the percentage of births within 24nthe of a previous birth is
16.3". More than one in three births to teenage motagesl 15-19 occur after
a “too short” interval or less than 24 months (NFPDet. al. 2005, p. 57). The
percentage of high-risk pregnancies is 53.2. Tiégie-risk¥ pregnancies are
more likely to experience adverse pregnancy outsoam& maternal deaths

than other women. Although the use of contraceptily women of

! Research indicates that maternal health is jegddvhen a woman’s births are too close
together, i.e., when the interval between birthiess than 24 months and that children born
too soon after a previous birth are also at areemed risk of poor heath and dying (NIPORT
et. al. 2003, pp. 97-98).

2 The high-risk groups usually include very youngtheos, very old mothers, women having
first pregnancies, and women with high parities,,imore than 4 births (Winikoff and
Sullivan 1987, p. 129).



reproductive ages (15-49 years) has increased 8%min 1975 to 58% in
2004, it is rather low among women aged 10-19 @4akl).

Table.1.1. Current use of contraception* by women ¥y age,
Bangladesh 2004

Age of women Currently using (any Not currently

method) using
10-14 29.1 70.9
15-19 42.2 57.8
20-24 52.9 47.1
25-29 61.3 38.7
30-34 68.6 31.4
35-39 72.1 27.9
40-44 64.7 35.3
45-49 47.3 52.7
Total 58.1 41.9

Source: The BDHS 2004, p. 66
*current use of contraception is measured by thegeage of currently married
women who are currently using a method of contréoep

Studies conducted by NIPORT et. al. (2005, p. @ks$p report a gap in the
continuation of the use of contraceptives by methsedwell differences in
contraceptive by urban and rural areas, level atation and socio-economic
status of women and their families. Findings of Bangladesh Demographic
and Health Survey conducted in 2004 show that X6epe of the births in
Bangladesh were mistimed and 14 percent not waateall, constituting a
total of 30 percent unplanned births in the couthyPORT et. al. 2005, p.
xix). Most of these unwanted pregnancies resulbortion, most of which

carry high risks of death. In Bangladesh, the ganabortion rate was 5% in



2001. During the 1970s and 1990s in Matkhlang , 15 percent of the
maternal deaths were attributed to abortion (NIP@RTal. 2003, p. 95). It is
found that approximately 90 percent of deaths fadrortions and 20 percent
of all maternal deaths could be averted throughdacess to contraception,
effective use of contraception and by having ongnted pregnancies (WHO

2006, pp.6-9).

1.2. The health and family planning programs in Bagladesh
Since independence in 1971, the family planninggmms in Bangladesh

have evolved through different phases. In the E2&0s the government
initiated a Traditional Birth Attendant (TBA) traimg program with the goal
of having one trained TBA in each village. Howewire program failed to
deliver the expected result (WHO 2005, p. 12). 8v3, the government
adopted a broad-based, multisectoral family plagranogram which was
integrated in the first official policy document 1976 (NIPORT et. al. 2003,
p. 2). This program promoted the integration ofemadl and child health and
family planning (MCH-FP) activities, training of faly Welfare Assistants
(FWAs) for community based family planning motivaati and distribution

work and accelerated a training program for famiifare visitors (FWVSs).

In the mid-1970s a social marketing program to pmitEmthe sale of

contraceptives was also initiated. In 1998 the guwent formulated the

3 Matlab thanais a sub-division of the Dhaka division. It is anpletely rural and riverine
area, 45 km south east of Dhaka, the capital ofgBaiesh. Most people live by subsistence
farming. Total fertility rate is 6 per women, ligary rate of 30% (Fauveau et. al. 1990, p. 103).



Health and Population Sector Strategy (HP$8)gram to incorporate health
in the population program, which was then developg#d the Health and
Population Sector Program (HPSP) (NIPORT et. ad42@. 3). In the early
1990s, the Emergency Obstetric Care (EOC) programs wnplemented
through the Maternal and Child Welfare Centers (MOWThe Maternal
Health Strategy of 2001 evolved a rights-based agat to maternal health
with safe motherhood as its main theme (NIPOR®RIe2003, p. 3). In 2003
the Ministry of Health and Family welfare, with tiseipport of WHO and
UNFPA, and assistance from the Obstetrical and Gylngical Society of
Bangladesh (OGSB), formulated a six-month pilot goaon to develop
community based, Skilled Birth Attendant (SBA) praxg. In 2003-2006 the
government launched the Health, Nutrition and Pafgpoh Sector Program
(HNPSP 2004-2006) to meet the challenges outlinetthe ICPD and MDGs

(WHO 2005, p.12).

Recently, the government has adopted the Bangld@eghlation Policy with
the objectives of improving the status of familyamphing and maternal and
child health. It aims to increase the use of fanplgnning methods among

eligible couples through raising awareness of fanplanning; ensure

* The HPSS, which laid the foundation for the fifthe-year plan (1998-2003) defined an
‘Essential Service Package’, the components of lwhice reproductive health care, child
health care, communicable disease control, limitedative care and behavior change
communication (BCC) (Hague et.al. 2002, S49).

® In the rights based approach to development messtiprinciples and values derived for
human rights are incorporated into policy and paogrand implementation (Freedman,
Waldman, Pinho, Wirth, Chowdhury and Rosenfield20q0 33).



adequate availability and access of reproductivatiheservices, especially
family planning services to all, including infornat, counseling and services
for adolescents; improving maternal health with bagis on reduction on
maternal mortality; reducing reproductive tract asexually transmitted
infections (RTI/STIs) and preventing the spreaditf/AIDS (NIPORT et. al.

2005, p. 3).

1.3. The Millennium Development Goals for Bangladds

Considering the priority contextual issues in madéhealth in Bangladesh,
such as high fertility, very young age at marriage child birth, high levels
of malnutrition and the prevalence of violence aghi women, the
Government of Bangladesh has set itself six targets goals to achieve the
goal of improving maternal health within the franwet of the global MDGs

(see Table 1.2).



Table 1.2. Targets and indicators of MDG Five in Bagladesh

Global Global Indicators Bangladesh Indicators
goal target for targets for
monitoring monitoring
progress progress
towards towards
global MDGs Bangladesh
MDGs
Improving | Reducing | Maternal Reduce MMR | MMR (deaths
maternal | maternal | mortality ratio | from 570 per per 100,000
health mortality 100,000 live live births
ratio births in 1990 to
(MMR) 143 by 2015
by three | Proportion of | Increase the Proportion of
quarters | births proportion of births
between | attended by | births attended | attended by
1990 and | skilled health | by skilled skilled health
2015 personnel health personnel personnel

to 50% by 2010

Reduce total
fertility rate
(TFR) to 2.2 by
2010

Total fertility
rate

Reduce
maternal
malnutrition to
less than 20%

Proportion of
mothers who
are

malnourished

by 2015

Increase by 2 | Legally

years the stipulated age
median age of | at girls’ first
girls at first marriage
marriage

Eliminate Proportion of

violence againsit
women

maternal
deaths causeq

by violence

Source: GOB and UN 2005, p. ii

In the context of high fertility alone, which issagiated with births at early

ages, at short birth intervals and at high paritisvomen, it can be argued



that a substantial reduction in the total fertiligte would help in lowering
maternal mortality in Bangladesh. Considering thearnuniversality of
marriage in Bangladesh, family planning becomesobmious choice of

intervention to reduce fertility in the country.

Bangladesh has shown some progress towards adpiseme of the targets
listed in Table 1.2 to improve maternal health &maiily planning services.
The maternal mortality ratio has declined from 44320 maternal deaths per
100,000 live births between 1998 and 2002. During $ame period, life
expectancy at birth for females has risen from &®ad years (Germain and
Kidwell 2005, p. 90). The total fertility rate (TFFRor women aged 15-49
estimated to be 3°0n 1990, a decline of 52% from 6.3 in 1971-1976t Be
TFR had plateaued at around 3.3 in the 1990s. Gaeyitive prevalence rate
has increased from 53.8% to 58.1% between 2001002 ,2and the unmet
need for contraception has decreased from 15.3% in 260D1.3% in 2004
(BDHS 2004).

However, it is claimed that the current family piarg program is not
sufficient to meet the needs of women (Hardeelgt9@9, p. s3). The levels
of adolescent fertility and unwanted pregnancy haweained unchanged and
the unsafe abortion rate is still high (Germain &idivell 2005, p. 9). A large

proportion of women still get married before thdtam the minimum legal

® means on average per women would have 3.0 childrker life time

"Want to use contraceptives but not using



age at marriage. Thus, Bangladesh has not progréssards the MDGs at

the expected rate.

1.4. The research question

It is usually found that maternal mortality is higinong the disadvantaged
groups (Loudon, 2007; p. 243; Marston & Cleland2dey, 1998; Winikoff,
1988). Age at birth, birth spacing, parity, andesscto and availability of
health care services are important factors for cedumaternal mortality. It
has been documented in various surveys (e.g. Roy&tédrmstrong 1989;
Herz & Measham 1987; Obuekwe & Marchie n.d.; Fortri®87 and Chen et.
al. 1974) that family planning reduces deaths offeo from maternal causes
by reducing the incidence of pregnancy particulathat of high-risk
pregnancies. Therefore, this study is aimed to é@xanthe importance of
family planning in reducing maternal mortality iralgladesh. It will involve
an examination of the trends of maternal mortalityBangladesh, trends of

using family planning in the country.

1.5. Research objectives
1.5.1. General objective.

The general objective of this study is to examime ftole and potentiality of
family planning in reducing maternal deaths andehg helping achieve the

goal of improving maternal health in Bangladesh.



1.5.2. Specific objectives.

In order to fulfill the general objective of thigudy, several specific objectives
are addressed as follows:
1) To observe the levels and trends of maternal mtyrial Bangladesh.
2) To observe the levels and trends of fertility imBiadesh.
3) To observe the levels and trends of contracep®esiu Bangladesh.
4) To examine the affect of family planning on thekractors of maternal
mortality and antenatal care (ANC).
5) And finally make recommendations for appropriatéiqoes for family
planning use.

1.6. Rationale of the study
The circumstances described above depict a distoatisn about the life of

mothers who do not want to be pregnant any moreyMd these mothers, as
reported, are faced with serious health hazardsrishdof death. As various
reports describe, maternal death is an issue #edsto be addressed from
every angle. It is necessary to know about theeaticondition of maternal
mortality in the country and its way out. It wouhelp design policies and

programs by the policy makers.

It is claimed that family planning is an essenetment of the efforts to
improve maternal health. Bangladesh has made lttgyress to improve
maternal health. However, progress has not occatr¢de expected rate. So,

it is the time not to think what we have achievather to think what more we
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should do. Yet, despite the fact that a huge bddgsearch exists on maternal
mortality, markedly few studies have been condudtedising the issue of
reducing maternal mortality through family plannifidnis research, therefore,
intended to investigate the significance of famplanning to improve

maternal health and reducing maternal deaths ds wel

1.7. Research framework and organization of the tres

The thesis is divided into six chapters. The fidtapter contains an

introduction, background of the problem, researaestjon and objectives,
rationale of the studyDiscussion of data and methodology of the stuay ar

addressed in the second chapter. The third chigqueses on literature review
and levels and trends of maternal mortality in Badgsh including the
conceptual framework for the study. Using data sdtsthe Bangladesh
Demographic and Health Survey 2004 and the Banghadiéaternal Health

and Maternal Mortality Survey 2001, chapter foualgses the relationships
between the risk factors and family planning thitougvariate analysis.
Chapter Five provides multivariate analysis of tisk factors of maternal
mortality and maternal health indicat@mnd finally, Chapter Six summarizes
the findings of the study and provides the, conolusand policy

recommendations.
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CHAPTER TWO

METHODOLOGY OF THE STUDY

2.1. Data sources

The study is based mainly on analysis of data fiwn major surveys
conducted in Bangladesh: the Bangladesh DemograpltidHealth Survey of
2004 or BDHS 2004 (NIPORT et. al. 2005) and the gbasesh Maternal
Health and Maternal Mortality Survey of 2001 or BMM2001 (NIPORT et.
al. 2003). The main advantage of using these adsaisthat, in both of them,
data have been collected from nationally represertaamples of women of
reproductive ages and presented in terms of s@uoesmic background and
specific age groups of women. These data setspg®@@riate for identifying
the levels and trends of fertility and mortalitywwbmen of reproductive ages
in Bangladesh, and relate them to various sociox@tic and demographic
characteristics of the women. Such analyses ats pathe objectives of this

study.

2.1.1. Bangladesh Demographic and Health Survey 200BDHS 2004)
Data from the Bangladesh Demographic and Healthe§n2004 (NIPORT et.

al. 2005) have been used for examining the levedsteends of fertility and
contraceptive prevalence in Bangladesh. The BDHB842@as conducted
under the authority of National Institute of Popida, Research and Training

(NIPORT) of the Ministry of Health and Family Weléaand was designed to

12



collect data on fertility, family planning, and reatal and child health from a
nationally representative sample of ever marriethew of reproductive ages,
along with data on these women’s socio-economic aeenographic
characteristics. The survey was intended to ses\eesource of information on
fertility and family planning for policy makers, ggram managers in health
and family planning, and researchers. The surveypa covered the
populations of both urban and rural areas. The BX84 sample was a
stratified, multistage, systematic sample coveB6d primary sampling units
(PSUs), of which 122 were in urban areas and 23@unal areas. The data
were collected by trained field workers from 1 Jamyuto 25 May 2004 by
using four types of questionnaires: Household Qoiesaire, Women’s
Questionnaire, Men’s Questionnaire and Communitgsflannaire. A total of
10,811 households were visited, from which 11,440nen (or 98.6 percent
of the total number of available women) were inmed (NIPORT et. al.
2005, pp. 5-8). The non-response rate is only dr4His survey that is lower
than those for previous surveys. The BDHS 2004esudata are accessible in
different forms, e.g., household recode, couple®de, children recode and
individual recode. For the present study the Ste#is Package for Social
Sciences (SPSS) system of individual recode has teed.

2.1.2. Bangladesh Maternal Health Services and Mateal Mortality
Survey 2001 (BMMS 2001)

To examine the trends and causes of maternal ntprial Bangladesh the

present study has used data from the Bangladeslerhéat Health and

13



Maternal Mortality Survey 2001 (NIPORT et. al. 200Bhis data set provides
comprehensive information about of maternal mdstain Bangladesh,
including its trends. This survey is intended toyide data on maternal health
and maternal mortality for policy makers, prograanagers and researchers.
Similar to the BDHS 2004, the BMMS 2001 was conddcunder the
authority of the NIPORT and Ministry of Health arfeamily Welfare.
Technical support on gquestionnaire design, dateecan and data analysis
was provided by the John Hopkins University, Battisy USA, and the
International Centre for Diarrhoeal Disease ResgddangladeshiCDDR, B)
and Macro International, Calverton, Maryland ast pérthe ORC- Measure

DHSt+ program (NIPORT et. al. 2003, p. 6).

To obtain an accurate estimate of maternal moytaditio in Bangladesh at the
national level, a stratified national sample of B28 households was
systematically selected from a total of 1,616 dtsstAll ever-married women
aged 13-49 were eligible to be interviewed. Theetage of the selected
households was 99 percent; the very small gap verege was caused due to
some dwellings being vacant or the inhabitants figavgone away for an
extended period at the time of survey. The respoate from the eligible
women was 97.2 percent. The principle reason far-nesponse among the
eligible women was that it was not possible to aonmost of these women in
their homes after repeated attempts. There wasyalow refusal rate. Three

types of questionnaires were used in the survgyaiisehold questionnaires,
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(i) women’s questionnaires and (iii) verbal autiegso collect information on
the symptoms and causes of death of those womerdigddoetween the ages
of 13 and 49 (i.e., basically to elicit informati@bout maternal deaths)

(NIPORT et. al. 2003, pp. 7-9).

2.2. Data quality

The BDHS 2004 data provide the most recent andleéteecord of the basic
indicators of social progress including demograpiénds, and the current
health and family planning situation of BangladeBhe BMMS 2001 data are
the latest and most detailed source of maternataiityrdate and the general
maternal health situation of Bangladesh. In bothdtrrveys, experienced and
well trained interviewers were used to ensure gquoality of data. Prior to
data collection, the interviewers were given furtbetensive training, both in
class rooms and in the field. Quality control tearassisting of trained field
supervisors were used to check the data collegtictme field. In addition,
NIPORT monitored the fieldwork by regularly visigrihe teams in the field,
and filled-in questionnaires were returned to Dfidka processing soon after
the interviews had been completed. An efficiendabcessing team worked
with microcomputers on double shifts to processdhta concurrently. The
advantage of concurrent data processing is thafuhbty control teams were
able to advise the field teams of any errors deteduring data entry so that

timely corrections could be made (NIPORT et. aD2®. 7).

® The capital of Bangladesh
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2.3. Data Management

The data were made accessible in the SPSS formsifpdssible to access the
BDHS and BMMS data online with the permission of ddere DHS+
(http://www.measuredhs.com/login.cfm). For the pres analysis, some
variables (such as those continuous variables wieze initially not grouped,
such as age at marriage, age at birth, parity,retedamily size, fertility
preference, number of antenatal visits) have beeoded as necessary by

using the SPSS software.

2.4. Method of analysis

This study is based upon an original analysis obsdary data (from the two
surveys mentioned above) and findings of previemsearch. Based on the
conceptual framework proposed in Chapter 3, thdysisaof data for the

present study has been done in following two ways:

(1) Descriptive analysis of data from the Banglédesmographic and Health
Survey (BDHS) 2004 and the Bangladesh Maternal tHeSkrvices and

Maternal Mortality Survey (BMMS) 2001 in order tdserve the trends in
maternal mortality ratio, the levels and trenddartility, and the levels and

trends in contraceptive prevalence in Bangladesh.nuinber of cross

tabulations and frequency tables have been gedertie discern the

relationships of demographic, socio-economic, aodskhold characteristics

with maternal mortality, contraceptive prevalenod &ertility.
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(2) Statistical analysis of the factors influencthg proximate determinants of
maternal mortality following the McCarthy and Maiftamework (McCarthy,
and Maine, 1992) discussed in Chapter 3. Wantedolegsegnancy, age at
last child birth, parity and birth interval has hegelected as the proximate
determinants. The statistical analysis comprisesvabate analysis and
multivariate regression analysis with respect te tisk factors of maternal
mortality i.e. wantedness of pregnancy, age ahpgarity and birth interval.
(3)Multivariate analysis of wantedness of pregnarage at birth, parity and
birth interval in order to examine the differenttiars of influencing maternal
mortality in Bangladesh. The section of the study@ multivariate analysis is
intended to explain the variations in maternal adst in terms of these
factors. Conceptual frameworks have been drawn @ntedness of
pregnancy, age at birth, parity and birth interabdng with a conceptual
framework for family planning use and maternal raliy. Statistical analysis
has been performed using these conceptual framewoikrder to identify the

contributing factors of pregnancy related matemattality.

2.5The identification and operationalisation of variables
The variables used in this study are related toemat mortality in
Bangladesh. The details of the variables used i;1dtudy are as shown in

Table 2.1.
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Table 2.1. Indicators, operationalisation and levebf measurement

of variables

Wantedness of pregnancy

Dependent Independent | Indicators Operational definition
variable variable
Wantedness Pregnancy is Whether pregnancy i
of pregnancy wanted or| wanted or unwanted
unwanted
Socio-cultural | Use of family| Whether women ever
variable planning used any method qf
contraception or not
Age at marriage The age at which women
get married
Age at birth
Dependent Independent | Indicators Operational definition
variable variable
Age at birth The age at which The age at which women
women give birth | give birth
Socio- Education of| Years of  schooling
economic husband completed by husband
variables Education of wife The highest level of
education completed by fa
married woman
Wealth index of thg The wealth quintile of the
household household belongs tp
women
Number of Number of children| Perceptions of a woman
children ever born to g about the ideal number of
woman children
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Parity

Dependent Independent Indicators Operational definition
variable variable
Parity Total number of Total number children

previous births

ever born to a woman

Demographic

Age at birth of

Age at birth of last child

variables last child
Socio-economic | Education of| Years of  schooling
variables husband completed by husband
Education ofl The highest level o
wife education completed by fa
married woman
Wealth index ofl The wealth quintile of the
the household household belongs tp
women
Number of Desired number Perceptions of a woman
children of children ever| about the ideal number of
born to a woman| children
Birth interval
Dependent Independent Indicators Operational
variable variable definition
Birth interval Interval between twa Interval between last
children two children
Socio-economic | Education of husband Years of schooli
variables completed by
Education of wife The highest level of
education completed
by a married woman
Wealth index of thg The wealth quintile
household of the householg
where the woma
lives
Fertility Whether womern Whether womer
preference desire any more desire any more
children children
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Antenatal care

care

antenatal care
during pregnancy

Dependent | Independent | Indicators Operational
variable variable definition
Antenatal Whether received Whether received

antenatal care during

pregnancy

How many times
women visits for
antenatal care
during pregnancy

How many times
women visits for
antenatal care
during pregnancy

2.6. Conclusion

In conclusion, the methodology of the study hashbéeveloped in order to

achieve the main objectives of this study; namelgxamine the levels and

trends of maternal mortality, fertility and conteptive prevalence in

Bangladesh. Moreover, variables which are knowrninftuence the above

mentioned trends, such as wantedness of pregnageyat child birth, parity

and birth interval have been included in the anslyBesides these, the

multidimensionality of maternal health, the needatlnlress the activities for

improving maternal health, and the need of familgnping in reducing

maternal mortality have also been explored.
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CHAPTER THREE

REVIEW OF THE LITERATURE AND CONCEPTUAL
FRAMEWORK ON FAMILY PLANNING AND MATERNAL
MORTALITY

3.1. Literature review

This chapter will review selected studies on matemortality and family
planning that have been conducted with particukference to: (1) the
conceptual issues related to maternal mortality, I€els and trends of
maternal mortality and family planning in Banglaldg8) issues related to
family planning in reducing maternal mortality (#amily planning as a
strategy for reducing maternal mortality (5) higtal and present
interventions to avert maternal mortality and tenfalate family planning

programs.

3.1.1. Conceptual issues related to maternal mori}

The root causes of maternal mortality are complest eéan be viewed from
different conceptual perspectives. Cook and Fal{a®96) present a complex
concept of maternal mortality, where maternal mibytas considered to be
affected by a range of factors starting from a latkontraception or trained
birth attendants to women’s unequal status in th@esy. They show that
disparities between the poor and the rich and twergpment’'s negligence in
providing reproductive health services as a paripollic health services

account for high maternal mortality in a major w@ook and Fathalla 1996,
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p.117). Maternal mortality is the result of diffatesocio-economic, cultural
and demographic factors which enhance the higls mékhe “too early, too
late, too many and too close” (Cook 1993, p. 7&gpancies, and unwanted
pregnancies followed, in most cases by unsafe iabgtt and obstetric

complications leading to maternal death (Chenlel9%4, p.335).

McCarthy and Maine (1992) regard maternal mortaby one of three
outcomes of pregnancy and childbirth, the other pwssible outcomes being
disability and safe child birth. Maternal mortalisythe result of complications
of pregnancy, and pre-existing health problems #rat aggravated by the
pregnancy. The outcomes of pregnancy and chilt kire influenced by sets
of intermediate and distant factors. Intermediat#drs comprise health status;
reproductive status; health care behavior, acaessid use of health services
including use of contraceptives and safe abortimecgdures. According to the
McCarthy-Maine framework, socioeconomic and cultuiectors influence
maternal death as distant factors. The framewa sdcognizes unknown or
unpredictable factors other than lack of access$dalth services, or poor
health conditions prior to or during pregnancy (Md@ly and Maine, 1992, p.
24-27). McCarthy and Maine recommend widespreadofisamily planning

as an effective preventive measure of maternalhdeatecause the pre-

® Unsafe abortion is defined as a procedure foriteting an unwanted pregnancy performed
by persons either lacking the necessary skillsnoan environment lacking the minimal
medical standards, or both (WHO, communicating famlanning in reproductive health, n.
d.).
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conditions of maternal deaths are that the womandéecome pregnant, has
complications during pregnancy or during deliveiicCarthy and Main,

1992, p. 30).

The Mother-Baby Package of the World Health Orgatmon (WHO, 1994)
also considers maternal mortality as the end restiicomplications of
pregnancy and childbirth. This strategy for redgcimaternal mortality
defines complications of pregnancy as haemorrhagesis, hypertensive
disorders of pregnancy, obstructed labor and abo(§VHO n. d., pp. X- Xxiii).
Winikoff (1988) presents a more holistic concept rafternal mortality,
according to which maternal mortality is the resol a lifelong and
intergenerational experience of poor health and pealth care services. Poor
health can be perpetuated from mother to dauglstex esult of a complex
interplay of social, economic, cultural and biolmagifactors (Winikoff, 1988,
p. 197). Cook (1993, p.73) argues that the roasea of maternal deaths or
sickness e.g. deficiencies of calcium, vitamin D,iron sometimes hinder

women’s lives in infancy or even before their hirth

The prevailing law on age at marriage or its ladkenforcement can be
another contributing factor to maternal deathghére is no minimum legal
age at marriage or if the legal minimum age at irageris set at a young age,

or the law is not enforced, adolescent pregnancdas be common
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occurrences. Such pregnancies are associated withdbstetric risks and

maternal mortality (Cook, 1993, pp. 73- 74).

Nanda, et. al. (2005) in their recent study presemt integrated view on
maternal mortality which suggests a pathway to owpr maternal health
outcomes that depend on a complex interaction abfa at different levels,
e.g. government policies and actions, the healdtieay and other sectors,
households and communities. In this regard theye haviewed ‘promising

approaches® undertaken in different countries to reduce matemortality

under a number of themes, namely government psliared actions, health
system and health financing, access to health ce=yvicapacity building,
quality of care, community involvement, monitoringd advancing progress,
and partnership and collaboration (Nanda et.al052@.18). Winikoff and

Sullivan (1987, p.129) suggest an obvious appraadmprove the safety of
childbearing, which is to concentrate the birthstle ‘safest’ age/parity
groups® . Chen, Melita, Geshche, Ahmed, Chowdhury and Biogl1974)

using the Matlab Cholera Research Institute ddtawsn their research that

there are two types of pregnancy complications toa associated with

1% promising approaches refer to overall programscifp health practices, research
practices, research efforts, complex or discratrentions, innovations or other strategies to
improve maternal health outcomes (Nanda et. ab520. 2).

1 The ‘safest’ age/parity groups refer to age ramig20-40 and parities under arbitrary cut-
offs such as 4, 5 or 6 (Winikoff and Sullivan, 1987129).
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maternal deaths: dirdétand indirect’. Besides these, they also define the
level of maternity related deaths in relation toleseed demographic
parameters, e.g. mother's age and her gravidifgccording to their study,
maternal mortality and age; and maternal mortalitg gravidity have a U-
shaped pattern in their relationships, indicatimgt imaternal mortality is high
in the early and late ages; and at prima-gravida ranlti-gravida statuses
respectively. Same pattern is observed among naterortality and parity as
well (Chen et. al., 1974, pp. 334-341). A studyKlyan, Jahan and Begum
(1986) in Jamalpur distritt shows similar patterns of correlation between
maternal mortality and age and parity. Both studigggested extensive family

planning services to reduce maternal mortality.

The research by Thaddeus and Maine (1994) consideaternal mortality as
an instance of generic problem. They focus on titerval between the onset
of an obstetric complication and its outcome. Withs they present a
conceptual framework of three phases of delay toatribute to maternal
mortality, namely delay in deciding to seek healtihe (Phase 1 delay); delay
in reaching an adequate health care facility (PHastelay) and delay in

receiving adequate care at the facility (Phasel®yjleThese delays in turn are

2 The direct pregnancy complications include obiste@uses.
*The indirect pregnancy complications include maitionh (anemia).
14 Gravidity refers to the number of pregnancies.

15 A district in Dhaka division. Bangladesh is divitlato six administrative divisions. Dhaka
(the capital city) is one of them.
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influenced by different factors. Phase 1 delayffected by socioeconomic
and cultural factors, access to service facilidesl the perceived or actual
quality of service facilities. Phase 2 delay iteeted by accessibility of the
services (e.g. distribution of the services, travigine, availability,

transportation and costs). Finally, the Phase ayda affected by logistic

support of the service system (e.g. lack of supplied essential equipment,
poor staff quality and inadequate management (Tusdad Maine, 1994, pp.

1093-1105).

The Initiative for Maternal Mortality Programme Assment (IMMPACT)
provides a more integrated approach of addressegrmal mortality which
includes the environment, need, health system, eharlstcomes and health
outcomes in its framework (IMMPACT, 2004).

3.2. Levels and trends of maternal mortality, fertility and contraceptive
prevalence in Bangladesh

The maternal mortality ratio is expressed as thenbar of deaths from
pregnancy related causes or child birth per 1,000@0,000 live births.
Strictly speaking, maternal mortality should be m&ad by the maternal
mortality rate, which shows the number of materdahths per 1,000 or
100,000 pregnancies, but since it is difficult sxertain the true number of
pregnancies in a population, live births are usestead for calculating
maternal mortality and the index is called matemmairtality ratio (MMR).

The Bangladesh maternal Mortality Survey of 200IMEBS 2001) has
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produced data on MMR (NIPORT et. al., 2003). But tBangladesh
Demographic and Health Survey 2004 (BDHS 2004) doet provide
information on MMR (NIPORT et. al., 2005). Thereforthe present study
uses only the BMMS 2001 for data on MMR. It would ery useful to
analyze maternal mortality by cause of death, fas& dh such detail are not
available. However, pregnancy related maternal aligrtrate (PRMRY® can
give a reasonably good estimate of maternal hesttus in the absence of
cause specific maternal health data. Pregnancyedelenortality ratio is
defined as the ratio of all deaths during pregnanciuding maternal deaths,
delivery and up to 42 days after birth, irrespextf causes of death expressed

per 100,000 live births (NIPORT et. al., 2003, p).2

Table 3.1 shows pregnancy-related mortality ratesternal mortality ratios,
total fertility rates (TFR) and contraceptive prievece rates (CPR) by year. It
shows that in Bangladesh the pregnancy-related rnadtemortality has
declined from 514 per 100,000 live births in198®1 % 400 per 100,000 live
births in 2001-2003. On the other hand, the matemmartality ratio has
declined from 514 per 100,000 live births in 19881 to 322 per 100,000
live births in 2001-2003 and 320 per 100,000 liehis in 2004. TFR has
declined over the period 1989-2004 from 4.3 to 3dble 3.1 also shows that

the contraceptive prevalence rate has increasea 4@ percent to 58 percent

® The Tenth Revision of International Classificatioh Disease (ICD-10) introduced the
concept of pregnancy related deaths, which areneléfias ‘the death of a woman while
pregnant or within 42 days of termination of premrg irrespective of cause of death’ (WHO
and UN 2000, p. 5).
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over the period 1989-2004. Thus the trends in ladl indicators shown in

Table 3.1 are consistent with each other.

Table 3.1. Trends in maternal mortality, fertility and contraceptive
prevalence in Bangladesh, 1989-2004

Year Pregnancy- | MMR(per | Contraceptive | % TFR

related 100,000 prevalence antenatal

mortality live birth) | (any method) | visits

ratio rate

(PMMR)
1989-1991 514 514 39.9 - 4.3
1991-1993 - 485 44.6 - 3.4
1994-1996 485 449 49.2 30 3.3
1998-2000 449 380 53.8 35 3.3
2001-2003 400 322 58.1 47.6 3.0
2004 - 320 58.1 55.9 3.0

Source: adapted from BMMS 2001 and BDHS 2004

The mean number of children ever born (Table 3r&) the age-specific
fertility rates (Table 3.2) follow the typical ewmrchild bearing pattern of
fertility of a moderately high fertility countryke Bangladesh and the age-
specific pregnancy related mortality and maternaltality ratios reflect the
increasing risk of maternal mortality of women wittlye due to higher

exposure to child bearing with age (Table 3.2).
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Table 3.2. Fertility and maternal mortality indices, Bangladesh
2001-2004
Woman’s Mean Age Pregnancy Number Maternal
age number specific related of mortality
of fertility maternal maternal | ratio
children rates mortality deaths (2001-
ever born | (2001- ratio (2001- 2003
(2004) 2003) (PMMR) 2003
(2001-2003)
1) 2 3) 4 5 (6)
15-19 0.4 0.134 326 20.501 169.8¢
20-24 14 0.185 272 29.559 236.59
25-29 2.6 0.149 357 30.820 358.3¢
30-34 3.4 0.097 519 24.399 516.11
35-39 4.1 0.053 908 10.490 492.4¢8
40-44 4.7 0.020 1,475 12.367 1,945.92
45-49 5.6 0.006 3,933 3.256 2,435.43
Total 25 3.222 400 - 322.15

Sources: Column 2 from BDHS 2004; ot@umns from BMMS 2003

There are differentials in fertility, maternal mality and contraceptive use
according to women’s background characteristicslyQne BMMS 2001

presents the most recent maternal mortality reldstd, while the BDHS 2004
presents the most recent data on fertility and receptive use. Table 3.3
shows the differentials in fertility, maternal mality and contraceptive use by
women’s background characteristics. As expectesl,leliels of fertility and

maternal mortality are higher in the rural areasntlurban areas. Further,

maternal mortality follows the expected pattern gdnerally an inverse

relationship with an economic indicator such asltheguintile — the lower the
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wealth, the higher the maternal mortality, with teception of the wealth
middle quintile. There is no information on matdrneortality by education,

but it has been found that fertility declines wititreasing education and
increasing wealth — another expected finding. T¥s®aation of contraceptive
use with wealth is in the expected direction, namntbee higher the wealth
quintile, the higher the contraceptive use. Howgeuwee relationship of

contraceptive use with education is a little purzlin that contraceptive use
appears to decline with increasing education fer fttst three categories of
education, but increases at the higher educatlewel. It may be possible that
the lowest educated, and possibly the poorestoseciof the women were

especially targeted for family planning by NGOs #@mel government.
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Table 3.3. Fertility, maternal mortality and contraceptive
prevalence by background characteristics in Banglagsh, 2004

Background Total fertility | Contraceptive Maternal
characteristics | rate prevalence (any| mortality
method) Ratio (2003)
Residence
Urban 25 62.9 303
Rural 3.2 56.7 326
Education
No education 3.6 58.8 32.3*
Primary 3.3 56.8 143.1
Secondary 2.7 56.3 87.0
Higher 2.2 62.0 -
Wealth index
Poorest 4.0 53.6 343
Poorer 3.2 57.6 302
Middle 3.0 57.8 473
Richer 23 58.5 268
Richest 25 62.5 208
Total 3.0 58.1

Source:BMMS 2001 and BDHS 2001
*educational level specific MMR recent data is rofailable, so this study used
maternal mortality rate in 1983 (Alauddin, 198618).

3.1.3. Issues related to family planning in reducig maternal mortality

The effect of family planning on maternal mortalitpuld be found to be
remarkable through perfect coverage and perfeataeff of contraception
among the high-risk groups selected. Winikoff &hdlivan (1987, p.136)
state that to avail of and use contraceptives oaotisly and effectively would

depend on reasonable and accessible servicesceepitability of services. In
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many societies, it would be unacceptable to avaigpastpone births after
marriage by a significant length of time even thowgch births could be in
the high-risk age. In that case it would be unstialto advocate the avoidance
of first births. But in the case of women aged o¥&mwith seven children the
termination of fertility or avoiding further pregnees might be acceptable.
Trussell and Pebley (1984) suggest that family mlagn would be unlikely to
reduce fertility in societies where pregnancies anndge 20 are common,
unless the average age at marriage is increasetle effectiveness of
contraception is associated with continued useoofraception. Women aged
fewer than 20 or between ages 30 and 40 do noincentontraceptive use for
long. Such women might have a chance of havingtended pregnancies. In
such situations, Winikoff and Sullivan (1987) susigehealth care services
including prenatal care, delivery, and abortionvees might be better
strategies for preventing maternal mortality foosa who have accepted
family planning as well as for the majority who leaxot, rather than for

avoiding pregnancies altogether.

The impact of family planning on maternal mortalitgay be large in
situations where both fertility and mortality angthand lowering fertility and
improving maternity will reduce the number of matdr deaths (Fortney,
1987, p. 112). Data from the Bangladesh Demographiot Health Survey
(1996-1997) (NIPORT et. al., 1997) show that if @tiplanned pregnancies

were avoided, the total fertility rate would haveclihed by more than one
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birth (Itzkowitz, 1998, p. 201). Here fertility gs¥ence is also a contributing
factor to regulate fertility. If older aged womeesite more children then there
is a possibility of not using contraception, in sequence there is risk of
maternal deaths

Though family planning may prevent pregnancy, atater number of
accidental pregnancies could still occur. This naight be anywhere from
less than 1% percent to more than 50 percent, depgron the use-
effectiveness and mix of different contraceptivahmds (Winikoff & Sulivan,
1987. p. 137). Preference of method may reflectitipal or economic
decisions made by governments to emphasize cemtaihods, the limited
range of methods offered cost of the method (FaRi&nning: so that every

pregnancy is wanted, n. d).

Family planning use varies by residence and edutatnd there is a strong
association between the use of family planning #rel number of living
children (NIPORT et. al., 2003, p. 102). Men hawgeat influence on the use
of family planning. In Bangladesh, women are reegiirto have their
husband’s permission before using contraceptiom Keve a role to play in
helping their wives in decision making and seekieglth care services (Islam
2005).

A study by Phillips et al. (1982) in Matlab showsat the effectiveness of
contraception depends on existing demand for efiicibirth planning

methods. The findings of the Phillips et. al. stadigo show that contraceptive
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services can change fertility in a poor traditiopabpulation suggesting that
unmeet need for contraception can be fulfilled by an intensifield
program?® and a user-effective progratnwhich would be substantially more
effective (Phillips, et al., 1982 pp. 134-138).

According to Bongaarts et. al. (1990, p.305) sigaiit proportions of women
in developing countries who wish to limit or spadaldbearing but do not
practice contraception due to lack of access tocuadity of family planning
services, actual or perceived drawbacks of conptase methods, accidental
pregnancies because of improper use of the methowthod failure and lack
of motivation to use contraceotives. They sugdest tnwanted childbearing
can be reduced by bringing improvements in the tpyaand quality of
services and by more effective and convenient nastiod contraception.

The above review reflects that readily availabld affective family planning
services can lead to a reduction in fertility, andntrol of unwanted

childbearing, and thereafter help in reducing th@nces of maternal death.

The use of family planning can be seen from theougide and the demand

side. Supply side factors include acceptabilitgsibility, availability, quality

17 Women having unmet need for contraception are thds® do not want to have further
children or who wish to postpone their next bitibt are not using any contraception.

18 Intensive field program includes making contradeptreadily available to households,
attendance to health problems by trained and sympatvillage-based paramedics (Phillips
et. al., 1982, p. 137).

9 A user-oriented program is one with a wide chaitenethods, skilled counseling, rigorous

follow-up and treatment of side effects, and aagjllhealth services (Phillips et. al., 1982, p.
138).
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and cost of the services. Demand side factors decthe socio-cultural and
economic status of the community and family, he&létiefs and personal
characteristics of the users. Geographical figureboth supply side and
demand side factors (DeGraff, 1991, pp. 65-81). ¢ksen (1995, pp.1-3)
suggests that different predisposing factors egg, aumber of previous
pregnancies and family size has a U-shaped rekdtiprwith the use of health
services (pp. 1-3). Finally, Chakraborty et. aDQ3, pp. 329-334) found that

women’s education has a net effect on maternathheatvice use.

3.2. Family planning as a strategy for reducing marnal mortality

Any strategy for reducing maternal mortality ne¢aldulfill two conditions:
() to make pregnancy and delivery safer once a aobecomes pregnant; (ii)
to reduce the number of pregnancies through theotig@mily planning. On
World Health Day, 7 April 2007 world leaders agretha@t every woman
should have access to a basic package of repredulcgalth services and
voluntary family planning that could reduce 35 matcof maternal deaths

(UNFPA 2007).

In order to reduce the conditions of high risk pragcy, such as women’s age
under 20 and over 35; women’s parity 4+, either plhegnancy should be
made less risky by changing the profile of the womédno become pregnant

or by improving the health care of pregnant womkns observed from
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Chen’s data from Bangladesh (Chen, et. al., 1974 ¢liminating high-risk
births might prevent over one half of all matermgaths in the country.
Combining the most effective family planning andltie services means that
if there are no births to women under age 15 or age 35 and over parity 4
and if all other pregnancies received adequatenatdakcare, about 90 percent
of all maternal deaths could be prevented (Winilaifl Sullivan, 1987, p.
135). But it would be very difficult in many sodies to prevent such high-risk
pregnancies, as it might be culturally unacceptablencrease the age at
marriage, try to avoid or postpone the first bston after marriage or change

the perceptions about desired large family sizegliag in the society. .

A woman'’s lifetime risk to maternal deaths can bduced by lowering her
risks to maternal deaths from frequent child birtHerein lies the importance
of reducing the total fertility rate (TFR) in redng maternal mortality and
that is why the Millennium Development Goal (UN BQOfor improving

maternal health in Bangladesh includes the redudfdhe TFR as one of the
targets. There are several studies which emphabzemplementation of
extensive family planning programs to reduce matemortality. Fertility

reduction can contribute to maternal mortality r&tehn in two possible ways;
(i) by reducing the likelihood of a woman to falfegnant and ultimately
encounter the risk of pregnancy related death, (@hdy reducing fertility

through family planning programs to reduce highk riand unwanted

pregnancies, all of which are associated with ible of maternal death. Many
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and unwanted pregnancies are less likely to recaleguate parental care and
unwanted pregnancies are more likely to end in fensmluced abortions. It
has been observed in different studies that a yaphnning program focused
on preventive births could reduce maternal moytddit 30 percent (Chen, et.

al., 1974, p. 340).

Various authors have identified different factorsfluencing fertility in
Bangladesh. Such factors include economic and Isatiange, growing
aspirations of life (Caldwell and Khuda 2000), warise participation in
income generation activities and autonomy (Kabhlatin and Ahmed 1993),
sex preference and desired family size (Saha andchda2004), and the
availability of large scale family planning program Bangladesh (Bairagi

2001).

A study conducted in the Middle East found thatimeot who married before
age 16 were at about double the risk of chronicemal illness and

miscarriage during their childbearing period coneplaio women married after
age 16 (Shawkey and Millat, 2001, p. 30). One ef ¢bnsequences of this
early childbearing is unwantedness of a numberheké pregnancies and
consequently, the likelihood of induced abortidastther, in many societies,
pregnancies among young unmarried women are natoweld, carrying a

high-risk of abortion and potentiality of high mality associated with unsafe

abortions (Family Planning International, n. d.)seUof family planning
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methods can be the only measure to prevent suajnameies and thus,

abortions.

It should be noted that lowering fertility may nogcessarily increase the
safety of giving births. A substantial componentnaditernal mortality is the
result of poor service and improperly performedrtibns’. It happens due to
lack of available services, both for family plangiand for termination of
unwanted pregnancies. In the poorest countriesiaasy as 50 percent of total
pregnancies are unplanned and 25 percent are uedvantl complications of
unsafe abortion are responsible for a substantigbgstion of deaths. The
existing demand for family planning services cordduce maternal deaths in
developing countries by 20% or more (Costelloakt.2004). Family planning
is reasonable and accessible, and if used contshyiand effectively by high-
risk groups could lead to a fall in unintended pratcies and help avoid these
unwanted births.

A recent study by the International Centre for Bhaeal Disease Research,
BangladeshiCDDR,B, 2007) recommends that all women should be dexvi
with access to safe means to avoid unwanted pregsarand unsafe
abortions. Better access to high-quality contragepservices is likely to
reduce the number of abortions. It is documentea study by Ahmed, et. al.
(2005, p.203) that iMatlab the impact of the intensity of family planning

programme and the fulfillment of the small unmetchéor family planning on

20 glimination of unwanted births
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the incidence of abortions was much larger than ¢ienon-use of family
planning and the non-fulfilment of unmet need. Aldmet. al. (2005) draw
attention to the need to provide high-quality caoéptive services to reduce
unwanted pregnancies. In Bangladesh, the abordtn declined with better
access to high-quality family planning services gnelater contraceptive use
(Family Planning International 2002). The resultsoth studies help set up
notions of relationship between family planning aabortion, and to
demonstrate that increased contraception use leafisver abortions, a fact
which is particularly important in countries wheasortion is a serious threat

to women’s health and survival.

3.3 Historical and present interventions to avert raternal mortality and
to formulate family planning programs

‘Pregnancy is special: let's make it safe’ is thegan of the World Health
Day, 1998. Pregnancy is not a disease but a nghaliological process that
women must engage in for the sake of humanityhAtRrogramme of Action
of the International Conference on Population aeddbpment, 1994 (ICPD
1994) delegates agreed that abortion was not forcm@oted as a method of
family planning in any case, the prevention oWvanted pregnancies must
always be given the highest priority and everymfte should be made to
eliminate the need for abortion. They also madenportant that education

and family planning services should be offered gotyyn(Islam 2005).
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The Mother-Baby Package of the World Health Orgatnn (WHO) includes
family planning information and services and safgthmrhood to ensure safe
pregnancy and childbirth. For safe motherhood tiekage considers the four
pillars of health care: (1) family planning- to ens couples and individuals to
have the information and services to plan the tgnmumber and spacing of
pregnancies (2) antenatal care to detect and pregemplications of
pregnancy (3) clean/safe delivery to ensure cleath safe delivery (note-
clean delivery refers to a delivery that is attehtg a health staff in a medical
institution or by a trained birth attendant at hootserving cleanliness- clean
hands, clean surface, clean cutting of the cort),(4) essential obstetric care
(EOC) to ensure essential care for high-risk pragms and complications
(WHO n. d. p.9-13). The Safe Motherhood Initiat{&M]I), in its strategy, has
adopted a comprehensive seven step strategy toeedaternal mortality by
incorporating (1) provision of family planning ser®s, (2) improvement in
the socio-economic status of the women, (3) prowisif safe legal abortion
services, (4) provision of pre-natal care, (5) iaygment in EOC, (6) training
of traditional birth attendants (TBAs) and, (7) edtion and mobilization of

the community (McCarthy and Maine, 1992, p. 30).

The report of the International Conference on Bettealth for Women and
Children through Family Planning; RecommendatiasrsAction, in Nairobi,
Kenya, 1987, shows that poverty, malnutrition, peducation and unplanned

childbirth contribute to maternal and child deatdrsd other complications
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accompany them. From the evidence presented, tmierence shows that
half of the maternal deaths could be preventechbyyear 2000 by a balanced
program of family planning and improved maternalttecare and millions of

child deaths could be prevented by well timed apdced pregnancies

(Conference report, 1998, p. 58).

3.4. A conceptual framework linking family planning with the reduction
of maternal mortality

Family planning is a logical intervention for redug maternal mortality,
especially when a significant proportion of the emaal deaths are caused by
high-risk pregnancies and abortion. However, raaganaternal mortality
through family planning is strongly associated wdrious socio-economic,
demographic and cultural factors, including femtjlithe incidence of high-risk
pregnancies, women’s demographic profile and tradityuof family planning
services. The conceptual framework presented inr€i@.1 is an attempt to
present the relationship of different factors ratatvith family planning and
maternal mortality. The setting of strategic regamto these factors has also
been addressed in this framework. The argumerttioframework are based
on the literature review undertaken in Section 3He arrows connecting the
indicators and strategic responses in this framkwudicate the causal link
among the variables. Although a number of matemaitality frameworks

have been introduced by different authors (e.g. Mty and Maine
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framework!, IMMPACT? framework and Thaddeus and Maine’s Three
Delays modéf ), the significance of this specific frameworkslign its own

particular features. The specialties of this frarodware as follows:

1. This is a framework of maternal mortality which g@xlarly considers
the indicators related to family planning in Bargah. While some
studies have been conducted to analyze the efféatroly planning in
reducing maternal mortality, no framework includitfge indicators
such as wantedness of pregnancy, age at birthy @ewd birth interval
given in the proposed framework has yet been deeelo

2. Although the previous frameworks were developedrater to address
how to reduce maternal mortality, none of them shewplicitly the
effect of family planning on the maternal mortaligtio (MMR). Thus,
the proposed framework makes an effort to illustitdie relationship

among the given components of maternal mortality MiVIR.

L McCarthy J. and Maine D. 1992.

2 |nitiative for Maternal Mortality Program Assessme
(http://www.abdn.ac.uk/immpact/resources/fraewosktfediagram.php

Z Thaddeus S. and Maine D. 1994.
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Figure 3.1. Conceptual framework of family planningand maternal mortality
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According to McCarthy and Maine (1992, p. 28) tiffecs of socioeconomic
and cultural factors on maternal mortality opetateugh a set of intermediate
factors comprising TFR, age at marriage and adpridit. Socioeconomic and
cultural factors include women’s status in the fgmand community
(education, occupation, income, household possessfoassets, decision
making power and social and legal autonomy), thmilfés status in the
community (family income, land, education of othexsd occupation of
others), and the community’s status (aggregate tiweahd community
resources). Religion and law affect fertility in i@gadesh. Religious beliefs
against family planning influence women not usiogtcaception: abortion is
illegal and punishable by law, as a result confpdoa and abortion affect on

controlling fertility (McQuillian, 2004, p. 28).

Since the most common indicator of maternal mdytahamely the maternal
mortality ratio (MMR) is defined as the number afaths of women from
pregnancy related causes or during the puerpemuanyiear per 100,000 live
births in the same year (WHO, 2001), it is cleaattthe risk of maternal
mortality is directly related to fertility, whictsicommonly measured by TFR.
The lifetime risk of maternal deaths is directlyoportional to fertility, as
every time a woman becomes pregnant runs the risknaiernal health

complications or of maternal death.
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According to McCarthy and Maine (1992) any effotts reduce maternal
mortality must (i) reduce the likelihood that a wamwill become pregnant;
(i) reduce the likelihood that a pregnant womarl wkperience a serious
complication of pregnancy or childbirth; and (iimprove the outcomes for

women with pregnancy complications.

The other indicators (age at marriage, age at loinild and parity) play
important roles in determining the level of matérmaortality which is
affected by socioeconomic and cultural factorsBémgladesh the median age
at marriage is 15 years, although the governmestska the legal minimum
age at marriage for girls at 18 years (UNFPA, 20883 on average 22
percent of total births are delivered before reaghihe age of 20 years (BDHS
2004, p. 50). This gap between the legally stimaahinimum age at marriage
and the observed median age at marriage indicatesng other factors, the
inability of law enforcement agencies in enforcihg legal minimum age at
marriage in the face of strong socio-cultural temgies to obey the legal

prescription regarding the minimum age at marriage.

Contraceptive use is the highest among women iin tthieties and the lowest
among women in their teens and in their fortiesif@gthNations, 1987). Thus
married women in their teens and their forties hneestrongest possibilities
of becoming pregnant. In Bangladesh, the maternaitality ratio among

adolescent mothers is 30-50 percent higher thamakienal ratio. A low age
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at marriage potentially prolongs a woman’s time dhildbearing, thus
increasing the risk of maternal mortality. It isid@nt from the literature
review (Section 3.1) that young and old ages ajiarcy bear greater risks of
maternal mortality. Unwanted and unintended pregpanccurs among
women who do not use contraception, which in tutmy mesult in abortion
(many of which may be unsafe) and in consequenaest mwomen with
unwanted pregnancies run the risk of death. Evesetlivho use contraception
have a chance of becoming pregnant (unwanted) awgerttraceptive failure
and they may resort to abortion. Violence againsinen, causing 13 percent
of maternal deaths in Bangladesh (Ahmed et. aD42p. 312) is a matter of
grave concern in maternal mortality reduction pangmes and activities.
Violence, especially forced sexual union can diyeatause unwanted

pregnancy, thereby leading to (unsafe) abortion.

The strategic response to the relationship of tHastors with maternal
mortality should be centered on family planninggreons. In the proposed
framework given in Figure 3.1, family planning comsps information,
education and communication (IEC), which informsd aaducates women
about the benefits of family planning programs; amhtraception, about
which the method of contraception and the contiounabf contraceptive use
help reduce the likelihood of women’s falling pregh and reducing the
number of high-risk and unwanted pregnancies, @nasladrtions and finally of

maternal deaths.
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3.5. Risk factors of maternal mortality: wantednes of pregnancy, age at
child birth, parity and birth interval

It may be concluded from the literature review thadternal mortality is
directly affected by factors such as wantednesprefnancy, age at child
birth, parity and birth interval, each of which, tarn is affected by socio-

economic, cultural and demographic factors.

An objective of this research is to identify thettas which affect these four
variables, namely wantedness of pregnancy, ageildtkurth, parity and birth
interval in reducing maternal mortality in BanglaleAs a part of the broader
framework for analyzing the factors affecting mat#mortality, a framework
for each of these four variables has been propeogech aims to identify the

contributing factors to reduce maternal mortality ®ach variable.

3.5.1. Wantedness of pregnancy

Wantedness of pregnancy appears to be the mosttanpdactor associated
with maternal mortality. The desire to have a peemy is strongly related
with socio-economic and demographic backgroundduygding fertility), and

the spacing or stopping of a pregnancy is relateti¢ use of family planning
services. Among the demographic factors, achieved desired fertility

affects the wantedness of a pregnancy. Achieveditieincorporates child

losses and the number of living children. As thaimel family size falls,

couples tend to limit the number of any future H8raccording to the number
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of children they have already achieved. In suahasibns, any pregnancy they
might have despite the desire not have any moidrehi could be considered
as “unwanted”. Further, a pregnancy which has aeduearlier than when the
woman wanted it could be considered as mistimed #oerefore also

“‘unwanted” with respect to timing (or birth spacingoth these types of
“unwanted” pregnancies can be prevented by the epragse of family

planning. Many women like to terminate such “unveafitpregnancies by
resorting to abortion which, in many situations ldobe unsafe and lead to

maternal death.
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Figure 3.2. A framework for analyzig the wantedness of pregnancy in Bangladesh
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Woman’'s age, husband’'s and woman’s education, @c@nostatus
(represented by wealth index), woman’s age haven baken as socio-
economic and demographic background factors affgdtie wantedness of a
pregnancy. Perceptions about family size and thabeu of living children
affect the use of contraception and outcome ofreceptive use, which in

turn influences the wantedness of pregnancy.

The proportion of women who want no more childnecreéases with age. The
BDHS of 2004 reported that in Bangladesh, 12 peroethe women aged 15-
19 wanted no more children, compared with 73 peércewomen aged 45-49
years who wanted no more children (NIPORT et. &805 p.103). The
wantedness of a pregnancy is affected by the numbéving children. In
Bangladesh 62 percent women with two living chitd@nd 90 percent of
women with five living children desired to stop Iciiearing (NIPORT et. al.,
2005, p. 102). Among the women who have two livilgdren 64.3 percent
of women used contraception and among the womenhatie more than four
living children 62.4 percent used contraceptio2®4 (NIPORT et. al. 2005,
p.70). Nearly 5 percent of women with two livingildnen wanted no more
children and 80.8 percent of women with five lividigildren wanted no more
children in 2004 (NIPORT et. al., 2005, p. 10Among the sources of the
family planning service, family planning fieldwomseand satellite clinics are
two crucial elements. The family planning fieldwerkprovides information

and education about family planning and contracepto married couples by
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visiting their households. The satellite clinicse aavailable in every
community where both men and women can get knowlealgout family

planning and supply of contraceptives (NIPORT kt2805, pp. 84-87).

3.5.2. Age at child birth

It is known from the literature review (see Sectih) that age at child birth is
strongly related with chances of maternal deathssoAthe onset of
childbearing has a direct effect on fertility. Banhitiation into childbearing
lengthens the reproductive period and subsequentseases fertility. In
Bangladesh age at child birth is strongly assodiatéth socio-economic

background of husband and wife (NIPORT et. al. 32@0 59).
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Figure 3.3. A framework for analyzing the ge at birth in Bangladesh
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Women’s age, husband’s education, women’s educatimh wealth index
have been taken as socio-economic and demographables influencing age
at child birth. Desired family size and previouggmancy outcomes affect the
use of contraception and outcomes of contraceptidnch in turn influence

the age at child birth.

Perceptions about desired family size influencestiimings of first and the
last childbearing. A larger desired family sizelwehces women to start
childbearing early and continue childbearing ulatié in the reproductive age.
In Bangladesh the mean ideal number of childréhagor women aged under
20 and 2.3 for women aged 35-39. Among women agee@n20, 55 percent
have already become a mother, and among these wonheB85.6 percent use

contraception (NIPORT et. al., 2005, p. 61).

In terms of family planning use, the status of cacgption and effectiveness
of contraception have been taken into accountisftamework. The role of
family planning in preventing a pregnancy is wedlcognized. Therefore,
changing the perception about desired family sizé ehanging the age at
marriage is not enough for reducing maternal mitytalather such changes
need to be followed by use of family planning, whitan change the age at

child birth and in turn reduce maternal mortality.
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3.5.3. Parity

High parity births are particularly risky for oldetomen. It is also found in the
literature review (Section 3.1) that high paritysps a greater risk of maternal
death in Bangladesh. High parity women are morelyikto refuse antenatal
care and supervised delivery. Older, high paritynga are at greater risks of
maternal deaths due to biological factors. For exam postpartum
haemorrhage is often caused by the failure of theus to contract adequately
after delivery and close the blood vessels thatl fbee placenta. Repeated
childbearing increases the risk that the uterud wat contract properly
(Rinehart et. al., 1984). In Bangladesh socio-eoun and cultural
background and use of family planning affect paritigis framework (Figure
3.4) shows the relationship between parity and cseconomic and

demographic backgrounds.
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Figure 3.4. A framework for analyzing therelationship of parity with maternal mortality in Bangladesh
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In this framework (Figure 3.4) women’s age is cdesed as a demographic
background variable and level of education of hodband wife and wealth
quintile are considered as socioeconomic variadleBangladesh only 2.5
percent of the women desired only one child; amibiegn 4.7 percent had no
children (0 parity) and 0.8 percent had more tharadty. On the other hand,
21.3 percent of the women desired 3 children ofiwlal percent had have 0
parity and 27.1 percent had parity more than 4. pleentage of women
desiring 4 children was 9.1 of whom only 6.1 petdead O parity and 17.6
percent had parity 4+ (NIPORT et. al., 2005, p.)188nong the women who
had parity O only 23.4 percent had used contrageEnd among women of
parity 4+, 62.4 percent had used contraceptiorDBMZNIPORT et. al., 2005,

p. 70).

3.5.4. Birth intervals

Short intervals between births or pregnancies @ie factors of maternal
mortality. A study in Latin America shows that boshort (less than six
months) and long (more than 59 months) interpregyantervald® are
associated with increased risk of adverse mateatlome (Conde-Agudelo
& Belizan, 2000, p. 1257). Intervals between twegmancies or two births are
associated with socioeconomic background, fertpitgference or perception

about the value of children.

24 Interpregnancy interval is defined as ‘the timepsd between the women’s last delivery
and the date of last menstrual period for the ingeegnancy (Conde-Agudelo & Belizan,
2000).
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Figure 3.5. A framework for@alyzing birth intervals in Bangladesh
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This proposed conceptual framework (Fig. 3.5) ima birth interval in
Bangladesh includes women’s age, husband’s leveddofcation, women’s
level of education, and wealth index as socio-engndactors. In Bangladesh
women’s age affects birth intervals. Among womeredaginder 20, 14.5
percent had short birth intervals (7-17 months) ambng women aged 35+,
nearly 52 percent had more than birth intervals48f months or more
(NIPORT et. al., 2005, p. 58). However, both ofsth@ge groups carried high
risk of maternal deaths, which are exacerbatedgley(goung age less than 20

years and older age more than 35 years).

3.6. Conclusion

The issue of maternal mortality is multi-facetechefefore, it requires a
multidimensional approach to address the probl&mme reduction of maternal
mortality stipulates a broad range of issues, freocio-demographic and
economic factors to formal health service factorowever, numerous
maternal deaths are caused due to unsafe abonibowihg unwanted
pregnancies. In this study, the center of attentoon maternal mortality
reduction is focused on preventing unwanted pregiearthrough proper use
of family planning. An extensive family planning oggram has to be
accompanied by available, accessible and expectableces and information

and effectiveness of the services to ensure safpnpncy and childbirth.

However, few studies have been done to establishrobe and strategic
responses of family planning to avert maternal lteat Bangladesh. Family

planning has mainly been seen as a measure toerddridity and not as a
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strategy for preventing maternal deaths. Theregudy on family planning

as an intervention for reducing maternal mortastypeeded.

Fertility is still relatively high among younger wn in Bangladesh, which
includes high adolescent fertility. Maternal mattalis high among older
women. In Bangladesh there are many women who aawenmet need for
family planning. There are numerous barriers toraw@e in order to reach
these women and provide them with family planniegrEees. Some of these

barriers are associated with service quality amdce accessibility.

In relation to the conceptual framework it may lmged that the framework
suggested in this chapter incorporates only tHe fastors of pregnancy and
factors influencing these risk factors. Therefoheoretically it does not cover
all aspects of maternal mortality or factors reddie it. Rather this framework
points to the role that family planning can play@iucing maternal mortality

in Bangladesh.

World wide and country-specific strategies to rexdumaternal mortality
encompass a wide range of programs from small scalemunity

interventions in the context of family planning faproductive health and
formal health programs. Although the Bangladesh egowment provides
extended family planning services with an aim tu@ng maternal mortality
and improving maternal health (NIPORT et. al., 200033), still there are gaps
in the family planning services such as unmet rfeedamily planning, and

contraceptive failure... These gaps need to beedlaso that women in
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Bangladesh can enjoy a safe reproductive life wich reduced risks of

maternal deaths.

CHAPTER FOUR
ANALYSIS OF THE RISK FACTORS OF MATERNAL
MORTALITY IN BANGLADESH

In this chapter bivariate analyses has been caroetd to examine the
relationship of selected risk factors of maternaktality in Bangladesh, such

as wantedness of pregnancy, age at last child, pethty and birth interval,
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with the use of family planning, and selected deraphic and socio-

economic factors, as shown in the conceptual fraonewm Chapter Three.

4.1. Differentials in using family planning in relaion to the risk factors of
maternal mortality: results of a bivariate analysis

Various socio-economic and demographic factorsaaesciated with the use
of family planning. The purpose of this sectionasanalyze the relationship of
the use status of family planning (never used aret esed) with the risk
factors of maternal mortality. Only those demogreghctors which are also
risk factors of maternal mortality, namely age latccbirth, birth intervals and
parity have been taken into account to examineg #mesociation with family

planning use. This is one of the objectives of stigly.

The total number of respondents is 11,440. Howeliertotal number of cases
in the various tables do not match total numbeespondents due to missing
cases, or because each table is confined to theerumspondents relevant for

that particular variable. These are noted at th®boof each table.

The use status of family planning refers here dolywhether or not the
respondents had ever used any method of contranepige at child birth

refers to age of the respondent at the birth ofdsdrchild.

(a) Use status of contraception and age at last childrth
Table 4.1 shows that most of the women (71.14%@ lgaven birth to their last
child between the ages of 20 and 34 regardlesshether they have ever used

contraception or not (see the row totals of Tablg.4However, compared to the
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ever users of contraceptives, larger proportionsahen who have never used
contraception have given birth to their last childhe high risk age groups of
less than 20 or over 35 years. More specificallythe women never using
contraception, 24.5% had their last child borng&sa20 or below and 12.25% at
ages 35 and above, making a total of 36.75% havaagtheir last child born in
the high risk age groups. In comparison, amongmb®en who have ever used
contraception, a smaller proportion (27.39%) hasrthast child born in these
high risk age-groups. All, or a large proportiontbése births may well have
been “unwanted”. Women who have given their laghbiin their high risk age-
groups should be encouraged to use family planfongise it more effectively,
for the ever users) in order to minimize the numidebirths in these high risk

age-groups.
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Table 4.1. Percentage of women according to use @&t of
contraception and age at last birth in Bangladesi2004

Use status of Age at last child birth Total
contraception
<20 20-34 35+
Never used | 24.50 63.25 12.25 100.0 (1502)
Ever used 20.03 72.61 7.36 100.0 (8097)
All women 20.73 71.14 8.13 100.0 (9599)

Source: Computed by the author from the BDHS 20414 det

Note: Figures in the parentheses in the Totalsnaplshow the number of women

(b) Use status of contraception and birth interval

Very short and long birth intervals are associatgth increased risks of

adverse outcomes for the health of mothers andreim! Table 4.2 shows that

among the women who have ever used contraceptiong mthan one third

(38.8%) have very long birth intervals (48+ montasyl only 5.7% have short

birth intervals (7-17 months). Another point wortbting in this table is that

among the women who have never used contracep8@¥@3have their last

child within high risk birth intervals of the prewis child (30.9% at

48+months and 7.9% at 7-17 months). Many of théddren (at least those

with birth intervals of 7-17 months) might have béenwanted”, because in

Bangladesh births intervals are generally long whikh median birth interval

being 39 months (NIPORT et. al., 2005, p. 57).
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Table 4.2. Percentage of women according to use tta of contraception
and birth interval in Bangladesh, 2004

Use status of Birth interval (months) Total
contraception

7-17 | 18- | 24- | 36- |48+
Never used 7.9 | 11.4| 31.4| 18.5| 30.9|100.0 (1186)

Ever used 5.7 | 9.7 | 25.4| 20.4| 38.8|100.0 (6807)

All women 6.0 | 10.0| 26.3| 20.1| 37.6{ 100.0 (7993)

Source: Computed by the author from the BDHS 2(C#i4 det
Note: Figures in the parentheses in the Totalsneolshow the number of women.
Data on birth intervals refer to women who havkeast two children ever born.

(c) Use status of contraception and parity

There does not appear to be much difference bettieenever and ever users
of family planning in terms of the proportions ofomen with high risk
parities (Table 4.3). Nearly 30% of women amortyezi the never users or
the ever users of contraception have high risktipariof 4 and above.
However, compared to the ever users of contraagpéidarger proportion of
the never users have parities less of than 3. dpgarent anomaly may be
explained by the possibility that the never usdrsomtraception are younger
than the ever users or because of short maritatidar or ever users might

have started using family planning after achie\pagty 3 and over.
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Table 4.3. Percentage of women according to use tta of contraception
and parity in Bangladesh, 2004

Use status of Parity Total
contraception =3 3 o

Never used 56.29 12.89 30.83 100.0 (1622)
Ever used 48.11 22.24 29.64 100.0 (8407)
All women 49.44 20.73 29.83 | 100.0 (10029)

Source: Computed by the author from the BDHS 20414 det
Note: Figures in the parentheses in the Totalsnaplshow the number of women

To sum up, the use of family planning is found &dssociated with the risk
factors of maternal mortality, notably with ageta birth of the last child and
birth interval, and point to the need of emphagjZime use of family planning

for better health of mothers.

4.2. Factors influencing the risk factors of materal mortality:
wantedness of the last pregnancy

Among the risk factors of maternal mortality, unteness of pregnancy is
perhaps the most important factor that leads aelamgmber of women to
unsafe abortions, and consequently to death. Herysince the present study
deals with individual women as units of analydi® indicator of childbearing

used is whether the last pregnancy was wantedtor no

This section presents the results of an analysishenrelationship between
wantedness of pregnancy and family planning and ntfagor contributing

factors of wantedness of pregnancy that have beandfin the bivariate
analysis through cross tabulations.

4.2.1. Immediate factors contributing to wantednes®f last pregnancy:
results of a bivariate analysis
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In the conceptual framework given in Figure 3.2GHfapter 3, it has been
hypothesized that unwanted pregnancies may ocaauge of non-use of or
failure of contraception. It would have been beiftelata were available about
contraceptive use just before the last pregnancgxamine whether the
unwanted pregnancy has been due to contracepiiueefaBut such data are
not available, therefore this analysis is basedewer use of any method of
contraception”.

(a) Use status of contraception and wantedness afggnancy

It can be seen from Table 4.4 that most women %638 Stated that their last
child was “wanted”. This is not unexpected, as &yne very difficult for a

woman to describe any of her children as “unwantetiwever, nearly one-
third of all the women had reported that they heldee wanted the last born
child to be born later, or did not want anotherlcthiThese two answers
comprise 16.4% (wanting later) and 16.5% (not wantanother child).

Broken down by contraceptive use, the proportionvoinen who had never
used any contraception but had “wanted” their ¢hsid is large (81.3%), as it
Is to be expected, but even among these womere tdasne-fifth (18.7%) had
“not wanted” their last child (12.9% not wantinghien and 5.8% not wanting
at all). This shows the extent of unmet need fortiaeption for this group of
women. On the other hand, a larger proportion omew having ever used
contraception (34.3%) had “not wanted” their laktld; and close to two-
thirds (65.7%) of these women had “wanted” thest [zhild. The last category
of women, i.e., who had ever used contraception“aadited” their last child

to be born then, probably consists of women who k&mpped using

contraceptives before their last pregnancy or hadrdaraceptive failure. The
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most salient picture to emerge from this tablehat bverall, nearly a third of
the women (31.7%) had not wanted their last childianted it later.
Table 4.4. Percentage of women according to use &t of

contraception and whether their last child was wargd,
Bangladesh, 2004

Use status Wantedness of the last child
of

Total
cpntracep Wanted Unwanted Total ota
tion then Wanted | Did not want| “unwanted”

later at all

Never 81.3 12.9 5.8 18.7 100.0 (876)
used
Everused | 65.7 17.1 17.2 34.3 100.0 (4490)
All 68.3 16.4 15.3 31.7 100.0 (5366)
women

Source: Computed by the author from the BDHS 20414 det
Note: The parentheses in the Totals column dehetéotal number of women
Data refer to women who had a live birth in the fa® years preceding the survey

4.2.2. Demographic and socio-economic factors coitiuting to
wantedness of last pregnancy: Results of a bivariatanalysis

From the conceptual framework as presented in @h&ptsome socio-cultural
factors have been chosen to examine their assutiatith wantedness of
pregnancy in Bangladesh. The demographic factargpdse age at marriage
and age of women at last child birth.

(a) Age at child birth and wantedness of the lastregnancy

A strong relationship between age at child birtldl avantedness of the last
child is shown in Table 4.5. Almost one fourth &3%) of the women giving
birth to their last child before the age of 20 yeaanted to have their last born
child later ( a small proportion did not want it a large majority of these
women (76.4%) had said that they had wanted tHd tien. This implies that
most of women wanted to have their children betbee age of 20 which is

risky for both mother and child.
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The percentage of women stating that their lash katild was not wanted
(i.,e., wanted later and not wanted all) increasesage at last child birth
increases, with more than half (56.84%) of thehef women having their last
child at ages above 35 stating that their lastdcivbs unwanted (Table 4.5).
Probably these women did not use contraceptionréefeir last child or had
contraceptive failure.

Table 4.5. Percentage of women according to agelast child birth
and whether their last child was wanted, Bangladesi2004

Age at Wantedness of the last child Total

last Wanted Unwanted Total

birth then Wanted | Did not unwanted

later want at all

<20 76.4 23.0 0.6 23.6 100.0
(1395)

20-35 67.3 15.2 17.5 32.7 100.0
(3414)

35+ 43.2 3.0 53.8 56.8 100.0
(336)

All 68.2 16.5 15.3 31.8 100.0

women (5145)

Source: Computed by the author from the BDHS 20414 det
Note: The parentheses denote the total number ofamo
Data refer to women who had a live birth in the fa® years preceding the survey

(b) Age at marriage and wantedness of the last pregncy

Almost a similar relationship can be found in TaBlé which shows that a
large proportion of women (67.6%), who got mar@¢@n early age (less than
20 years), had wanted their last child. A smallpartion of women (32.4%)
marrying early had not wanted their last child. rMdhan a fifth (22.6%) of
the women marrying at ages between 20 and 34 hedrsot wanted their last

child then or ever. There were only two women wid lgot married at aged
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above 35 years and both of them had wanted thstichald when it was born.

These two variables (age at marriage and agetathdd birth) have a strong
relationship with wantedness of the last childntticates that in Bangladesh
age at marriage and age at child birth need toiddetb delay childbearing or
to stop childbearing. Practice of family planning the obvious tool for
delaying child bearing and messages from familyipiag programs can help

increase the age at marriage.
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Table 4.6. Percentage of women according to age marriage and
whether their last child was wanted, Bangladesh, 232

Age at Wantedness of the last child
marriage Unwanted

Wanted | Wanted | Wanted Total Total

then later no more| unwanted

<20 67.6 16.4 |16.0 324 100.0 (4996)
20-34 77.4 158 |6.8 22.6 100.0 (368)
35+ 100.0 00 |0.0 0.0 100.0 (2)
All 68.2 164 |15.3 31.8 | 100.0(5366)
women

Source: Computed by the author from the BDHS 20414 det
Note: The parentheses denote the total number ofamo
Data refer to women who had a live birth in the fag years preceding the survey

(c) Fertility preference and wantedness of the lagiregnancy

A similar relationship has been found between Ifgrtpreference (whether
wanted more children) and wantedness of the lakt.dWiore than four-fifths
(81.81%) of the women wanting another child stated their last born child
was “wanted” (Table 4.7). The percentage of womeirgy that their last
child was unwanted (wanted later and or not waateall) increases according
to whether the women wanted to have another chilvanted to have no
more children (18.18% compared to 41.7%). It ign@sting to note that more
than three-fourths (78.23%) of the women who werndegided about their
future fertility stated that their last child wawénted”. Overall, more women
(68.54%) stated that their last child was “wantetfowever, the large
percentage of women (31.45%) who stated that tlasir child was “not
wanted” indicates the need for emphasizing famignping to prevent such

“unwanted” births.
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Table 4.7. Percentage of women according to fertiyi preference
and whether their last child was wanted, Bangladesi2004

Whether Wantedness of the la Total
ohilAd

er?)?;egh” dren Wanted Unwanted

Have another 81.81 18.18 100.0 (2106)

Have no more 58.29 41.70 100.0 (2887

Undecided 78.23 21.76 100.0 (170)

All women 68.54 31.45 100.0 (5163

Source: Computed by the author from the BDHS 2(C#i4 det
Note: The parentheses denote the total number ofamo
Data refer to women who had a live birth in the fa® years preceding the survey

(d) Number of children ever born and wantedness ahe last pregnancy

A very strong relationship exists between the numnddechildren ever born
and wantedness of the last child (see Table 4.8an be seen that nearly one
half of the women having had more than three childgver born stated that
their last born child was “unwanted” births. Ovérallittle more than 30% of
the last children were unwanted by the women, whiatiher emphasizes the

need for family planning..
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Table 4.8. Percentage of women according to numbef children
ever born and whether their last child was wantedBangladesh,

2004
Number of Wantedness of the last child Total
children ever
born Wanted Unwanted
<3 75.6 24.4 100.0 (3842)
3+ 49.7 50.3 100.0 (1524)
All women 68.2 31.8 100.0 (5366)

Source: Computed by the author from the BDHS 20414 det
Note: The parentheses denote the total number ofamo
Data refer to women who had a live birth in the fa® years preceding the survey

(e) Outcome of previous pregnancy and wantedness thie last pregnancy
Table 4.9 shows the distribution of women whoseviptes to the last
pregnancy had not ended in a live birth and thetedaress of their last child.
When the premature termination of the previous ast Ipregnancy was
spontaneous (such as through still birth or misage) more than 75% of the
women had “wanted” their last child, but when threrpature termination of
their previous to last pregnancy was deliberatehsas through menstrual
regulation or abortion), a much smaller percentafyjéhe women (between
50% and 60%) “wanted” their last child. Overaln@ng all women whose
previous pregnancy termination was premature, 75 Wwanted their last
child and 30% did not want, but among those woméio Wwad resorted to
menstrual regulation or abortion to end their prasi to last pregnancy,
between 40% and 50% had not wanted their last €hdble 4.9). Such a high
percentage of unwanted child birth could have bmerided if these women
had made proper use of family planning.
Table 4.9. Percentage of women according to the maimes of the

previous to last pregnancy and whether their last lild was
wanted, Bangladesh, 2004
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Previous Wantedness of the last child Total
pregnancy

outcomes Wanted Unwanted

Stillbirth 77.22 22.78 100.0 (180)
Miscarriage 76.51 23.49 100.0 (298)
Menstrual 58.33 41.67 100.0 (168)
Reaulatiol

Abortion 51.06 48.94 100.0 (47)
All women 70.56 29.44 100.0 (693)

Source: Computed by the author frosmBDHS 2004 data set
Note: The parentheses denote the total number pfamo
Data refer to women whose previous pregnancy outdaaal not ended in a live birth

(f) Education and wantedness of the last pregnancy

Education influences various aspects of human Hiewever, in the case of
Bangladesh, the survey data do not show much imfli®f education on the
wantedness of the last children. The number of wofoewhom the last child
was unwanted is the same for women with no edutatiomary education or
secondary education. Like wife’s education husbsediucation also does not
have much influence on the wantedness of the latd (the tables are not
shown here, see Appendix, Table A.1 and A.2). Tack of influence of
wife’s or husband’s education on the wantednegbhefast child may be due
to the influence of other factors such as desiedilyy size, lack of self

decision making power or other cultural factors.

(g) Desired family size and wantedness of the lgstegnancy

Desired family size is another fertility preferentactor that may have
influenced the wantedness of the last child bi&k.the desired family size
increases, the proportion of women with “unwantdast child birth also

increases (Table 4.10). Almost equal percentagesgoaien in each category
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of desired family size had wanted their last clalter than when it was born,
but the main differentiating factor among the thcagegories of desired family
size is whether they “wanted no more” children. Ewample, among women
with a desired family size of less than 2, less1th& had not wanted more
children, but among women with desired family sipé-3 or 4+ children,
40% had stated that they did not want more childiidns also shows that
numeracy about desired fertility has a strong &rflce on the wantedness of
the last child. Numeracy about children or a cleation about what one’s
family size should be brings about a change in algytthat leads to fertility
limitation (van de Walle 1992), and therefore tarfiopinions about whether
the last child was wanted or not. The large pesgmtof women of higher
desired family sizes “not wanting” their last chitthy indicate unmet need for
family planning and or sexual coercion or violenoe;perhaps the last child

was not of the desired sex.
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Table 4.10. Percentage of women according to degirdamily size and
whether their last child was wanted, Bangladesh, 23

Wantedness of the last child

Desired _ Total
family size |\, Did not want “unwanted” Total
then Wanted | Did not
later want at all

<2 81.8 17.4 0.8 18.2 100.0 (4619)
2-3 594 15.8 24.8 40.6 100.0 (553)
4+ 60.1 16.8 23.1 39.9 100.0 (194)
All women 68.2 16.4 154 31.8 100.0 (5366)

Source: Computed by the author from the BDHS 2(C#i4 det
Note: The parentheses denote the total number ofamo
Data refer to women who had a live birth in the fag years preceding the survey

(h) Wealth index and wantedness of the last pregnam

Proportionately fewer women belonging to the ricthwealth quintiles stated
that their last child was unwanted compared to wotredonging to the poorer
wealth quintiles (Table 4.11). For example, betw@8nhand 30 percent of
women belonging to the richest and the richer vegliintile thought their last
child was unwanted, whereas between 33 and 34 mgeafethe women

belonging to the middle, poorer and the poorestittvepiintiles thought their

last child was unwanted. An interesting aspectal@ 4.11 is that while the
percentage of women wanting their last child latereases with increasing
wealth, the percentage of women wanting no morédmen declines with

increasing wealth. Thus, the patterns of spacingn{ed later) and stopping
(wanted no more) with respect to wealth are in @sttwith each other.
Probably the poorer women already had sufficietdhge family sizes and
therefore, were more inclined to stop further ctbkhring, while the richer
women were more interested in spacing their childhe either case, the fact

that such large proportions of women (between 28 34 percent) in the
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various wealth quintiles had their last child whieay did not really want them
indicates that these proportions of women wereegdnof family planning and
their needs had remained unmet.

Table 4.11. Percentage of women according to wealthdex and
wantedness of the last child, Bangladesh, 2004

Wealth Wantedness of the last child Total
index Did not want
(Quintile) | wanted | Wanted| Wanted Total

then later no more | “unwanted”
Poorest 66.1 15.2 18.7 33.9 100.0(1167)
Poorer 66.7 15.2 18.1 33.3 100.0 (1017)
Middle 66.6 17.9 15.5 334 100.0 (990)
Richer 70.1 17.0 12.9 29.9 100.0 (989)
Richest 71.5 17.0 11.5 28.5 100.0 (1203)
All 68.2 16.4 15.4 31.8 100.0 (5366)
women

Source: Computed by the author frosmBDHS 2004 data set
Note: The parentheses denote the total number ofamo
Data refer to women who had a live birth in the fa® years preceding the survey

To sum up, in Bangladesh socio-economic and derpbgrdactors have been
found to have an association with wantedness ofldake pregnancy. In all
cases, and from whichever demographic or socio@uen perspective one
looks at it, about a third of the women had staked their last pregnancy/last
child was unwanted, either in terms of timing ortémms of stopping child
bearing. As mentioned previously, women with unwdrnpregnancies have a
propensity to resort to abortion leading to higtksi of maternal mortality.
These unwanted pregnancies could have been preveiite proper use of
family planning, thereby reducing the potentiakrid unsafe abortions and

maternal mortality.

4.3. Factors associated with age at child birth: ults of bivariate analysis
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This section is devoted to analyzing the relatignsti age at child birth with
socio-cultural and economic factors. A discussibithe association of some
socio-cultural and economic factors is presentedCiapter Three. In this
chapter, the relationship of age at child with sleeio-economic and cultural
variables discussed in Chapter Three has beenzamtalitere wantedness of
pregnancy and level of education for both husband wife have been
selected as socio-cultural factor factors and wegltintile as an economic
factor.

(a) Wantedness of the last child and age at last itdh birth

A strong relationship between age at child birtd armntedness of pregnancy
can be observed in Table 4.12 Overall, one thirthefwomen (31.8%) stated
that their last born child was unwanted. The peign of women stating their
last born child to be unwanted increases as theaaghild birth increases.
Almost one fourth of the women giving birth to mostent child at ages less
than 20 had stated their last born child was unednivhile more than one
half of the women giving birth to their most recehild stated that their last
child was unwanted. Most of the women with youngge at last child birth
might have wanted to have their children later mrust of the women with the
older age at last child birth might have wantedstimp further child bearing.
Apart from wantedness, early age at marriage agrathltural variables might
have influenced the women to have children befbeedge of age 20 years.
Age at marriage has a very strong relation withatgdast birth (see Appendix,
Table A.3). However, early marriage is culturalipedded in Bangladesh
society, therefore to help prevent unwanted pregean especially at the

younger ages, family planning appears to be thet mffective measure
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instead of trying to delay marriages.

Table 4.12. Percentage of women according to at adast child
birth and wantedness of the last child, Bangladesi2004

Q%Fdagilr?s ! Wantedness of the last child Total
Wanted Unwanted
<20 76.4 23.6 100.0 (1395)
20-34 67.3 32.7 100.0 (3414)
35+ 43.2 56.8 100.0 (336)
All women 68.2 31.8 100.0(5145)

Source: Computed by the author from the BDHS 20414 det
Note: The parentheses denote the total number ofamo
Data refer to women who had a live birth in the fag years preceding the survey

It has been found through cross tabulations baseth® BDHS 2004 data
(NIPORT et. al., 2005) that apart from wantedndgsregnancy, other socio-
cultural and economic factors such as wife’s angbhand’s education, desired
family size and wealth index do not much effectage at last child birth (the

tables are not shown here, see Appendix, TableAA7)-

4.4 Factors contributing to parity: results of a bvariate analysis

This section analyses the relationship betweenypand selected variables as
discussed in the conceptual framework on parit€ivapter Three. From the
conceptual framework some socio-economic factorge hlaeen chosen to
examine their association with parity in Bangladelie demographic factor

comprises women'’s age at last child birth.

It is found from literature review (see Chapter &é)rboth very low and high

parities are associated with high risks of matemedths. In Bangladesh,
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parity is associated with wantedness of pregnafejple 4.13 shows that,
similar to the relationship of age at last childifibiand wantedness of the last
child, the percentage of women stating their ldsidcas unwanted increases
as women’s parity increases. A large percentagearhen of high parities
with unwanted pregnancies indicates a lack of famlanning services. For
high parity women unwanted pregnancies may happen td not using
contraception (see Table 4.3).

Table 4.13. Percentage of women according to parityand
wantedness of the last child, Bangladesh, 2004

Parity Wantedness of the last child Total
Wanted Unwanted

<3 78.9 21.2 100.0 (3129)

3 60.7 39.3 100.0 (968)

4+ 45.2 54.8 100.0 (1196

All women 68.0 32.0 100.0 (5293)

Source: Computed by the author from the BDHS 2(C#i4 det
Note: The parentheses denote the total number ofamo
Data refer to women who had a live birth in the fa® years preceding the survey

There is also a significant relationship betweesirdd family size and parity,
implying that as the desire for large family in@es, parity also increases (see
Appendix Table A.8), further confirming the thearynumeracy and fertility

of van de Walle (1992) referred to earlier.

4.5. Factors contributing to birth intervals: results of a bivariate analysis

(a) Birth interval and wantedness of the last child

Short births intervals comprise another risk faadbrmaternal mortality. It
may be hypothesized that children with very shod @ery long birth intervals
are unwanted. From Table 4.14 it can be seenlikathorter the birth interval,

the larger is the percentage of women stating thaetr last child was
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unwanted.

4.14. Percentage of women according to birth inteat and wantedness of
last child, Bangladesh, 2004

Birth interval Wantedness of the last chilg Total
(months) Wanted Unwanted
7-17 44.9 55.1 100.0 (234)
18-23 48.1 51.9 100.0 (339)
24-35 56.2 43.8 100.0 (914)
35-47 63.5 36.5 100.0 (772)
48+ 69.4 30.6 100.0 (1540)
All women 61.6 38.4 100.0 (3799)

Source: Computed by the author from the BDHS 2(ii4 det
Note: The parentheses denote the total number ofamo
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(b) Fertility preference and birth interval

A strong relationship between fertility prefererazed birth intervals has been
found to exist in Bangladesh (Table 4.15). The worwho did not want any
more children is nearly same for birth intervalegptry 24-35 (31.6) and 48+
(31.2) and it is larger than same category of wom#io wanted to have

another children. It indicates that a large numbemwomen want to stop

childbearing and they need family planning to do so

Table 4.15. Percentage of women according to whethgvanted
more children and birth intervals, Bangladesh, 2004

Fertility Birth intervals (months)
preference | 7-17 | 18-23|24-35| 36-47| 48+ | Total

Haveone | 83 | 104 | 28.1 | 22.4 | 30.7 | 100.0 (1080)

Undecided | 5.6 | 9.6 | 24.4 | 19.6 | 40.8 | 100.0 (5416)

No more 6.0 | 11.0| 31.6 | 20.2 | 31.2 | 100.0 (1497)

Allwomen| 6.0 | 10.0 | 26.3 | 20.1 | 37.6 | 100.0 (7993)

Source: Computed by the author from the BDHS 2014 det
Note: The parentheses denote the total number pfamo

To sum up, along with other factors, there is abla relationship between the
risk factors of maternal mortality with wantednedspregnancy and family
planning. The majority of the women with birth intals shorter than 24
months (a high risk pregnancy condition) had barne/anted children. This
warrants a strong promotion of family planning twoid unwanted

pregnancies at a high risk. The results of bivaratalysis show the extreme
importance of family planning in reducing unwantaggnancies therefore
maternal deaths. Although age at marriage has bken found it is

significantly associated with early age at birthisl suggests that further
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importance must be given on increasing the ageaatiage. Increased age at
first marriage would naturally lead to increased agfirst childbirth. It could
be easier to change the age of first child birtit thange the age of marriage.

So, in that case, promotion of contraception cdp heke the change.

The following chapter (Chapter 5) is devoted to tiaaliate analyses of
wantedness of pregnancy and antenatal care. Incomeluding chapter
(Chapter Six), the findings of this chapter haverbdiscussed in conjunction

with the findings of other studies.
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CHAPTER FIVE
MULTIVARIATE REGRESSION ANALYSIS OF
SELECTED FACTORS CONTRIBUTING TO MATERNAL
MORTALITY

This chapter discusses the results of multivariatealyses of factors
influencing (i) wantedness of pregnancy, (ii) recgy antenatal care (ANC)

and (iii) the frequency of ANC visits.

Seeking antenatal care and the frequency of AN@svare recognized as
crucial factors in reducing maternal mortality (WHXD04). Therefore, these
have been chosen as indicators of maternal he&iltinther, there is a

relationship between wantedness of pregnancy agldrgeantenatal care.

In Chapter Four, the relationship of each socio-agmaphic variable with
each of the risk factors of maternal mortality, miyrwantedness of the last
pregnancy, parity, age at child birth and birtherall has been discussed.
However, these socio-demographic factors do noalacte in influencing the
risk factors of maternal mortality; rather they aghultaneously. Therefore, a
multivariate approach is needed to study the senelbus influence of the
socio-demographic variables on the risk factorsnaternal mortality. Since
wantedndess of a pregnancy determines a womanlngmiéss to seek

antenatal care and make the minimum required nuwib@ntenatal visits, the
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ensuing multivariate analysis is focused on thesdhcrucial variables,
mentioned at the beginning of this chapter, as mig@at variables. The
independent variables selected for the multivaraialysis are those that have
been found to exhibit noteworthy relationships diependent variables. It may
be mentioned that antenatal care and the frequeh@ntenatal care visits
have not been included in the bivariate analysisiezh out in Chapter 4

because of their obvious link with maternal motyali

Since each of the three dependent variables cam dwae of two values, i.e.,
whether or not each of the three events menti@iede had taken place, a
logistic regression analysis is considered to be thost appropriate
multivariate analysis, which calculates the oddgsaxh event happening with
respect to the selected independent variables|odigtic regression analysis
has been carried out using SPSS version 14.0.2vdlhes of each dependent
variable are as follows:

Wantedness of pregnancy: 1 = Wanted; 2 = Unwanted

Antenatal care (ANC): 0 = Received ANC; 1 = Did neteive ANC

Number of ANC visits: 1 = Less than 3; 2 = 3 or mor

5.1. Factors influencing wantedness of pregnancy:esults of logistic
regression analysis

It is reasonable to assume that women of highiparite., parity 4 and above)
might consider their last child as “unwanted”. Sarly, women who had
achieved their desired family size (even at paritess than 4) might also

consider their last child as “unwanted” (or unexpdd.
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Regarding fertility preference, women who had stateat they wanted one
more child would be inclined to consider their lasild as “wanted”. But
those women who were “undecided” about whether thagted to have one
more child, the probability of their last child bgi“wanted” or “unwanted”

would be equal.

Wantedness of pregnancy is affected by severabstmnographic factors
simultaneously. Table 5.1 shows the odds of unvieretes of the last

pregnancy (or last child) with respect to the deléwariables.

It is found that, compared to the women who gavéhlip their last child at
ages 35 and above, women who gave birth to dstichild at ages less than
20 had greater odds (1.3 times greater) of not mgrtheir last child, but
women who gave birth to their last child at agetwieen 20 and 34 had
smaller odds (0.6 times smaller) of not wantingrttest child. It indicates that
under age mothers carry at least two risks of mateteath, one on account of
their very young age and the other on account ohawging wanted their last

pregnancy.

Regarding parity, compared to women of parity 4 abdve, the odds of
unwantedness of the last child for women with psit3 or less than 3 are
much smaller. This is expected in view of the fdwdt the average desired

family size in Bangladesh is 2 (NIPORT et. al., 200. 107).
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Compared to birth intervals of 48 months or madne, adds of not wanting the
last child are higher for women with birth intersvalf less than 48 months. In
fact, the odds increase as the length of birthriatedecreases, being the
highest for birth intervals of 7-17 months. WomdnBangladesh might not
like to have children at such short intervals, eatra fairly high level of

fertility that prevails in the country.

Compared to women who have ever used contracepti@n,odds of not
wanting the last child are smaller (almost half) Woomen who have never
used contraception. This may be because women vewve Imever used

contraception did so because they wanted to hahddc

Compared to women who desired three or more cimjdiiee odds of not
wanting the last child are much greater for woméro wilesired 3 or fewer
children. This is to be expected as women with Enalesired family sizes
would consider any child born in excess of theisicg family size as

unwanted.

Women who were married young (at ages less thage2@s) have greater
odds of not wanting the last child compared to womdno were married at
more mature ages of 20-34 years. In a high fertitbuntry such as
Bangladesh, where traditional norms prevail in nafghe population women

marrying early might also be expected to bear chicearly. But the women
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themselves might not be prepared for early chilthband hence would be

more likely to state that the (last) child was wainted.

Compared to women preferring to have no more arilgwomen preferring to
have one more child or being undecided about anctiikel, had much smaller
odds of not wanting the last child. The smaller ©dd not wanting the last
child by those women who, in fact want to have omare child is quite

expected. However, the smaller odds of not wanthwg last child by the

undecided group of women may also be expected becich women, by the
very nature of their undecidedness, would not kgtre last child as

unwanted.

Women who had a spontaneous premature terminafitme@revious to last
pregnancy from stillbirth and miscarriage have al&sflipercent smaller odds
of not wanting the last pregnancy compared to womba had resorted to
abortion. Women who had terminated their previowudast pregnancy by
menstrual regulation had almost equal odds of namtiwg their last child
compared to the reference group (women who hadtiabfyras menstrual

regulation is an induced method of pregnancy teation as is abortion.

In terms of economic status, in comparison to tbleest women, the poorer

women exhibited smaller odds of not wanting thast Ichild. This is expected

as poorer women prefer to have larger families thealthier women.
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The main findings of the above analysis are thatgoage at child birth (less
than 20 years), high parity (4+), short birth intds (less than 48 months, and
in particular less than 35 months) and young agmatiage (less than 20
years) are associated with high odds of having ateehachildren, which in
turn are high risk factors of maternal mortalityankily planning and related
programs can play crucial roles in raising the ageawarriage and child birth,

limiting the parity and in lengthening the birthernvals.
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Table 5.1. Estimates of the coefficients, odds ras and 95%
confidence intervals obtained from binary logisticregression of
socio-demographic factors on wantedness of last @thi Bangladesh,
2004.

Variables B Odds 95.0% Confidence
ratio interval

Lower |  Upper

Age at last birth (reference: 35+)

<2C 0.321 1.37¢ 0.41: 4.604

2C-34 -0.47¢ 0.61¢ 0.264 1.45]

Parity (reference: 4+)

<3 -1.77¢ 0.16¢ 0.08¢ 0.32:

3+ -0.85% 0.42¢ 0.241 0.754

Birth intervals (reference: 48+)

7-17 1.72¢ 5.63] 2.30¢ 13.74¢

18-23 1.12(C 3.06¢ 1.112 8.457

24-35 1.05¢ 2.88( 1.56¢ 5.297

36-47 0.55¢ 1.74:% 0.97¢ 3.10¢4

Ever used contraception (reference: ever used)

Never use | -0.60F | 0.54€ | 0.24¢ | 1.20¢

Desired family size (reference: 4+)

<2 0.80C 2.22¢ 0.69: 7.152

2-3 1.12¢ 3.08¢ 0.87¢ 10.91¢

Age at marriage(reference: 20-34)*

<2C | 0571 | 1.771 | 0611 | 5.13¢

Fertility preference (reference: have no more)

Have on -1.49¢ 0.222 0.074 0.67¢

Undecidec -1.272 0.28( 0.10z 0.76¢

Previous pregnancy outcomes (reference: Abortion)

Stillbirth -0.691 0.501 0.19¢ 1.28¢

Miscarriage -0.80¢ 0.447 0.18¢ 1.07¢

Menstrual regulatic| 0.09C 1.09¢ 0.44( 2.71¢

Wealth index (reference: riches}

Poores -1.117% 0.327 0.161 0.66¢

Poorer -0.14¢ 0.861 0.41¢ 1.77¢

Middle -0.545 0.581 0.287 1.17¢

Richer -0.615 0.54: 0.26¢ 1.09¢

Constant 1.139 3.122

Source: computed by author from BDHS 2004 data set

* |t is found from the data that before the sure@yong the respondents no marriage

has been occurred at age over 35
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5.2. Factors influencing the receipt of antenatal are (ANC) and the
number of ANC visits: results of logistic regressin analysis

The dependent variables in this case are whetheanemohad received
antenatal care during their last pregnancy and leneghe women had made
the required number of antenatal care visits dutimegr last pregnancy (less

than 3 or 3 and more).

The probability of receiving antenatal care andftequency of antenatal care
visits are influenced by various socio-economic dadhographic variables. If
women desire for a certain number of children theght avail of antenatal

care for all pregnancies that would give them tliesired family size. It is

expected to receiving antenatal care if furtheldcisi preferred. Antenatal care
costs some money so poorer household have lessel@ameceive antenatal
care in comparison to richer household.

a) Factors contributing to receiving antenatal care results of a
multivariate analysis

Table 5.2 shows the results of logistic regressamalysis of socio-
demographic factors on whether or not the womerived antenatal care

(ANC) in Bangladesh, 2004.

Compared to women whose last child was unwantedodas of not receiving
ANC during the last pregnancy were 1.6 times higlier women whose last

child was wanted (Table 5.2). This is a rather gsiqg finding given that
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women with wanted pregnancies would be more likelgeek antenatal care
than women with unwanted pregnancies. In fact,-@abate analysis shows
that a slightly higher percentage of women with tednpregnancies did
receive antenatal care than women with unwantednarecies (Table 5.3).
This anomaly needs further investigation. The oafdsaving received ANC
for women with younger ages at child birth (lesantt?0 years and 20-34
years) was lower than the odds of receiving ANCwiymen whose age at
child birth was 35 years or more. The reason mathaewith increasing age
at child birth, women may think that they have leadugh experience of child

birth and therefore do not need ANC.

The odds of having received ANC during the lastgpescy appear to be
lower for women with parities of 3 or less than dnpared to the odds of
having received ANC for women with parities 4 andren Again, the reason
may be that with increasing parity, women may ththit they have had

enough experience of child birth and therefore oioneed ANC.

Regarding birth intervals, women with a birth ima@rof 18-23 months have
higher odds of having received ANC during theitt lasegnancy compared to
women with a birth interval of 48 months or moret the odds of having
received ANC during the last pregnancy were alMosies less for women
with a birth interval of 7-17 months, 1.6 timesddsr 24-35 months and 2

times less for 36-37 months.
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Compared to the women who had ever used contraesptivomen who had
never used contraceptives had nearly 2 times mikeéhlood of not having
received ANC during their last pregnancy. Here @iract link between the

use of family planning and the likelihood of reaaty ANC.

The odds of having received antenatal care duheddst pregnancy are also
influenced by the desired family size. Women degiriarger family sizes

have higher odds of not having received ANC dutirar last pregnancy.

With respect to age at marriage, women marryingqigde., at ages below 20
years) exhibit higher odds of not having receiveNCA during their last

pregnancy compared to women marrying at age 20eadsy

In comparison to women who did not want to have mye children, women
wanting one more child or those undecided about thesire for additional
children exhibit much higher odds of having recdiveNC during their last
pregnancy. This may be because these women have anegdinscious choice
about their future fertility and therefore werelined to receive health care

during their pregnancy.

Women whose previous to the last pregnancy wasirated involuntarily
(i.e., still birth or miscarriage) had higher oddshaving received ANC during

their last pregnancy compared to women who haditeted their previous to
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last pregnancy voluntarily (i.e., through abortioBut a surprising finding is
that a voluntary termination of the previous te thst pregnancy by menstrual
regulation had much higher odds of having receid&C during their last
pregnancy compared to the odds for women who haedofor abortion to

terminate their previous to last pregnancy.

In terms of economic status, women in the pooresthe richer wealth
quintiles exhibit much higherr odds of not haviegeived ANC during their
last pregnancy compared to women in the richer twelintile. A reason for

this may be that antenatal care is cost related..
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Table 5.2. Estimates of the coefficients, odds ras and 9%6
confidence intervals obtained from binary logisticregression of
socio-demographic factors on the receipt of antenak care,
Bangladesh, 2004

Variables B Odds 95.0% Confidence
ratio interval
Lower | Upper
Wantedness of the last child(reference: unwanted
Wantec | 47 | 1.60¢ | .98C | 2.63¢
Age last child birth (reference: 35+
<2C -.671 511 .15C 1.74:
20-34 -.87¢ 417 17C 1.022
Parity (reference: 4+)
<3 -.12¢ .88 AT 1.63¢
3+ -.12¢ 87¢ 498 1.567
Birth_intervals (months) (reference: 48+)
7-17 1.36¢ | 3.93( 1.60¢ 9.59
18-23 -.33¢4 71€ .26E 1.93:
24-35 AT7¢ 1.61: .88¢ 2.92¢
36-47 73t 2.08¢ 1.191] 3.64¢
Age marriage (reference:20-34)*
<2C | 407 | 150z | .50 | 4.481
Desired family size (reference: 44
<2 -.33C 7€ .25¢% 2.047
2-3 -.14¢ .862 .27C 2.75(
Fertility preference (reference: have no more)
Have on -.95¢€ .38¢4 12¢ 1.14¢
Undecidec -.40¢ .66¢ 247 1.80¢
Ever used contraception (reference:everused
Nevel | 661 | 1.93¢ | .94¢ | 3.94¢
Previous pregnancy outcomes (reference: Abortior
Stillbirth -.091 913 .36¢ 2.28¢
Miscarriage -.31¢ 731 .30¢ 1.73¢
Menstrual regulatic -.55¢ 572 228 1.43¢
Wealth index (reference: riches)
Poores 2.081 | 8.01: 3.79¢ 16.90¢
Poorer 2.261 | 9.5917 4.381] 20.99¢
Middle 1.277 | 3.58i 1.68¢ 7.63¢
Richer 1.15¢ | 3.17] 1.48: 6.78¢
Constant -.81¢ 441

Source: computed by author from BDHS 2004 data set
* |t is found from the data that before the suregyong the respondents no marriage
has been occurred at age over 35
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Table 5.3. Percentage of women by wantedness oétlast child
and whether of received antenatal care, BangladesgD04

Wantedness Antenatal care Total
of (;[EﬁdlaSt Received some Received
care no care
Wanted 58.9 41.1 100.0 (3660
Unwanted 55.3 447 100.0 (1075
All women 57.8 42.2 100.0 (5365
(3100) (2265)

Source: Calculated from BDHS 2004 dataset
The parentheses indicate numbers of women

b) Factors contributing to the number of antenatalvisits: results of a
multivariate analysis

The logistic regression shows considerable diffeesn by various
characteristics, in the odds ratios of making #guired number of 3 or more

ANC visits (Table 5.4).

In Bangladesh, women whose last pregnancy was ddrad lower odds of
making 3 or more ANC visits compared to women whasé pregnancy was
unwanted. Again, like the odds ratios of receivAilgC, this is a surprising
finding and in fact a bi-variate analysis (Tablg)Shows that a slightly higher
percentage of women with wanted children did maka 8hore ANC visits

compared to women with unwanted children. This asgmeeds further
investigation because generally, women with watettiren would make the
recommended number of antenatal visits (3 or maoe)ensure a safe
pregnancy and delivery. Age at child birth hasnb&mind to have a strong

influence on the number of ANC visits. Women witbupger ages at last
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child birth (i.e., ages less than 20 and 20-34 s)elaad much higher odds of
making 3 or more ANC visits compared to women whage at last child

birth was 35 years or more.

Parity does not appear to make much differencénénodds of making 3 or
more ANC visits, but birth interval does. Womenwiiirth intervals of less
than 48 months exhibit much lower odds of makingr3more ANC visits

compared to women with birth intervals of 48 morghsnore.

There does not appear to be any difference in tlis of making 3 or more
ANC visits with respect to contraceptive use. Hoarewdesired family size
appears to have a strong influence on the oddsating 3 or more ANC

visits. Compared to the women whose desired fasmdg is 3 or more, women
with desired family sizes of less than 2 or betw2eand 3 have much higher
odds of making 3 or more ANC visits. Age at mareamnd fertility preference
also exhibit strong influence on the odds of makigr more ANC visits.

Premature termination of the previous to the lasgpancy is associated with
lower odds of making 3 or more ANC visits. In teraisvealth index, a strong
association is found with the number ANC visitsonipared to the wealthiest
women, all other women exhibit much lower odds @kimg 3 or more ANC

visits. An interesting finding is that the oddsméking 3 or more ANC visits

is almost the same for all but the richest women.
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Table 5.4. Estimates of the coefficients, odds ras and 95%
confidence intervals obtained from binary logisticregression of socio-
demographic factors on frequency of antenatal care visits,
Bangladesh, 2004

Variables B Odds 95.0% Confidence
ratio interval
Lower Upper

Wanted last child (reference: unwanted)
Wante | -357 | .70C | 364 | 1.34«
Age at last child birth (reference: 35+)
<2C 1.10:% 3.01¢ 541 16.79¢
20-34 419 1.521 416 5.561
Parity (reference: 4+)
<3 .041 1.04z2 451 2.40¢
3 -.281 .751 345 1.644
Birth intervals (reference: 48+)
7-17 -.612 .54z 138 2.20¢
18-23 -.482 617 19€ 1.94(
24-35 -1.19¢ .30z 127 72
36-47 -.682 .50¢ 23¢ 1.06¢
Use of contraception(reference: ever used)
Never use | -038 | 966 | .32t | 2.86¢
Desired family size (reference: 3+)
<2 1.331 3.78¢ .644 22.25:
2-3 .924 2.51¢ .38: 16.55¢
Age at marriage(reference: 20-34)*
<2C | 14€ | 1157 | 341 | 3.92¢
Fertility preference (reference: have no more)
Have on 1.15¢ | 3.18¢ 677 14.98(
Undecide: 61 1.84¢ 46€ 7.31¢
Previous pregnancy outcomes (reference: Abortion)
Stillbirth -.10€ .89¢ 242 3.33¢
Miscarriagt -.23( 794 231 2.72¢
Menstrual regulatic -.35( .70E 201 2.47¢
Wealth index (reference: riches)
Poores -1.152 31¢€ 127 78¢
Poore -1.70¢ 182 .06¢ 502
Middle -1.53¢ 21F .09z .501
Richel -1.45¢ 234 10¢ .50€
Constant -.599 .549

Source: computed by author from BDHS 2004 datasétis found from the data that
before the survey among the respondents no mariagbeen occurred at age over 35
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Table 5.5. Percentage of women by wantedness of tlast child
and number of antenatal visits, Bangladesh, 2004

Wantedness of Number of antenatal visits Total
the last child Less than 3 3 or more
Wanted 46.2 53.8 100.0 (2158)
Unwanted 54.0 46.0 100.0 (943)
All women 48.6 (1507) |51.4 (1594) 100.0 (3101)

¢ Source: computed from DHS 2004 dataset
The parentheses indicate numbers of women

To sum up, wantedness of pregnancy has been faube &ssociated with all
the selected variables, for example, age at bpd#nity, desired family size,
and fertility preference, use status of contracepand wealth index. On the
other hand, the risk factors of pregnancy haver@ngtassociation with the

probability of receiving antenatal care and withking 3 or more ANC visits.

In conclusion, the multivariate analysis has resgéadtrong relationships of
wantedness of pregnancy, receiving antenatal aadettee number of ANC

visits with the various socio-economic variabligss significant to note that

wantedness of pregnancy is strongly associated th@hfactors that can be
controlled by family planning. All the risk factossich as age at birth, parity
and birth intervals are closely associated withematal care - either with
receiving antenatal care or with the number of ANSits. These factors are:

young and old ages at child birth; low and highitgashort and long birth
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intervals. These factors can be controlled by prage of family planning,
which shows the importance of using family plannitogreduce maternal

mortality.
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CHAPTER SIX

CONCLUSION:
DISCUSSION OF FINDINGS AND RECOMMENDATIONS

6.1. Discussion of major findings of the study

Unwanted pregnancy, early and older age at chith,bnigh parity and short
birth intervals are risk factors of maternal matyalThese are also common
characteristics of the demographic and maternallttheaituation of
Bangladesh. Family planning has a strong relatipnealith these risk factors
variables. Pregnancies which carry these risk facdce associated with socio-
demographic variables. The wantedness of a pregnanchild birth adds a
further layer to these risk factors. If a pregnarscywanted, then the mother or
her family would take precautionary measures taicedhe effects of the risk
factors. If the pregnancy is unwanted, then thegqrgonary measures would
be largely absent which in turn would make the womanerable to maternal
deaths. Frequently, unintended or unwanted pregesucan be prevented by

appropriate use of family planning services.

The Bangladesh Demographic and Health Survey o# 200BDHS 2004

(NIPORT et. al.,, 2005) contains detailed informatiabout pregnancies,
breastfeeding, family planning practice and antnattra-natal and postnatal
care with respect to the last (most recent) chdchlio the women before the
survey. A detailed analysis of the BDHS 2004 dataied out in this thesis

reveals that demographic factors, such as agaldthstth, birth interval and
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parity are highly influenced by family planning u¢€hapter Four). For

example, a larger percentage of the women who badrrused contraception
had given birth to their most recent child befoge 0 compared to women
who had ever used contraception (Table 4.1). Timesywomen who had never
used family planning had put themselves at a higfhaf pregnancy, probably
mostly unintended or unwanted. Probable reasonth@r non-use of family

planning could include lack of access to familynplsmg services or other
socio-cultural reasons preventing women from u$amgily planning. Lack of

knowledge about family planning cannot be citedaagason for not using
family planning because knowledge of contracepteonong Bangladeshi
women is universal (NIPORT et. al., 2005, p. 63).Bangladesh, where
marriage is universal and where child birth takiexe almost entirely within

marriage delaying marriages could be an effectiveey wof reducing the

chances of early child birth, but for those womemovare already married at
an early age, only family planning can help theri@whigh risk pregnancies.
In this case, on top of knowledge about family plag it is necessary to
provide acceptable, available and affordable famignning services to these

women.

The conceptual frameworks discussed in this stadicate close associations
of age at first and last child birth, birth intehvand parity with maternal
mortality. Strategies to change the compositioncbildbearing can be

preventive measures to reduce maternal mortaliBamgladesh. It has been
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found from a bi-variate analysis carried out instistudy that among the
women who have short birth intervals of less th@nnionths, eight percent
had never used contraceptives. Overall, 31 perckihe women had very
long birth intervals (Table 4.2). The BDHS 2005 whkdhat, of the births with
short intervals, 50 percent occurred before theherotvas 20 years of age
(NIPORT et. al., 2005, p. 58). Such women carryoabde risk of maternal
death, i. e., a risk of early child bearing andisk of short birth intervals.
Evidently, strategies are needed to prevent sugh hsk pregnancies. For
those women who have never used contraceptiompduttion of family
planning might be a good strategy to help them dvalling pregnant at an
early age and avoid short birth intervals, but tbose who have used
contraception and space their births too long, sagmore than 48 months
(this could include younger as well older mothemsdoducing only family
planning might not be enough; rather giving theforimation about the risks

of very long birth intervals is also needed.

Similarly, for women who desire larger families omination about family
planning should include knowledge about the riskfoo many pregnancies,
because the theoretical frameworks discussed ipt€hdhree indicate that
very low and very high parity pregnancies carryhhigks of maternal death.
It is impossible to avoid the first pregnancy (oe ffirst parity birth) for which
antenatal care and services for safe delivery @p to reduce the risks of

maternal death. Family planning can help reducetcarrence of high parity
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pregnancies, or increase the spacing between bidbwsever, apart from
changing the preferences for large family sizemilfaplanning is the only
preventive measure to avoid high parity births. rEhae many women who
use contraception but also have high parities. fElason for this is that such
women may have had desires for large families #atlesl using contraception
after achieving their desired family size. In Blagsh among women aged
under 20, 94 percent do not use contraception €men for spacing) before
having the first child, 11 percent of women of adles use contraception after
reaching parity 4 and 20 percent never use corgtiace (NIPORT et. al.,
2005, p. 72). Yong age at marriage also exposesenao a long period of
child bearing. Many such women experience high piglgnancies. Therefore,
it is important to introduce programs on contramepto such women at an
appropriate age in order to delay or stop childbgamand have a safe

pregnancy when desired.

Unwanted pregnancies carry the possibility of uasabortion and thus
maternal death. Even if there is no abortion, amamed pregnancy might not
receive enough care for safe childbearing and eslivUnintended or
unwanted pregnancies may occur due to contracedaiare, spousal
violence (or other types of sexual violence) or doiesocio-cultural factors
(including sex preference where it exists) forcithg woman to become
pregnant against her will. If the pregnancy ocaus to contraceptive failure,

then it is important to look at the problems of ttaception and circumstances
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of their use. If an unwanted pregnancy occurs auspiousal violence or
socio-cultural factors, then appropriate actiondse® be taken. Early age at
marriage is one of most important influencing fastof unwanted pregnancy.
In Bangladesh, though the legal minimum age of iageris 18 years, most
marriages take place before age 15 (UNFPA 2003ausec of the socio-
cultural factors. Thus it might be difficult to age the age of marriage
overnight, therefore steps to delay pregnancy witharriage should be

adopted.

In terms of socio-demographic factors, fertilityefarence and number of
children ever born (often influenced by sex praies) are associated with
wantedness of pregnancies. The analysis of datedavyut in Chapter Four
shows that there were many women, who in spiteobfwanting to have any
additional children had another child. Unwantedgpencies also occurred to
women who already had more than three childrens Tinlicates a gap in
family planning use and an unmet need for familgnping. In Bangladesh,
the total demand for family planning for limitingpitdbearing is 50 percent of
which all but 5.1 percent is not fulfilled or is met need (NIPORT et. al.,
2005, p.106). Although the level of unmet need ngal§ it still demands

immediate action to eliminate, otherwise achigvithe Millennium

Development Goal Five (MDG Five) would be far freweing achieved.

Besides fertility preference and number of livingildren, a previous

pregnancy outcome is another influential factoumivanted pregnancy. Most
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of the women who have experienced unsuccessfulomgs from their

previous to the last pregnancy would wish have lerosuccessful pregnancy
unless they do not desire any more children. T@ fpeevent unsuccessful
pregnancy outcomes there is a need to provide prapenatal care, safe
delivery and postnatal care. However, if a preggaraccurring after a

previously unsuccessful pregnancy is an unwantednancy then there is a
need to facilitate programs to prevent such unwhptegnancies and thereby

reduce the risks of maternal death.

Though educational is the most influential factodifferent aspects of human
life, in relation to the wantedness of pregnan&ylével of education does not
have much influence. The percentage of women gt#tiat their pregnancy is
unwanted is the same for most levels of educateept for the highest
educational level where the percentage of womeh wmwanted pregnancies
iIs much smaller (see Appendix Tables A.1 and ARjlucation has a
significant influence on fertility. The BDHS 2004td show that there is a gap
between expected fertility rate and current feytilirate according to
educational background and as the time spent ocaéida increases, the gap
between expected and actual fertility becomes lessexample, in 2004 the
total wanted fertility rate was 2.3 and the actaddl fertility rate was 3.6 for
women with no educational background, a gap ofchiRiren. But the gap is
only 0.2 child for higher educated women (NIPORTadt 2005, p. 113).The

use of family planning and the differentials of tletmeed and demand for
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family planning vary according to mothers’ educasibbackground (NIPORT

et. al., 2005, p.106).

Although having no education or having primary ecandary education does
not have much influence on wantedness of pregndrasyng higher education
does influence the wantedness of pregnancy. Prayidiore education to
women might help change the intention status (whrgss) of a pregnancy but
it might not prevent a woman from becoming pregn@mly family planning

can help avoid unwanted pregnancies.

Maternal mortality is influenced by fertility anche level of fertility is

associated with desired family size (which may mi&uenced by desire for a
particular sex of the child). In other words, dedirfamily size has an
influence on the level of maternal mortality. Thetarally, it might not be
possible to reduce the level of fertility of a pégdion to a level below that of
ideal family size perceived by the people (CentreFolicy Dialogue 2002, p.
6). Thus for reducing maternal mortality as faritamay be influenced by

fertility, it is important to change people’s desirfamily size.

If the total number of children ever born to a wonma higher than her desired
family size, it indicates unwanted pregnancy andneti need for family
planning. An analysis of data carried out in thisidg reveals that in

Bangladesh more than one half of the most recetitsthmong women with
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more than three children was stated by the womebeasy unwanted (see

Table 4.13).

It is well acknowledged that economic status is ohgéhe most important
determinants of human development. In Bangladesitemmal mortality is
influenced by economic status of the household. &@ample, among the
households with the lowest economic status, theemat mortality ratio
(MMR) is 343 per 100,000 live births and among tlmiseholds with the
highest economic status the household MMR is 208100,000 live births
(NIPORT et. al., 2003, p. 26). An analysis of desaried out in this study
shows that the prevalence of unwanted pregnangilesvier among the richer
households than among the poorer households. ifyfgglanning (or the lack
of it) is considered to be associated with the glevwce of unwanted
pregnancies, then this implies that the cost ofilfaplanning services is
beyond the capacity of women of poorer househotdbat the type of (low

cost) family planning affordable to such womenas effective.

Due to unavailability of data on the use of corgmon just before the most
recent pregnancy, it was not possible to examiaeeffect of contraception on
the most recent pregnancy. Though wealth does aa# much influence on
the prevalence of unwanted pregnancy, wealth (@n@wic status) is a

relevant question if unwanted pregnancies are atiito be prevented
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through family planning services that might be dmafable to the poorer

women.

This study found that among the risk factors ofemnal complications age at
child birth is associated with wantedness of preggaMore than half of the
unwanted pregnancies were among women aged owea8S, indicating that
these women could have prevented such pregnangigedaticing family

planning. However, this does not mean that unwaptednancies should be
prevented only among women aged 35 years and alidiieg the case of
unwanted pregnancies among women aged 35 yearsowerdis just an

example; unwanted pregnancies should be prevemtall ages, and for this

purpose family planning is needed.

The BMMS 2001 shows that the maternal mortalityjordMMR) varies
according to parity. For example, for women with parity the MMR is 511
per 100,000 live births and for women with parity, 3he MMR is 342 per
100,000 live births. Unwanted pregnancies at higk parities carry a double
risk of maternal death. More clearly, if an unwahpeegnancy occurs to a low
or a high parity woman, it is more likely to faceaternal complications or
unsafe abortion. It is found from analysis o datahis study that for high
parity women the prevalence of unwanted pregnanesidsgh and for low

parity women the prevalence is low.
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Unwanted pregnancy is prevalent among women otatégories of birth
intervals, but an unwanted pregnancy with shothbitervals carries multiple
risks of maternal complications. If the pregnangynwanted among women
with short birth intervals it indicates an unmeeddor family planning or the
occurrence of the pregnancy due to violence. limportant to identify
whether unwanted pregnancy occurs due to violenahie to lack of family
planning practice and take appropriate steps teeptethem. Another factor
that has been found to have an important assogciatith birth intervals is
fertility preference. Women who do not want any enchildren but have them

indicate an unmet need for family planning.

Antennal care is one of the determinants of mateanmbidity and maternal
mortality. Results of a multivariate analysis cadriout in this study shows
that antenatal care is strongly associated withrisle factors of maternal
mortality and unwanted pregnancy. In such casesrewvtsn unwanted
pregnancy does not receive adequate antenatatheeemay be two options
to address the situation- either persuade the wamaeek proper antenatal
care or prevent such unwanted pregnancies by prppmgtice of family

planning.

Antenatal care is associated with the risk factdnaternal mortality such as

age at child birth, parity and birth interval. Wameith a very old age at child

birth might not give due importance to antenatat ¢bthey already have a
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few pregnancies because they might feel that tiheyemperienced enough to

seek antenatal care.

Likewise, high parity and long birth intervals alsdfect the seeking of
antenatal care. High parity women might not be ghoconcerned to seek
antenatal care due to their previous child birtipezlence and pressures to

look after a large family.

To sum up, maternal mortality is a multifacetedjpean. There are various
factors that influence the wantedness of pregnandcyrisk factors of maternal
mortality. Therefore, a single intervention may & sufficient to reduce
maternal mortality. It is important to promote caeipensive programs to

address this problem.

6.2. Policy implications

The findings of the study have some important poinplications, especially
in connection with efforts to reducing maternal tabty in Bangladesh.

. Family planning is widely accepted as an intenantio reduce
the total fertility rate (TFR). But this will alsbelp reduce the
risk of maternal deaths. In this regards, the agstervice of
family planning should be made more effective aidutd

provide this with easy access to all women.
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Although in Bangladesh family planning services édield
workers to provide information on family plannirtgere is still
unmet need for family planning. Step is neededetoave this
unmet need.

Almost all Bangladeshi women have knowledge of fami
planning and about it effects on preventing pregien It is
helpful to inform women about the risk factors ofaternal
mortality and how as they can take preventive actilh is
recommended to campaign this information to all warthrough
the field workers, Maternal and Child Welfare Cest(MCWCs)
and thana (below sub-district level) health complexes sot tha
women from rural remote areas and from uneducated
backgrounds can get this information.

Most of the risk factors of maternal mortality associated with
unwanted pregnancies. Therefore, it should be nzade that
women use family planning properly to prevent unieen
pregnancies.

It is suggested to facilitate programs to inveségde reasons
behind not using family planning and the reasornseixsting
barrier and problems of family planning.

Although education and improved economic statusf@uad to
be important factors for unwanted pregnancy arkl fastors of

pregnancy, it would take time to change educatiandl
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economic status. Rather, it might be more feadiblese family
planning as an acceptable and affordable strateglf vomen.

. Age at marriage is a direct determinant of agerst ¢hild birth.
Therefore, in order to delay pregnancy the ageaatiage should
be increased. As mentioned earlier in his chaptérpugh in the
legal minimum age at marriage for girls is 20 yeams
Bangladesh, most of the marriages happen before dbe.
Therefore, this study suggests to properly enfgrciegal
minimum age of marriage.

. Finally, achieving the Millennium Development Go@lDG)
target of reducing maternal mortality and the In&tional
Conference on Population and Development (ICPDgetaof
promoting universal family planning requires theopiibn of
policies and programs which would adequately addrdse

groups of women most at risk of maternal mortality.

6.3. Limitations of the study and suggested futureesearch

This study is not without limitations. Althoughig found that several factors
affect maternal mortality, they also affect thesteof use of family planning.
This study could not analyze those factors in m@hato the use of family
planning. This study also does not discuss thewifftials family planning use
and problems with the existing methods of familgnpling due to the limited

scope of this study. This study could not analyzle-factor specific maternal
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mortality due to paucity of data on risk factoredfic to maternal deaths.
Data on maternal mortality due to violence and datapregnancy due to
violence are not available. Conceptually, risk dastof maternal mortality are
also associated with cultural factors but due t& laf data it was not possible
to analyse the relationship between the culturalabbées and risk factors of

maternal mortality and wantedness of pregnancy.

Future research in this respect should be diredmslards a deeper
examination of the scope of family planning in reidg the risk of pregnancy.
Most of the research on family planning in Bangkddhas focused on the role
of family planning in reducing fertility. More reaech is needed to address the
issues of family planning and its effect on thek risctors of maternal
mortality. There is also a need for identifying fi®blems behind not using

family planning by women who have knowledge of figrpianning.

kkkkkkk
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APPENDIX

Table A.1. Percentage of women according to wifeesducational level and
wantedness of last pregnancy, Bangladesh, 2004

Wife’s educational Wantedness of the last child Total
level Wanted Unwanted
No education 64.09 35.91 100.0 (1866)
Primary 67.25 32.75 100.0 (1649)
Secondary 71.83 28.17 100.0 (1512)
Higher 79.65 20.35 100.0 (339)
All women 68.23 31.77 100.0 (5366

Source: Computed by the author from the BDHS 20414 det
Note: The parentheses denote the total numbepofam

Table A.2. Percentage of women according to husbaisdeducational level
and wantedness of last pregnancy, Bangladesh, 2004

Husband’s educational| Wantedness of the last child Total
level Wanted Unwanted
No education 65.49 34.51 100.0 (1991)
Primary 67.69 32.31 100.0 (1433)
Secondary 69.81 30.19 100.0 (1335)
Higher 75.17 24.83 100.0 (604)
All women 68.25 31.75 100.0 (5363

Source: Computed by the author from the BDHS 20414 det
Note: The parentheses denote the total number pfamo
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Table A.3. Percentage of women according to age raarriage and age at
last birth in Bangladesh, 2004

Age at marriage Age at last child birth Total
<20 20-34 35+
<20 22.02 69.93 8.05 100.0 (9036)
20-34 0.00 91.07 8.93 100.0 (560)
35+ 0.00 0.00 100.0 100.0 (3)
All women 20.73 71.14 8.13 100.0 (9599)

Source: Computed by the author from the BDHS 2(C#i4 det
Note: The parentheses denote the total number ofamo

Table A.4. Percentage of women according to wifelsvel of education
and age at last birth in Bangladesh, 2004

Wife’s highest Age at last child birth Total
educational <20 20-34 35+
No education 12.87 74.70 12.43 100.0 (3861)
Primary 23.50 68.83 7.67 100.0 (290[7)
Secondary 32.61 64.60 2.79 100.0 (2294)
Higher 11.55 86.03 242 100.0 (537)
All women 20.73 71.14 8.13 100.0 (9599)

Source: Computed by the author from the BDHS 2(C#i4 det
Note: The parentheses denote the total number ofamo
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Table A.5. Percentage of women according to husbaisdevel of
education and age at last birth in Bangladesh, 2004

Husband’s Age at last birth Total
educational level <20 50-34 354
No education 18.91 70.59 10.50 100.0 (3570)
Primary 23.76 68.05 8.20 100.0 (2416)
Secondary 22.87 70.72 6.41 100.0 (2418)
Higher 15.67 80.03 4.30 100.0 (1187)
All women 20.73 71.15 8.12 100.0 (9591)

Source: Computed by the author from the BDHS 2(C#i4 det
Note: The parentheses denote the total number ofamo

Table A.6. Percentage of women according to housdtavealth index and
age at last birth in Bangladesh, 2004

Wealth index Age at last child birth Total
<20 20-34 35+

Poorest 21.49 68.29 10.22 100.0 (1703)
Poorer 22.10 68.02 9.88 100.0 (1751)
Middle 22.58 68.34 9.09 100.0 (1794)
Richer 19.94 72.67 7.39 100.0 (1921)
Richest 18.48 76.26 5.27 100.0 (2430)

All women 20.73 71.14 8.13 100.0 (9599)

Source: Computed by the author from the BDHS 2(C#i4 det
Note: The parentheses denote the total number ofamo
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Table A.7. Percentage of women according to desirddmily size and age
at last child birth in Bangladesh, 2004

Ideal Age at last child birth Total
”m‘lgfér?f <20 20-34 35+
<2 22.37 70.86 6.76 100.0 (8264)
2-3 12.14 72.51 15.35 100.0 (964)
3+ 6.47 73.85 19.68 100.0 (371)
All women 20.73 71.14 8.13 100.0 (9599)

Source: Computed by the author from the BDHS 20414 det
Note: The parentheses denote the total number ofamo

Table A.8. Percentage of women according to desirddmily size and

parity in Bangladesh, 2004

Ideal Parity Total
Chiden | < | 3 4
1 53.82 20.90 25.28 100.0 (8577)
2-3 23.84 20.95 55.21 100.0 (1036)
3+ 22.84 16.59 60.58 100.0 (416)
Allwomen | 49.44 20.73 29.83 100.0(10029

Source: Computed by the author from the BDHS 20414 det
Note: The parentheses denote the total number ofamo

124




Table A.9. Percentage of women according to paritgnd marital duration

in Bangladesh, 2004

Parity Marital duration (years) Total
0-4 5-9 10-14| 15-19| 20-24 25-29 30+
<3 23.07| 32.84 | 18.98 11.07| 6.60 4.20 3.2b 100.0 (39
3 0.19 11.30 26.74 24.15 16.84 11.16 9.6p 100.99p0
4+ 0.00 1.30 1043 19.15 23.13 20.y9 25.20 1a002)
All 11.45| 18.97 18.04 16.19] 13.65 10.59 11.12  100.0290

womer

Source: Computed by the author from the BDHS 20414 det
Note: The parentheses denote the total number ofamo
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