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INTRODUCTION 
 

CRITICAL ISSUES SURROUNDING 
THE RELATIONSHIP BETWEEN 

UNMET REPRODUCTIVE HEALTH 
NEEDS AND POVERTY 

 
 

Susana LERNER 

Center for Demographic and Urban Studies, El Colegio de México, Mexico 1 
 
 
 
 
 

 In the late 20th century, the perspective of social and demographic 
research on human reproduction, sexuality and health changed as it 
gradually incorporated human rights, social and gender inequality is-
sues and a broader range of crucial health dimensions related to repro-
duction. Concern over women’s reproductive health during their 
various life stages – birth, infancy, childhood, adolescence, adulthood 
and the menopause – and incorporating men’s reproductive health at 
several stages, was another key innovation. Research and intervention 
practices were also modified by the involvement of new actors in these 
issues and by the re-formulation, re-orientation and focussing of social 
and population policies on the vulnerable and excluded population 
groups in most countries. Redistributing responsibilities and the provi-
sion of certain services among governments, the private sector, civil 
society organizations, and the family and mainly individuals were novel 

———— 
 1.  El Colegio de México, Camino al Ajusco No. 20, Pedregal de Santa Teresa, 
Mexico City, D.F., 10740, Mexico. E-mail: slerner @colmex.mx. 
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proposals for implementing public policies and programs. The emer-
gence of the reproductive health (RH) concept as a theoretical concep-
tual paradigm and as an instrumental and operative approach, has 
contributed decisively to the transformation of this scenario. 
 Within this context, eradicating or reducing global poverty and 
promoting fundamental rights to development have emerged at the 
forefront of almost all current international agendas. At the national 
level, this problem has also become a priority issue that has led to the 
positing of major new challenges in both public policies and social 
movements, as well as in the academic context. Not only does it warn 
of the complexity, contradictions, tensions and conflicts in the way this 
issue is dealt with, it also criticizes the simplicity and fallacy underlying 
the conceptualization, measurement and significance of poverty. 
 Although economic factors are at the root of poverty, alleviation 
of the latter is not merely confined to economic processes and meas-
ures. Poverty is a multidimensional phenomenon, comprising cultural, 
social, institutional, political and ideological dimensions. The back-
wardness and deficiencies in the population’s RH components and 
health services are also an expression of poverty. Unsatisfactory ill-
health parameters, low life expectancy, high maternal and child morbi-
mortality rates, barriers to access to health-care services and the inade-
quate quality of the latter, unequal power relations between genders 
and between the providers and users of these services, backwardness 
and a lack of response to the needs and demands of the population in 
the field of health are some of the issues that must be considered when 
analyzing the links between RH and poverty. In addition, eradicating 
global poverty requires actions to encourage fairer relations between 
men and women, to promote the exercise of sexual and reproductive 
rights, to create more and better opportunities in the various spheres 
of individuals’ lives as well as to develop and increase options, free-
dom, and individuals’ fundamental capacity.  
 Since most of the world’s poor are women, special attention must 
be paid to their reproductive and sexual status and to their economic, 
social and cultural conditions. But men should not be omitted. Their 
participation and responsibility in this sphere and risky practices linked 
to their reproductive lives and therefore to those of their partners 
should be regarded as issues that are closely linked. It is also essential 
to describe the limitations faced by adolescents and young women in 
the sphere of their reproductive lives, and not only to emphasize those 
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linked to RH information, communication and counseling. Culturally-
based gender and sexuality constructions and the opportunities and life 
expectations that they perceive have a powerful impact on their repro-
ductive behavior. 
 Furthermore, the analysis and discussion of the relationship be-
tween RH and poverty must be placed within the context of the cur-
rent national, regional and international debates on the effectiveness 
and consequences of hegemonic social policies, including those con-
cerning population and health. Neoliberal and structural adjustment 
policies, the reduction of government resources and changes in their 
social responsibilities have had unfavorable effects. Not only have they 
led to growing social inequality and the impoverishment of the great 
majority of the population, they have also restricted and hampered the 
implementation of public policies designed to create better opportuni-
ties for adequately paid jobs as well as policies aimed at providing suit-
able, affordable, quality infrastructure and services in health, education 
and housing. 
 The above paragraphs embody the framework that shaped the 
CICRED initiative to carry out an Interregional Seminar on “Repro-
ductive Health, Unmet Needs and Poverty: Issues of Access and Qual-
ity of Services,” that took place in Bangkok, Thailand in November 
2002. Its aim was to enhance understanding of the interrelationships 
between poverty and reproductive health, by focussing on and identify-
ing the barriers that constrain and prevent vulnerable groups from fully 
meeting their reproductive and sexual needs, in particular the factors 
affecting access to and the quality of RH services. The theme of the 
seminar is undoubtedly a very relevant and ambitious one, since it deals 
with the relationships of three challenging and highly debated concepts 
and subjects – poverty, unmet needs and quality of services – with im-
portant implications for the reproductive and sexual health of the 
population. Despite the existence of a vast literature on these subjects, 
the understanding of the links between them is still insufficient and 
limited, and often unable to describe their complexity and offer credi-
ble and grounded empirical evidences and explanations. The purpose 
of this monograph is to document selected research outcomes pre-
sented and discussed at this seminar and illustrate the wide range of 
social, cultural, institutional, and gender-specific sources of inequality 
by considering existing national and local realities among different de-
veloping countries. 
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 The aim of this introductory chapter is to point out some unre-
solved questions concerning the complexity of defining and measuring 
the concept of poverty and unmet needs that frequently result in partial 
and inaccurate outcomes and interpretations of their interaction with 
RH yet constituting key aspects that deserve further rigorous analysis. 
This is followed by a summary of some of the main findings given by 
the authors’ contributions in this text, in order to offer a more com-
prehensive panorama of the many and common critical problems that 
persist when analyzing the links between RH, poverty and unmet 
needs, as well as their relation to the accessibility of health services. 
 
 
1.  Conceptual and methodological perspectives 
 
1.1.  About poverty issues 
 
 Since the second half of the 1990 decade, debates on the relation-
ship between population growth and poverty for international agencies, 
national governments and academic professionals have centered on a 
dichotomic perspective: the hegemonic position that views population 
growth or high levels of fertility as a cause of poverty or a major obsta-
cle to its elimination or reduction, or conversely, regards it as a con-
tributor to development. Empirical evidence includes both of these 
misleading interpretations, and various theoretical perspectives have 
underlined the need to view this controversial issue as a more complex 
problem and multi-directional relationship. Similar conclusions have 
been drawn from the enormous amount of empirical observations and 
statements about demographic phenomena and behaviors – their in-
termediate determinants, their causes and consequences – and their 
link with poverty, as well as in the RH research and intervention field. 
 The demographic-RH-poverty relationship and the complex issue 
of its causes, which involves ancient worldviews and arguments, can be 
examined from various analytical approaches and levels, and for a vari-
ety of purposes (Merrick, 2002; Livi-Bacci, 1994; Lipton, 1993; Rod-
gers, 1984). The traditional analytical perspective, by identifying and 
classifying individuals, population groups or households, aims to de-
scribe the magnitude and characteristics of the poor, or the different 
poverty lines along which they fold. This perspective is used for mor-
tality, fertility, migration and distribution patterns, or RH components 
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– maternal mortality levels, contraception practices – in order to com-
pare and differentiate their outcomes and behaviors from other social 
groups. Likewise, on the macro level, this perspective is related to the 
unsolved issue of the causal interrelationship between population and 
development or poverty, including the consequences of the pressure of 
the growing population rate on resources, the high levels of poverty 
affecting population dynamics, patterns of distribution and settlement, 
family structure, mortality and fertility levels, RH characteristics, be-
haviors and related social dimensions. At the micro level, this relation-
ship is more clearly observed. It comes to the way the effects of 
poverty on demographic phenomena are suffered, absorbed, and con-
fronted by individuals, population groups and household members, 
during emigration, sickness, mortality losses, and so on. Changes in 
family composition, dependency relations, members’ roles, their op-
tions, expectations, decision processes and therefore in the overall 
functioning of the family are also key implications. However, questions 
of causation, regardless of the approaches used, remain a key and criti-
cal controversial aspect. RH and demographic outcomes in general are 
themselves components for defining poverty or can be viewed as con-
sequences of poverty, representing clear indicators of different and 
varied poverty conditions, of which maternal morbidity and mortality, 
abortion, migration from poor and marginalized areas are clear exam-
ples. However, RH issues or demographic phenomena by themselves, 
although they can exacerbate, reinforce and reproduce poverty, or 
conversely can contribute to alleviating or facilitating the emergence 
from poverty, either at the macro or micro level, should not be regarded, 
as is still frequently assumed, as a cause of poverty, but as evidence that 
they are closely linked to or resulting from poverty conditions.  
 There are at least three crucial aspects that warrant attention in the 
RH/poverty relationship. The first comprises the self-conceptualiza-
tion of (absolute) poverty, as the difficulty, impossibility or inability of 
certain population groups to satisfy basic survival needs and attain a 
minimal standard of living. Its operational/empirical relative definition 
is the proportion of individuals or households living below a poverty 
line, conventionally defined on the basis of the level of household in-
come or household consumption expenditures under which basic, 
minimum needs cannot be properly satisfied (World Bank, 1996). An 
alternative operational definition, largely used at the micro level and 
based on available survey data, particularly where income or expendi-
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ture data is unreliable or has not been captured, includes a set of mate-
rial and socioeconomic indicators2 assumed as and related to basic 
needs to assess poverty or poverty lines. Identifying different socio-
economic groups as a proxy conceptual and methodological strategy to 
describe the economic and social inequalities between individuals, 
groups of individuals and households has been an analytical research 
strategy emanating from the enormous amount of evidence showing 
the link between economic/wealth status, social inequalities, and pov-
erty or the characteristics of the poorest groups with demographic/RH 
outcomes and behavior3. For public policy purposes, it encompasses a 
strategic tool for defining and focussing their interventions in the 
poorest population groups for reducing inequalities/differentials and 
achieving better universal human and living conditions. 
 However, there are major methodological constraints and chal-
lenges for identifying the relative poor and the different levels of pov-
erty among them when using this economic or socioeconomic perspective: a) 
the inherent demographic/RH survey limitations regarding the collec-
tion of information, – such as the few imprecise concepts and indica-
tors included or the difficulties of incorporating more accurate ones in 
———— 
 2. Such as household assets, educational attainment, occupational categories and 
so on. 
 3. The papers included in this text show the diverse range of analytical strategies 
and indicators built to assess socioeconomic-poverty status of the population being 
analyzed. All of them referred to developing countries and in some cases, failed to 
explain the indicators used to differentiate the population. In some cases, they were 
indicators that had been constructed in the surveys conducted according to the spe-
cific aims of the study (Le Cœur et al., Chapter 2; Anoh et al., Chapter 6; Caldwell, 
Chapter 7). In other cases, they referred to population groups living in situations of 
greater poverty, as in the case of the indigenous population, the population in rural or 
highly marginalized zones, and population groups differentiated by educational at-
tainment and other characteristics (Camarena and Lerner, Chapter 3; Odumosu et al., 
Chapter 4; González, Chapter 14; Berquó and Cavenaghi, Chapter 15). Other studies 
refer to highly vulnerable groups, such as women with the highest number of induced 
abortions (Hoang and Nguyen, Chapter 10) or specific groups differentiated by the 
degree of development of the areas they live in, without clearly explaining the indica-
tors used to differentiate the population (Htay and Gardner, Chapter 9; Siva Raju, 
Chapter 11; Odumosu et al., Chapter 4). In another qualitative study, interviewees 
were distinguished by their belonging to a marginal, popular and upper-middle class 
sector in two different areas showing the characteristics of each context and the cases 
studied (Stern, Chapter 5). Also, some of the papers show survey-data limitations and 
therefore some unclear and imprecise findings observed when examining the link 
between the economic indexes for assessing poverty and the RH outcomes. 
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order to better assess poverty-sensitive dimensions associated with the 
RH approach; b) the need to consider the criteria used both for 
weighting the assets or indicators used in constructing indexes, and for 
determining the cut-off points for classifying individuals or households 
into quintiles comprising the various socioeconomic status groups; c) 
the frequent lack of awareness of the meaning and restrictions of the 
concepts and indicators we are using and of what we are measuring, 
bearing in mind the fact that each indicator measures a somewhat dif-
ferent dimension of poverty (Hancioglu, Chapter 1); and d) the falla-
cies when analyzing the association of circumstances and behaviors 
with different sequence and timing (Schoumaker and Tabutin, 2003). 
When comparing various levels of poverty or socioeconomic status 
between population groups within a country or across countries, more 
caution is needed, as socioeconomic-poverty index or measurement 
may have different connotations.  
 The second, most complex and crucial issue concerning the 
RH/poverty link is related to the elements embedded in the definition 
of the reproductive health approach, which includes dimensions such 
as the ability, satisfaction and safety of sexual life; the capacity and 
freedom regarding reproductive behavior; and conditions related to 
reproductive rights, safeness, effectiveness, affordability and accept-
ability regarding information and access to contraceptive methods for 
the regulation of fertility which are not against the law, and rights for 
accessing appropriate health care services. In other words, this defini-
tion comprises ethical, philosophical and psychological dimensions 
embodying self as well as intra-subjective perceptions, motivations, 
capacities, assessments. It refers to legal aspects, education/informa-
tion programs, and the availability of appropriate health-care services. 
And finally, in terms of the RH/poverty link, it raises major, more 
complex issues. It warns us about the complexity and implications, 
explicitly and implicitly, underlying the traditional conceptualization 
and measurement of poverty, a fundamental economic perspective but 
a reductionist one, as well as the need for a broader comprehensive and 
multidimensional approach, considering that poverty, as well as the RH 
approach, is the result of many interrelated political, social, cultural, 
ethical, institutional and gender dimensions, in addition to economic 
ones, within which poverty is rooted and reproduced (Hancioglu, 
Chapter 1; Le Cœur et al., Chapter 2; Camarena and Lerner, Chapter 3; 
Odumosu et al., Chapter 4; Stern, Chapter 5; Gómez, Chapter 13). One 
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of the research conclusions about the role of health-care institutions in 
RH outcomes has pointed out the need to incorporate other perspec-
tives, such as, for example, the cultural poverty that prevails in these 
institutions, namely the insufficient, inappropriate medical, social and 
ethic culture in them and their health staff. Likewise, the absence of a 
reproductive culture by men and women, as a result of insufficient and 
inadequate knowledge and information, and in particular, the unaware-
ness of risk and complications, related to their health and bodies in 
reproduction aspects, are other crucial issues that have yet to be ex-
plored (Lerner and Quesnel, 2003).  
 The third aspect derives from both the aforementioned elements 
regarding the RH approach, and the partial, restricted and unsatisfac-
tory outcomes when considering the classical socioeconomic indicators 
for fully addressing the adverse and worsening living conditions in 
which a large number of women and men find themselves. It includes 
broader innovative and different conceptual perspectives for analyzing 
the theoretical and empirical grounds of poverty, human needs, stan-
dard of living, and the constituents of the determinants of social life, 
which may seem more appropriate and relevant for assessing the 
RH/poverty link. However, it is beyond the limits of this introduction 
to address some of their main arguments, that now occupy a central 
position in the broad debates on this issue and in the vast literature on 
the subject. That is why we shall limit ourselves to pointing them out. 
They include theoretical frameworks and definitions, such as the ap-
proach originally developed by Sen on human needs, capabilities and 
functionings (Sen, 1980, 1992, 1997), as well as on the concepts and 
perspectives of “Social Exclusion” (De Haan, 1998; Gore and Fi-
gueiredo, 1997; Oliveira, 2001) and “Social Vulnerability” (Stern, Chap-
ter 5). It is also interesting to note the preliminary ideas and 
exploratory outcomes put forward by certain specialists in the socio-
demographic field, including some of those in this book, for linking 
some of these concepts and approaches in order to explore and explain 
demographic events, and showing their potential for analyzing new 
avenues about the relationship between poverty and RH and their im-
plication for population and RH policies. However, conceptual and 
methodological challenges as regards implementing these concepts and 
approaches remain a further crucial research task to be addressed (Das 
Gupta, 1999; Livi-Bacci, 1994; Oliveira, 2001; Le Cœur et al., Chapter 
2; Camarena and Lerner, Chapter 3; Stern, Chapter 5). It is worth add-



INTRODUCTION 9 

 

ing that these conceptual perspectives are also useful for analyzing and 
understanding both RH needs and accessing quality health services.  
 
1.2. About unmet RH needs 
 
 This is also a long-standing issue in demographic research, which 
has been, and still is, a central programmatic and policy tool for focus-
sing interventions on the reduction of fertility. That it is closely linked 
to RH/poverty approaches and debates is not surprising, since it has 
emerged from the hegemonic, population-driven perspective centered 
on reducing population growth and as a mechanism for reducing pov-
erty, mainly through the expansion of contraceptive methods (Cama-
rena and Lerner, Chapter 3). Based on this perspective it is also hardly 
surprising that it should have such a narrow and reductionist approach, 
restricted to addressing unmet need for contraception (UNFC) and 
mainly encompassing aspects of supply and demand for family plan-
ning (FP) services, where researchers, policy makers and health provid-
ers make inferences about women’s UNFC derived from several 
questionnaire items, according to the conventional definition. Its re-
strictive feature is also related to the interventions that until recently, 
only targeted married women of childbearing age, and excluded other 
women in other life stages as well as men, with similar if not greater 
needs and risky situations.  
 As part of women’s civil society movements and as a result of the 
ICPD Program of Action where the RH approach achieved its more 
universal institutionalization and legitimation, the unmet need (UN) 
concept has reached a broader and more appropriate conceptual de-
velopment of what should constitute the RH approach on this subject, 
and could enhance policy interventions. Some key analytical axes have 
been proposed in these directions, considering Needs for whom? Needs by 
whom? Needs for what and/or based on what RH components? (Dixon-Mueller 
and Germain, 1992; Robey et al., 1996; Camarena and Lerner, Chapter 
3; Stern, Chapter 5; Gómez, Chapter 13). Emphasis should be placed 
on differentiating the specific needs of adolescents, young and old 
women and men, regardless of their marital and sexually active status, 
including also breastfeeding and pregnant women, those with induced 
or natural abortion, and other specific population groups such as 
commercial sex workers. The specificity of the needs of women with 
the worst and most adverse vulnerability and poverty conditions, such 
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as the indigenous ones, those living in marginalized rural and urban 
areas, or other discriminated and socially excluded population groups, 
such as commercial sex workers, ought to be accurately identified and 
dealt with.  
 Women’s and men’s own views on their RH needs, as well as 
health providers’ voices, perceptions, definitions and practices on this 
matter should be carefully analyzed and considered in order to bridge 
the gap between societal and national goals, concerns and needs versus 
the individual/family and private needs. In this respect, alternative 
methodological approaches have been suggested due to the limited 
meaning and findings obtained from survey data. Qualitative ap-
proaches to investigate perceptions, attitudes, satisfactions, desires and 
other sensitive, intimate issues, particularly for learning about needs 
defined by women and men themselves, are required for a more com-
prehensive understanding of RH needs that will also contribute to sur-
vey design. The RH approach should encompass a full array of 
research topics to determine individuals’ needs in their sexual and re-
productive life. Reproductive goals and desires; clear and precise in-
formation about the advantages and disadvantages of contraception 
methods, particularly their side effects; the right to free, informed 
choices, without any direct or indirect imposition by other social ac-
tors; free access to them including the non-reversible methods; and 
prenatal, childbirth and postnatal quality care services, are crucial issues 
not fully or properly endorsed yet. In addition, and within the broad 
concept of reproductive health, prevention, detection and treatment of 
STDs, HIV-AIDS, cervical-uterine cancer and breast cancer, domestic 
violence have emerged as issues of growing concern where unmet 
needs are most keenly felt. Although health institutions and providers 
are the main entities responsible for dealing with women’s and men’s 
health needs, other institutions such as the legal, political and educa-
tional ones have also an important role to play in this respect. As in the 
case of the concept of poverty, the concept of needs should also be 
viewed and analyzed as a multidimensional one, not limited to FP or 
maternal health services related to reproductive events, embodying 
other RH critical problems and including the cultural, social, political 
and ideological forces influencing them4. Moreover, as Gómez notes, 

———— 
 4. Most of the papers included in this book deal with this subject, assessing it 
with different purposes and in-depth analytical levels: some of them address it explic-
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needs in a broader sense are related to gender equity, access to re-
sources, sustainability of human development, and therefore gender as 
well as social inequalities are an inherent and essential requirement of 
any research and political agenda in this field (Chapter 13). The task of 
meeting needs is certainly a difficult methodological challenge, but also 
an undeniable requirement for the advancement of both agendas. 
 
 
2. Overview of papers 
 
 The summarized content of the papers presented below illustrate 
the diversity of subject matters that were discussed at the seminar, pro-
viding striking evidence of the poor RH conditions prevailing in differ-
ent social and geographical contexts and population groups in 
developing countries. They provide an overwhelming description of 
the vast and complex gender, social, cultural, ideological and political 
dimensions, as well as the diverse social actors that prevent people 
from meeting their needs and their access to quality health services, 
and shape the implementation of population/RH policies and pro-
grams, highlighting some of their achievements and constraints. De-
spite the specificity of the different demographic, political and social 
realities being considered, many of the behaviors, patterns and implica-
tions being observed are surprisingly similar, a fact that suggests the 
powerful effect of social inequalities, vulnerability situations and pov-
erty conditions. The findings and conclusions of these papers offer 
new avenues, and relevant and innovative questions in the field of re-
search and policy interventions.  
 
2.1.  Conceptual and methodological issues 
 
 Two papers are included in this section, the first one centered on 
the measurement of economic status for analyzing and differentiating 
poverty conditions, a conventional, restrictive and orthodox perspec-
———— 
itly, as an analytical subject matter by itself (Camarena and Lerner, Chapter 3; 
Odumosu et al., Chapter 4), others as a close and central element related to the sub-
ject of their main concern (Stern, Chapter 5; Anoh et al., Chapter 6; Caldwell, Chapter 
7; Sundby et al., Chapter 8; Htay and Gardner, Chapter 9; Hoang and Nguyen, Chap-
ter 10; Gómez, Chapter 13; González, Chapter 14), and the rest of them provide 
relevant implicit inferences about this issue. 
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tive which still poses a major conceptual and methodological challenge 
in RH research. The second one presents an interactive methodological 
tool that provides a more comprehensive and dynamic approach to 
analyzing reproductive behavior and vulnerable conditions. Three 
other papers described below offer, as part of their content, comple-
mentary and suggestive conceptual developments. The one by Stern 
(Chapter 5) focusses on the relevance of the concept of social vulner-
ability, its relation with poverty, as a broader and more realistic ap-
proach to analyzing reproductive health behavior. The other one by 
Camarena and Lerner (Chapter 3) discusses, in its first section, the vast 
shortcomings of the conventional conceptualization and research on 
the population’s unmet RH needs, providing clues to assessing and 
understanding this subject within the RH approach. The third one by 
Gómez (Chapter 13) offers an innovative and broader conceptual per-
spective for addressing women’s social inequities and inequalities, re-
lated to their needs and adverse circumstances in accessing resources 
and health services. 
 As part of the discussion on the performance of diverse statistical 
approaches for identifying socioeconomic strata and their correlation 
with RH components, Attila Hancioglu (Chapter 1) examines and com-
pares several asset-based indices used to measure the economic 
status/wealth status of the household, a common and analytical proxy 
tool for identifying and inferring poverty levels, outlining their advan-
tages and disadvantages. Using data collected from the Turkish Demo-
graphic and Health Survey, Hancioglu’s findings show that although 
economic status appears to have net and significant effects on repro-
ductive health behavior, none of the indexes used can be preferred 
over the others in terms of their strength in predicting reproductive 
health behaviors, and that the more sophisticated index was in no case 
the best predictor. From the author’s paper we learn relevant aspects to 
be carefully and strongly considered. He warns us that when making a 
comparison between different social contexts within and across coun-
tries, we should bear in mind what we are measuring and comparing, 
which assets to include or exclude according to the purpose of the re-
search as well as the population group to be analyzed. His main con-
clusion seems to be to use simple, more intuitive indices, bearing in 
mind that each one measures a somewhat different dimension of pov-
erty. Other major problems insufficiently resolved include the lack of 
adequate and relevant concepts and indicators in the data collection 
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processes in order to obtain a more comprehensive and realistic situa-
tion of poverty. Efforts should be made to take into account, not only 
which economic assets/variables to include or exclude, in order to im-
prove the measurement of household economic status, but also other 
variables related to the multidimensional nature of poverty, particularly 
as regards health institutions. 
 Using a similar conceptual perspective to Stern (Chapter 5), but 
with a different and very relevant methodological approach, Sophie Le 
Cœur, Wassana Im-Em and Éva Lelièvre (Chapter 2) explore the interaction 
between HIV and vulnerability in Thailand. Vulnerability is conceptual-
ized as the sociocultural, psychological and economical circumstances 
that lead to or define individual behaviors, which the authors regard as 
a broader concept of poverty. Using the life-event history approach 
complemented with in-depth interviews, the authors analyze the inter-
action of social and individual vulnerable circumstances viewed as dy-
namic continuum of events that evolve during the individual course of 
life, which expose individuals and couples to the risk of acquiring HIV. 
Their study also includes an epidemiological approach (case-control 
design), which involves interviewing and comparing HIV-infected 
mothers and their partners with couples with similar characteristics 
who are not infected, living in rural and urban areas of Thailand. Re-
porting on preliminary analysis the authors substantiated the feasibility 
and importance of using both methodological approaches, to analyze 
vulnerability conditions and network support in the context of HIV 
infection, since they found that life-events that appeared significant in 
predicting vulnerability did not differ much between cases and con-
trols. Their findings show that higher geographical mobility, lower 
education level, having first intercourse with a partner other than one’s 
spouse, absence of condom use at first sex and complicated marital life 
are some of the circumstances of vulnerability towards HIV. What is 
more worrying and requires further analysis is their results about the 
solidarity networks, where they observe that family links were loosened 
after HIV disclosure, meaning that HIV-infected individuals extended 
their network outside the family in order to obtain support from the 
community. This text is an important methodological contribution that 
should be considered a better alternative to the conventional quantita-
tive survey. It offers more comprehensive and dynamic information 
for analyzing reproductive health components that allows for a much 
better articulation regarding the sequence and timing of individual so-
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ciodemographic characteristics and poverty indicators, including the 
various social processes and actors that intervene and, therefore, pro-
viding a much better interaction of the diverse conditions which favor, 
protect and intervene against adverse RH outcomes in an individual’s 
life history. 
 
2.2.  Challenges in reproductive health needs 
 
 Documenting unmet needs for contraception has been a vast re-
search area, and a prominent and central programmatic tool for focus-
sing policy actions. The extended debate on this issue, its definition 
and implications, are associated with the emergence of the RH ap-
proach. What is or should be its meaning and scope within this ap-
proach? What are the main causes of and constraints on fully 
responding to the unmet RH needs of different population groups?  
 The conceptual reflections as well as the empirical evidence of-
fered by Rosa María Camarena and Susana Lerner (Chapter 3) are thought-
provoking as they highlight needs and uncertainties in some crucial RH 
aspects. They point out to the shortcomings of the simplistic and con-
ventional conceptual schemes and methodological approaches regard-
ing the concept of unmet needs and they offer a broad, critical picture 
of the unsatisfied needs associated with the enormous social inequali-
ties in the rural and marginal context of Mexico. In the first part of 
their paper the authors discuss the concept of unmet needs in light of 
two paradigms. The first one, “the population-driven forces”, is a 
population and public policy approach focussed on reducing popula-
tion growth through fertility control and oriented mainly towards the 
expansion of contraceptive coverage. Within this paradigm, population 
needs were basically defined as a societal, national and public concern. 
Therefore, as the authors argue, it is not surprising that the concept of 
unmet need for contraception (UNFC) has become a central policy 
tool for designing, justifying and implementing FPP, focussing its in-
terventions on certain population groups and assessing the impact of 
these programs on the fertility changes observed. Moreover, they reit-
erate, as many other authors have argued, that this is a concept that 
seeks to identify women who are at risk of having unwanted pregnan-
cies, yet nevertheless it is a concept not defined by women themselves 
but one attributed or imposed on them by researchers and those re-
sponsible for FPP who deduce it from the real or apparent discrepancy 
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between women’s contraceptive practices and their stated desire to 
stop or delay childbearing.  
 The second paradigm, based on the “reproductive health ap-
proach”, focusses on the individual’s reproductive needs and rights, 
particularly those of women, which do not necessarily coincide with 
those defined by public concerns. Population needs are defined mainly 
as individual concerns meaning, as the authors state very clearly, that 
when talking about unmet needs, the key questions to be addressed in 
the research and policy field are: Needs for whom? Needs by whom? 
Needs for what reproductive health components? Needs with what 
objective and assumptions? Linked to the RH concept and approach 
adopted at the ICPD in Cairo, the authors highlight a set of complex 
and challenging questions and implications which deserve rigorous 
research efforts to achieve an innovative and more comprehensive un-
derstanding of population needs, and more adequate interventions in 
the reproductive field, in order to deal with the relationships between 
unmet reproductive health needs and poverty.  
 With this conceptual frame in mind and using data from a rural 
survey carried out in Mexico’s marginal rural areas, in the second part 
of their paper, the authors provide a broad picture to explore some of 
the most precarious circumstances faced by women as regards various 
aspects of their reproductive health. Their main interest is to show 
how in a country like Mexico that has implemented a successful family 
planning policy, responding to women’s demand for contraception and 
achieving high contraceptive coverage and a relevant and rapid de-
crease in their fertility levels, women still have many unmet RH needs. 
By using an unconventional demographic analytical strategy, they high-
light the discrepancies, ambiguities and uncertainties yielded by survey 
data. Their findings indicate that depending on the criteria used to de-
fine and estimate UNFC, the results not only differ widely, but show 
the greater segmentation and exclusion of certain population groups 
regarding their contraceptive needs, such as indigenous women, those 
with less access to education, and those that lived in a context of 
weakness or lack of reproductive health services, or where social and 
cultural barriers to accessing these services have not been overcome. 
They explore an almost neglected issue in FP related to the tension 
between national concerns and interests versus the individuals’ repro-
ductive goals, but an important one for the RH perspective, particu-
larly as regards people’s reproductive rights.  
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 Regarding the needs of other RH components, the authors’ find-
ings reveal some highly questionable practices in health-care facilities 
illustrating the lack of freedom and vulnerability women face when 
opting for a contraceptive method. The influence and in some cases 
the imposition by health entities and professional staff mainly for ster-
ilization, which largely occurs immediately after childbirth or Caesarean 
sections, the narrow range of other reversible, effective contraceptive 
methods at health facilities and the lack of information and counseling 
about the advantages and side effects of each method, are also some of 
the critical unmet needs found among the poorest, indigenous and 
non-educated women, indicating the persistence of social inequalities, 
social backwardness and inadequate health services in rural and mar-
ginalized contexts. Of special interest are the findings the authors offer 
on the doctors’ rationale that warrant further research to shed light on 
the circumstances and social actors that participate and influence 
women’s options, that will allow the gap between societal, institutional 
and individual needs and interests to be bridged. 
 As part of the conclusions, the authors provide a number of useful 
suggestions for further research As for the links between reproductive 
health and poverty, they suggest the need to work on a multidimen-
sional perspective of the latter, not restricted only to the analysis of 
material conditions, but stressing the cultural, social and institutional 
poverty conditions which also create unmet needs and adverse out-
comes. Special emphasis must be placed on contemporary forms of 
marginalization, such as social exclusion and vulnerability related to the 
globalization and economic restructuring processes. 
 As in many underdeveloped contexts characterized by a patriar-
chal dominance, where a high value is still placed on the number of 
offspring, men’s health and reproductive behavior has become a core 
research and policy area. O.F. Odumosu, A.O. Ajala, E.N. Nelson-Twakor 
and S.K. Alonge (Chapter 4) argue that in a country like Nigeria that seeks 
to reduce population growth and improve child and maternal mortality, 
it is very difficult to reduce the number of offspring to four, as stated 
in the revised population policy of 1998, in view of both the consider-
able male control over sexual and reproductive issues and of the social 
and cultural features of the patriarchal society. Using survey data col-
lected among married men in certain major urban areas of Nigeria, one 
of the countries with the highest rate of poverty and the lowest devel-
opment index and currently situated in a pre-transitional demographic 



INTRODUCTION 17 

 

stage, the authors explore certain aspects of unmet contraceptive 
needs. Among their main findings they indicate that the high value 
placed by men in a large number of children, the high rates of infant 
mortality, the greater influence of religion among Muslims and the per-
sistence of polygamous unions are among the main determinants of 
the high levels of male desire for more children. Therefore, it is not 
surprising that using the simple and conventional definition of unmet 
needs of married men, the UNFC estimate applies to half of the popu-
lation considered. In addition, the authors state that the high levels of 
material and institutional poverty, such as the shortage of health ser-
vices and trained professionals, the powerful ideological control by 
religious institutions, and the very recent population policy and inter-
ventions regarding FP are among the main barriers hindering free indi-
vidual reproductive choice and decision-making process, and thus, 
which in turn makes it more difficult to assess their RH needs. 
 Despite this scenario, the authors conclude that the desire to space 
or limit childbearing is becoming more visible, due mainly to the re-
strictive economic and social policies that have led to an increasing 
impoverishment of the population. Therefore, unless changes take 
place both in the population context and the institutional health one, 
high unmet needs for contraception, particularly among the poor sec-
tor, will mean that the population target of four children will only be 
achieved through recourse to abortion among couples who wish to 
limit childbearing. A worrying issue, which is also closely related to the 
perceived health risk of using effective modern contraception methods, 
and which will probably tend to outweigh the risk of unplanned preg-
nancy, or abortion, which is currently illegal, although available. 
 
2.3. The determinants of reproductive and sexual behavior 
 among adolescents and youth 
 
 The consequences of the sexual and reproductive behavior of ado-
lescents and youth have occupied a prominent place in research and 
intervention, particularly in developing countries. Nevertheless, the 
picture that emerges of these issues, particularly their link with poverty, 
is still insufficient and often over-simplistic. What are the underlying 
causes and circumstances that lead these population groups to engage 
in unprotected sexual practices that result in unwanted, unplanned and 
early pregnancies or provide a greater risk of contracting STDs, HIV 
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and AIDS? What are the vulnerability conditions that differentiate 
these behaviors between the various socioeconomic strata to which 
adolescents and youth belong? 
 Claudio Stern (Chapter 5) raises two issues concerning teenage preg-
nancy and its link with poverty. First of all, he argues against those who 
regard teenage pregnancy per se as an unwanted problem, with nega-
tive individual and social consequences, as in some specific social con-
texts pregnancy is regarded as the best option for adolescent girls. 
Secondly, he points out that also the age at which pregnancies occur is 
not the problem, but rather the result of material conditions, institu-
tional determinations, pre-existing cultural constructions and the sub-
jective experiences that determine the range of options available to 
teenagers in the event of an early pregnancy, which largely depend on 
their position in the social structure. Stern strongly underlines the need 
to contextualize teenage pregnancy by placing it within the specific, 
highly diverse social and cultural conditions of the country and of the 
various social groups in which teenagers live, in order to answer key 
questions, such as: What are the problems concerning teenage preg-
nancy? For whom do they constitute a problem? Who can and should 
do something? and What are the underlying causes of teenage preg-
nancy?  
 In an attempt to offer a better understanding of the relationship 
between poverty, social inequality and the occurrence of adolescent 
pregnancies, the author explores the use of the concept of “social vul-
nerability”, arguing that this concept is a more useful one for analyzing 
and understanding differential behaviors, meanings, causes and impli-
cations of an early pregnancy among various social groups than the 
traditional concept of poverty. By using qualitative data from in-depth 
individual interviews, he describes and analyzes some of the main fa-
milial and social circumstances and events in the life history of one 
young girl in each of the three sociocultural contexts in Mexico – a 
marginal urban community, a popular urban sector and an upper-middle 
class one – that serve as the basis for revealing the social characteristics 
that predispose or protect young females in these contrasting sectors 
from becoming pregnant and from giving birth early in their lives. The 
comparison between the social and family environment of great poverty, 
vulnerability and violence in the urban and marginal sectors, and the 
upper-middle class living conditions and diverse life options provide 
very clear insights into the differences in circumstances between the so-
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cial contexts that make young girls from various social sectors of the 
population more or less susceptible to adolescent pregnancy.  
 The author’s findings point out that a combination of a series of 
factors and events, such as staying at school during adolescence, the 
high value placed on education, and, in particular, the presence of sta-
ble, trustworthy social networks intervening as protective factors, 
makes teenage pregnancy less likely. Conversely, family disruption, 
domestic violence, migration, alcoholism, or low aspirations, the poor 
quality or lack of support from many of the school’s staff, are circum-
stances that increase vulnerability, especially in the context of extreme 
poverty, and tend to increase the likelihood of early, unwanted preg-
nancies. In addition, the limited, inadequate information and knowl-
edge on sexual and reproductive issues, particularly of protective 
measures to prevent a possible pregnancy, the unawareness of the risk 
of becoming pregnant, the lack of parental communication, the inabil-
ity to negotiate protected sex with partners, and limited personal life 
perspectives beyond marriage and maternity, are among other key vul-
nerability factors that play an important role and reflect the conditions 
of most young girls in the more marginalized and poor contexts. Of 
particular note is Stern’s finding about the importance of “confidence” 
in the partner, as part of likelihood of engaging in unprotected sexual 
relations that prevails in all the social contexts analyzed. 
 Based on his analysis, he also proposes certain dimensions of so-
cial vulnerability that could be defined as variables to be used in further 
studies aimed at looking more systematically at the relationship be-
tween poverty, social vulnerability, and adolescent pregnancy. In the 
research area, he indicates the need to define the concept of social vul-
nerability, its dimensions and its relationship with poverty and adoles-
cent pregnancy, as well as to analyze through qualitative approaches 
adolescent pregnancy within the broader context of social inequality 
and poverty, taking into account the political and ideological environ-
ment, and the ongoing process of social and cultural changes. Regard-
ing policy implications, aiming at reducing vulnerability to teenage 
pregnancies, he suggests that programs should be designed to take into 
account these diverse needs, possibilities and conditions among the 
various social groups, including those that would help girls remain at 
school, provide vocational training and income generating activities, 
and make sexual and reproductive counseling available.  
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 Unlike Claudio Stern, whose findings are drawn from qualitative 
and ethnographic evidences to analyze early pregnancy and risky sexual 
practices as part of adolescents’ sexual and reproductive behavior, 
Amoakon Anoh, Édouard Talnan and N’Guessan Koffi’s (Chapter 6) analysis 
is based on a quantitative approach. Using data from a survey on 
STI/HIV/AIDS undertaken on male and female youth aged 15-24 in 
three main cities in Côte-d’Ivoire, their main purpose is to explore the 
relationship between socioeconomic living condition and early first 
intercourse, multiple partners and condom use. The authors identified 
three socioeconomic strata according to the youth’s parents’ or their 
living conditions on the basis of which they sought to determine 
whether the financial and social situation in which young people live 
influences their sexual behavior and consequently, whether youths with 
the most adverse living circumstances are more likely to adopt risky 
sexual behaviors than those with better living conditions. Contrary to 
most evidence found in the literature, their findings show that young 
men with higher levels of education engage in first sexual intercourse at 
an early age, whereas women in more precarious economic conditions 
have their first sexual intercourse at an earlier age. Regarding condom 
use, no significant statistical differences were found due to living con-
ditions, suggesting that other factors, such as confidence in their part-
ner or the fact that men tend to ignore pregnancies resulting from 
condom use, leads to the rejection of its use. When sex differences are 
considered, the most vulnerable conditions and the greatest sexual risks 
are found among young females. 
 The authors suggest the need to deepen our understanding of 
risky sexual practices using the qualitative research approach, by con-
sidering the influence of social and gender inequalities and defining 
better indicators for the specific conditions of vulnerability and poverty 
among youngsters. At the programmatic level, they recommend the 
need to design and implement policy actions to reduce poverty, by of-
fering different opportunities and choices to youngsters, mainly to fe-
male youngsters, in order to prevent risky behaviors as well as to 
design educational and communication strategies that will help change 
prevailing norms, values and practices regarding sexual behavior. 
 



INTRODUCTION 21 

 

2.4.  Access to and quality of health services 
 
 Granting exclusive responsibility to public health institutions for 
the implementation of FPP/RHP has been a major determinant in 
achieving extended or universal population access to professional care 
services, particularly among the poorer sectors. Their vital role in re-
ducing and avoiding multiple infant and general morbidity and mortal-
ity incidents, and intervening as key actors in reducing fertility levels, 
through the expansion of contraceptive practices and procedures and 
meeting men and women’s reproductive needs cannot be denied. Nev-
ertheless, despite major improvements in health and FP/RH services 
in recent decades, there is still a great deal to be done to guarantee the 
minimum standard for high-quality reproductive health services. Geo-
graphical and physical availability, monetary and indirect costs, percep-
tion of risk and motivation to seek sexual and reproductive health care, 
fear of side effects and medical practices, limited choice of methods, 
knowledge and counseling on contraceptive methods, prevention, de-
tection and treatment of other RH components, technical competence 
of health providers, interaction between them and users of health ser-
vices, are just some of the many crucial issues that need to be consid-
ered regarding access and quality of RH services. Likewise, social and 
gender inequities, coercion, discrimination, malpractices, insensitivity 
to cultural conditions in many health-related issues, such as domestic 
violence, are some of the major critical problems as yet unsolved. What 
are the material and non-material restrictions on implementing a more 
comprehensive RH approach at the health institutions? How do eco-
nomic, social, political and cultural factors intervene in access to quality 
RH services? What are the main barriers preventing vulnerable groups 
from accessing quality RH care and fully meeting their reproductive 
and sexual needs? 
 Addressing the key issue of maternal mortality as one of the ulti-
mate consequences of unmet needs in reproductive health in most of 
the underdeveloped countries, Bruce K. Caldwell (Chapter 7) examines 
and discusses the provision of maternal health services in Dhaka City, 
focussing on antenatal care (ANC) and delivery services, as the main 
determinants on the supply side associated with maternal mortality. 
First, based on findings from the DHS, the author provides an over-
view of these issues in Bangladesh, illustrating the adverse conditions 
women face regarding ANC and delivery services, which are further 
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exacerbated in rural contexts. He also offers some interesting findings 
on religious and cultural beliefs and practices concerning childbirth 
which are essential elements for understanding women’s behavior. Of 
particular interest are the author’s arguments about the bias and inade-
quate programmatic interventions, that prevailed until recently, which 
ignored the powerful link between children’s and family wellbeing and 
mother’s health, and failed to recognize women’s needs and demands, 
particularly those related to their health conditions. He also notes the 
scant attention paid to the community activities of nurses and mid-
wives in their important role of attending ANC and deliveries and in 
referring women to hospitals in the event of complications.  
 In the second part of his text, Caldwell explores the scenario in 
the poorest areas of Dhaka, posing some critical questions that guide 
his analysis: Why do women, particularly poor ones, not use the facili-
ties available? Why do they fail to obtain the care they require? The 
author’s analysis is based on a combination of quantitative and qualita-
tive approaches: a survey undertaken in urban poor areas of Dhaka in 
1999 of a group of ever-married women of reproductive age, whose 
last childbirth was attended by trained health professionals and a sec-
ond group of women who have not been attended by them, in-depth 
interviews conducted in both groups, and an additional survey under-
taken of a number of dias, traditional birth attendants. The differentia-
tion made by the author within the bosties areas (poorer ones with less 
health facilities) and the poor areas defined on the basis of an index of 
household possessions, illustrates the heterogeneous RH conditions 
within both slum-urban areas of Dhaka. His findings show the worst 
ANC and child delivery services prevailing among the women, particu-
larly in the poorer areas. More striking are the reasons for not using the 
medical resources available, such as the fact that women were not con-
vinced of the value of using trained attendants or institutional delivery, 
a fact associated with their perception of pregnancy as a natural phe-
nomenon not requiring intervention unless risky signs are evident. 
 Women’s testimonies suggest that it is a combination of factors 
that influence their decision to use maternity services, such as the lack 
of confidence in health providers’ skills, their concern about the costs 
involved, and their perception of hospital environments as tough, un-
friendly, isolated, and contrary to their traditional customs and prac-
tices. In addition, the author notes that social stigma for women 
accessing delivery services, fear of medical treatments, the disruption 
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of traditional family and gender roles, interfering with women’s re-
sponsibilities and domestic activities, are among other reasons that 
explain women’s preference for giving birth at home. The paper makes 
relevant recommendations about the changes that need to be made at 
different levels of institutional health facilities as well as at the commu-
nity level in order to respond to women’s needs and their specific local 
circumstances that will enable to provide better maternity services and 
help reduce the risks of maternal mortality.  
 The paper by Johanne Sundby, Emmanuel Rwamushaija and Momade 
Bay Usta (Chapter 8) is an important operational research contribution 
and an excellent example of a large-scale, multi-disciplinary RH pro-
gram that was implemented in a maternity hospital in Maputo City, 
Mozambique. The authors describe not only the inadequate and insuf-
ficient material and human health infrastructure conditions and access 
to quality health reproductive services, which prevailed prior to the 
implementation of the program, but also they show what can be 
achieved in a context of poverty in order to improve maternal services, 
mainly for reducing maternal mortality, and the challenges to be dealt 
with by the program to ensure its sustainability. Their main argument is 
that in most poor countries, like Mozambique, maternal and perinatal 
morbidity and mortality are invariably linked to medical problems or 
risks that can be handled and often avoided during antenatal care and 
that positive outcomes are entirely dependent on health facilities’ abil-
ity to respond to maternal urgencies. The paper describes the various 
changes and improvements in maternity services, whose outcomes are 
reflected mainly by the overwhelming patient demand, proving both 
the need for qualified services and that women utilize them once they 
are there, since they feel they will be properly attended if they have the 
need and the choice. Although , as the authors point out, these changes 
have also led to a higher burden on current staff and to an urgent need 
to reorganize human resources and financial allocations, and in particu-
lar to develop comprehensive and integral RH programs that include 
changes in emerging factors like HIV/AIDS that are also related to 
high maternal morbidity and mortality.  
 Despite all the improvements and successes achieved, several cru-
cial challenges demand a more systematic, comprehensive evaluation of 
the various interventions, their cost, effectiveness, sustainability, and 
affordability to expand similar actions in other countries. As the au-
thors recognize, this is a very expensive project whose financial re-
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sources depend on external aid and which is also subject to changes in 
economic and health reforms and policies both internally and exter-
nally defined. Nowadays, the restrictions imposed by international in-
stitutions that are largely dependent on external financial and human 
resources for providing better quality health care in developing coun-
tries, and the current financial restrictions found in many underdevel-
oped countries, raise several urgent questions: How will the changes 
and successes, like those described in this paper, be sustained when 
external funding is withdrawn? What are the possible inputs from the 
government of Mozambique for supporting this program? In the face 
of external pressures to decentralize health services and the current 
critical financial situation of underdeveloped countries, how and with 
what resources can similar projects be implemented in other urban and 
rural areas with more adverse conditions within this country, as well as 
in other underdeveloped ones? 
 Using a different perspective but one also based on an interven-
tional research project, like the one above, Thein Thein Htay and Michelle 
Gardner’s (Chapter 9) paper focusses on access and quality in health ser-
vices in Myanmar for spacing and limiting births in order to document 
some of the constraints on the provision of reproductive health ser-
vices. Using quantitative and qualitative data on two townships, the 
authors show a range of actual and perceived service-related factors 
that influence user’s access to and choice of contraceptive services. 
Differences between the two contexts illustrate the greater barriers to 
women’s access and choice of contraception in the more rural setting, 
such as the lack of adequate trained health personnel and appropriate 
facilities for providing methods other than oral and injectable ones, 
geographical and physical limitations to access health facilities, and lack 
of confidentiality and poor quality health-care services. Contraceptive 
costs seem to pose a considerable problem for women, especially the 
poorest ones, and also because married women are the only ones enti-
tled to obtain contraceptives through the public health sector. More-
over, as the authors observe, there are certain misconceptions and 
contradictions imposed by many providers regarding the age and parity 
limits on the provision of particular methods, which clearly affect their 
access and free choice, apart from excluding women and men of other 
ages. Another critical factor, and almost a universal complaint refers to 
women’s concerns about contraceptive side effects that prevent them 
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from spacing their births, related to the unclear, imprecise information 
provided by health staff.  
 The authors suggest that in order to overcome these barriers and 
improve the quality of services, changes in policy and implementation 
of programs are needed at the central and local level, particularly those 
related to administrative procedures for achieving permanent, continu-
ous access to health services, for dealing with emergency situations and 
reducing the barriers to the legal procedures for approving sterilization. 
Community advocacy to raise awareness of RH issues and providers’ 
skills should be also addressed. In the research field, scientific and 
more solid data and analysis is needed to examine the interaction be-
tween users and providers and women’s demands and expectations 
regarding the constellation of services provided, taking into account 
the diverse requirements for contraception and other services accord-
ing to their life stages and health status.  
 One of the health and reproductive health aspects where unmet 
needs as regards both production of knowledge and programmatic 
interventions are extremely uncertain and alarming is induced abortion. 
The text by Hoang Kim Dzung and Nguyen Quoc Anh (Chapter 10) on in-
duced abortion (IA) in Vietnam seeks to determine the factors that 
influence the decision to have an abortion and to provide information 
on the respective existing services. Although data are not handled very 
rigorously or in great depth, it is an interesting paper not only since it 
provides a broad picture of how this issue is expressed and dealt with 
in Vietnam but mainly since it raises many crucial research and policy 
questions that need to be urgently addressed in many countries where 
similar situations and high levels of IA occur nowadays, suggesting that 
there is a need in those countries to move beyond the narrow perspec-
tive of fertility reduction and provide a broader sexual and reproduc-
tive health focus.  
 Their study is based on survey data on induced abortions carried 
out in two provinces of the two regions with the highest IA rates, 
Northern Upland and the Red River Delta, where women aged 15-49 
were interviewed, and complemented by evidence drawn from qualita-
tive research – in-depth interviews of individuals and health providers, 
focus group discussions with unmarried youth and adolescents aged 
15-22. The authors’ findings showed that facts such as differences in 
education and occupation, parity, sex of living children, cultural values, 
gender and religion were all associated with the incidence of induced 
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abortion. Moreover, unmet needs for modern contraception, high rates 
of method failure, in particular IUD failure that seems to be linked to 
non-skilled or untrained staff, a limited range of contraceptives and/or 
health facilities’ inability to provide alternatives in the event of side 
effects or to meet women’s particular needs, are among the main fac-
tors characterizing the inadequated and limited reproductive health and 
FP services being offered that are closely linked to the high incidence 
of IA. A highly worrying issue is the very high proportion of all abor-
tion cases take place without previously conducting a medical preg-
nancy test, a fact which could suggest the presence of non-intentional 
consequences of this policy related to poor quality health-care facilities, 
and the lack of proper regulations on this matter.  
 Unmarried youth and adolescents’ views on IA described by the 
authors reflect common patterns obtained in most research findings 
related to FP interventions: lack of knowledge of contraceptive meth-
ods and how they are used, insufficient and inadequate sexual educa-
tion programs within schools, uneasy, limited access to public health 
services for girls wishing to terminate their pregnancy, and social 
stigma, prejudice and discrimination for unmarried mothers and chil-
dren born out of wedlock which drive women to seek confidential, 
private IA services. The authors provide some general recommenda-
tions based on the survey’s findings, including the need to improve the 
quality of PF and IA services with a broader focus on reproductive 
health issues, taking into account the particular needs of different 
population groups such as unmarried and young people. Moreover, 
legal and policy reforms are also urgently needed to improve available 
conditions for safe procedures and avoid having abortions without 
being pregnant.  
 Based on findings from various studies conducted in India, S. Siva 
Raju (Chapter 11) describes the factors that have hindered health service 
use despite their availability in India, particularly in remote, less devel-
oped areas. The shortage or absence of drugs, the impersonal behavior 
of health staff, the limited time available for consultations, the long 
distances away of the clinics, the lack of confidence in doctor’s treat-
ment and the lack of privacy provided at the clinic, are among the main 
factors accounting for the poor image of government health centers 
among the people and staff at health services. A common situation in 
many underdeveloped contexts, mainly in the rural ones, that warrants 
consideration is the lack of attention or recognition of indigenous 
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medical practitioners from health officials as important health agents in 
improving health care at the community level. In addition, using data 
collected from the National Family Health Survey in India, for cur-
rently married couples having at least one child below 5 years old, the 
author offers some modest but relevant insights into the variations in 
the use of reproductive health services and their principal determinants 
in less and more developed areas (LDA and MDA), in three selected 
districts belonging to three contrasting States, Andhra Pradesh, 
Madhya Pradesh and Maharashtra. The results, centered on antenatal 
care, birth attendance, postnatal care and KAP on contraceptive meth-
ods, suggest that services were better in the MDAs than in the LDAs.  
 The author concludes by stressing the problem of designing and 
implementing homogeneous strategies for a country as a whole, spe-
cially in countries like India with enormous social and cultural inequali-
ties, suggesting the need to redesign RH interventions by differentia-
ting and stratifying the population by region, community and other 
significant variables. He also recommends the use of regional and cul-
tural variations by health workers in order to target their efforts and 
the need to expand health service infrastructure and improve the ratio 
of doctors to patients according to area needs.  
 
2.5.  Policy and ideological implications  
 
 Exploring the implications of policy and ideology, their relation to 
poverty and to RH outcomes has been at the core of most interna-
tional and national debates and agendas. The papers presented in this 
section aim to offer a better understanding of the contrasting influ-
ences of the various changing ideological, policy and legal forces on 
shaping and modifying RH initiatives and interventions among the 
most socially vulnerable population sectors. Issues of gender inequity, 
constraints on greater access to high quality RH services, and barriers 
to women and men’s achieving free choice as well as their sexual and 
reproductive rights are crucial problems highlighted to fully comply 
with the RH approach. As has been widely acknowledged, policy and 
indeological implications are still one of the major underresearched 
areas where rigorous, grounded scientific debates and studies are ur-
gently required, particularly in view of the growing strength of conser-
vative right-wing positions all over the world that oppose the 
implementation of RH programs, and since the economic neoliberal 
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policies being implemented in poor countries continue to pose serious 
challenges on this field.  
 Addressing the changing political and ideological forces surround-
ing RH policies, programs and interventions in most underdeveloped 
countries, Carlos Aramburú (Chapter 12) discusses on how and why ideo-
logical and cultural values and beliefs have shaped and governed public 
policies in the reproductive and sexual health field in Peru. Considering 
the various political scenarios that have characterized the various at-
tempts to institutionalize population policies in this country over the 
past 25 years, the author’s analysis reveals the complexity and diversity 
of contrasting interests, objectives, ideological orientations, and pro-
grammatic strategies that have emerged from different social actors 
and have influenced and shaped the various vertical programs and ac-
tions implemented during this period. He clearly describes how in-
creasing opposition from the Catholic Church and conservative right 
wing groups, have hindered and jeopardized reproductive health legal 
initiatives, such as allowing voluntary female sterilization as a contra-
ceptive method, or legalizing abortion, echoing leftist arguments mixed 
with religious and ethical arguments to oppose contraceptive practices, 
and stressing the performance of coercive and authoritarian proce-
dures; these procedures are an argument also stressed by feminist or-
ganizations and human rights groups. But more important, as the 
authors indicates, are the implications of the opposition forces that 
have led to changes in the programs and health providers’ interven-
tions, with adverse consequences for the poorest groups, creating a 
more restricted reproductive health policy characterized by the absence 
of transparency, participation and gender equity.  
 Within this panorama Aramburú also emphasizes the decisive in-
fluence of international hegemonic ideologies for shaping public poli-
cies at both the national and the international level, which in addition 
to the rising power and greater involvement of right-wing groups and 
fundamentalist movements, have sharply reduced or canceled their 
financial support of RH programs or some of their specific compo-
nents, such as access to quality health services for legally authorized 
abortion, the promotion and use of emergency contraception and con-
doms, the exercise of reproductive and sexual rights, and free and in-
formed reproductive choice. It is not difficult to foresee the potential 
harmful and negative impact of these actions at the national level of 
certain developing countries, particularly on the unprivileged and most 
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vulnerable groups, which depend mainly on public health services, 
where a reduction of public financing aid for programs and interven-
tions in this field is evident. Moreover, as the author concludes, it is 
worrisome to observe that far from advancing reproductive and gender 
rights and universal access to high quality RH services they are clearly 
taking a step backwards. In view of the insufficient knowledge and 
understanding of the complex relationship between ideology, cultural 
values and RH and how it shapes policies and programs, as well as of 
the role played by civil society movements in this arena, he strongly 
suggests the need for more active involvement of social scientists in 
research and dissemination on these themes, given their relevance for 
policy design and interventions.  
 A highly debated topic related to current and future poverty con-
ditions and social inequalities regarding access to reproductive health 
services is addressed by Elsa Gómez (Chapter 13) who discusses the ac-
tual and potential effects and implications of the Health Sector Policy 
Reform (HSPR) on gender equity in Latin America. Her analysis fo-
cusses on the relationships between health sector reforms, health situa-
tions and their determinants; access, utilization and financing of care; 
and the balance between contributions and rewards regarding health 
work, highlighting the disadvantages for women working within the 
formal and informal health system. The conceptual frame of reference 
in her paper seems quite clear and helpful, particularly as regards the 
distinction between equality and equity that is central to the rationale 
for the structural reforms implemented by the World Bank and the 
International Monetary Fund, which, while seeking to promote greater 
equity, are in fact creating more inequality. The increasing reliance on 
the free market to provide health care; the growing influence of inter-
national organizations in determining national policies and therefore 
health policies; cutbacks in public sector spending, the privatization of 
government functions, are key elements highlighted by the author that 
limit the ability of the State to ensure the protection of the most vul-
nerable population groups and enforce human rights. 
 Her paper offers a rich, complex analysis of four health reform 
policies frequently implemented in the Latin American region, stressing 
their implications for gender equity, which mainly result in an acute 
devaluation of women’s productive and reproductive work and their 
exclusion from the formulation, design and resource allocation phases 
of these policies, despite the fact that they are more frequently active 
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participants in the implementation of community programs. The un-
equal impact of the interaction between the spheres of formal and in-
formal provision of health care, among men and women, and of the 
distribution of the health care burden among family and community 
members, are additional implications that should not be neglected and 
need to be better understood and considered for improving the health 
of the society and thereby its RH conditions. 
 As part of her conclusions, Gómez highlights three main con-
straints on the achievement of gender equity goals in health sector re-
forms and reducing the unjust, avoidable and unnecessary disparities in 
health: a) the lack of adequate and specific information, in particular 
gender information, permitting the identification of both the effects of 
reform policies and of the groups most deeply affected; b) the prepon-
derance of economic efficiency interests in the current health sector 
reforms and the absence of gender equity considerations in the debate 
and negotiations of these reforms; and, c) the lack of representation of 
the less privileged groups, including women, in power structures that 
define priorities and allocate public and private resources for health. 
More important, as she stressed, is the need to implement the principle 
of equity, mainly gender equity, so that instead of remaining at the level 
of rhetoric, it could be incorporated into a policy proposal and specific 
actions. Although Gómez’ paper refers to Latin America, many, if not 
most, of the issues analyzed provide relevant insights for other under-
developed regions, both with regard to the state of knowledge of this 
critical and underresearched topic, as well as the main challenges and 
strategies posed by incorporating a gender equity perspective into the 
health sector reforms, considering, obviously, the specificities of each 
region and country. 
 Turning to the results obtained from policy interventions on RH 
issues, the text by Soledad González (Chapter 14) offers a revealing analy-
sis of the unmet needs and problems resulting from the review of the 
various evaluations carried out on the performance of Mexico’s most 
important anti-poverty program (Progresa) which has a very marked, 
comprehensive reproductive health orientation and has focussed on 
the poorest rural and indigenous population groups. Although, as the 
author states, given Mexico’s extreme inequality of income and health 
resource distribution, the program only served communities with pre-
existent health and education infrastructure, suggesting that it has ex-
cluded and therefore failed to benefit the most geographically and eco-
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nomically marginalized Indian and rural communities. Considering the 
contradictory results obtained from quantitative and qualitative meth-
odological approaches, the author centers her analysis on the perspec-
tive of health service providers as well as the point of view of the 
beneficiary population, particularly on the implications for social rela-
tions, specifically the gender relations of RH outcomes and interven-
tions in this field. While findings from periodical institutional 
evaluations based on quantitative surveys show a reductionist vision of 
the problems related to the implementation of the Progresa’s program, 
using qualitative approach and independent academic evaluations, a 
more comprehensive, realistic and critical scenario is given. Acces to 
health services, deficiencies in medical instruments and medicines and 
the lack of health personnel training are the greatest problems being 
identified under the institutional evaluation. Conflicts and divisions 
among the community, related to the criteria and procedure used to 
select families to be subsidized by the program; the apparent women’s 
“voluntary” contributions and participation in the interventions de-
fined by the program that conditioned their continued belonging to it; 
coercive practices regarding their reproductive rights to ensure contin-
ued aid from Progresa; an increased workload for women under the 
title of “empowerment” although traditional roles are preserved; and 
poor adaptation of the program to local culture and needs, are illustra-
tions of the broader and main problems identified by women benefici-
aries when using the qualitative approach. A more complex issue, is 
related to the meaning of “participation” by the different social actors, 
but mainly by the population being served where two contrasting ra-
tionales still prevailed: passive versus active intervention, the latter be-
ing the one that predominates among beneficiaries of the anti-poverty 
programs. An argument closely related to the prevailing tension be-
tween policy-public interests, objectives and interventions and those 
defined by the population according to their social and cultural values, 
lifestyles and needs.  
 Finally, the author provides useful suggestions for crucial issues 
and key actors that should be carefully considered, such as the expan-
sion of the program to communities without access to schools and 
health clinics; the improvement of the quality of services and of in-
come and working conditions for health personnel, including support 
for midwives, and a more integrated RH approach, including issues 
such as maternal mortality, domestic violence and HIV/AIDS preven-
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tion. Moreover a gender equity perspective in the design and operation 
of the program is urgently needed to secure men’s participation in 
health programs, eliminate women’s compulsory workload, and guar-
antee reproductive rights, in particular with regard to coercive steriliza-
tion procedures. As in most of the other papers included in this book, 
a paradoxical central question stated by the author is the adverse ef-
fects of current neoliberal economic development policies that have 
led to the reduction of social expenditure and therefore health care 
expenditure and which instead of diminishing poverty continue to pro-
duce more vulnerable, poorer living conditions, particularly for women.  
 Dealing with another insufficiently researched area, namely the 
potential implications and consequences of legislation in the popula-
tion field, Elza Berquó and Suzana Cavenaghi (Chapter 15) evaluate the 
impact that the 1997 law on sterilization in Brazil has had on the paid 
services offered by public health institutions regarding this procedure 
and on their reproductive rights. From their description of the context 
of sterilization prior to the passage of this law, the authors show the 
high national prevalence of married women who have been sterilized, a 
procedure usually performed using c-section deliveries, with enormous 
variations between regions, with the highest levels being found among 
the less developed ones and representing the most frequent practice of 
all contraceptive methods for many years. They also point out the 
higher proportion of sterilization among women in their early repro-
ductive lives, as wells as among illiterate women or those with the low-
est educational attainment, suggesting that this practice represents 
virtually the only access to contraceptive methods for the most vulner-
able groups. 
 In an attempt to analyze the impact on sterilization of the new 
law, a follow-up survey with monthly structured interviews were car-
ried out for six months after the initial contact among pregnant and 
non-pregnant women and among men who were applying for volun-
tary sterilization in two different types of public health facilities. The 
survey was undertaken in 2000 in six State capital cities in Brazil, with 
the highest prevalence rate of sterilization, at different stages in the 
implementation of the law in public health facilities. The main objec-
tives were to determine the long-term outcome of the demand for ster-
ilization, as well as the compliance with criteria stated in the law for 
current female and male sterilization practices, such as age and parity, 
the fulfillment of the two-month minimum waiting period between the 
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application for sterilization and its performance, the prohibition of 
tying the woman’s tubes during delivery or abortion within 42 days 
following either procedure, a criterion established in the law with the 
objective of discouraging early sterilization and diminishing the high 
levels of c-section procedures. In addition, structured interviews were 
carried out with health professionals and RH program coordinators 
about their perceptions of these criteria. The authors note that the het-
erogeneous implementation of the new legislation by the different re-
search health sites and the existence of more or less restricted health 
contexts for the performance of sterilization vary according to the in-
correct and misleading interpretation of the law by professional staff, 
their disagreement with the criteria established and the lack of health 
facilities to respond to the high demand. Survey findings show the dif-
ferent profile that characterized both pregnant and non-pregnant 
women, as well as men, seeking sterilization, suggesting the prevalence 
of more disadvantageous conditions for non-pregnant women. Of par-
ticular interest is the authors’ outcome about the lower use of safe sex 
after sterilization, where men rely more on their partners’ fidelity than 
women on their partners’ behavior, indicating the need for prevention 
programs because of the higher risk and greater vulnerability among 
sterilized individuals. Although changes in the legislation regarding the 
norms and criteria to regulate sterilization procedures are crucial to 
reducing abuses of this practice and to meeting men and women’s 
health needs and their reproductive rights, the findings of the paper 
highlight some worrying aspects that restrict its enforcement, since 
female sterilization during c-sections continues to occur. These include 
the prevailing medical-institutional rationale for reducing the long es-
tablished practice of female sterilization during c-section deliveries or 
abortions and the incomplete compliance with the main criteria estab-
lished by the new legislation, In addition, they underline the existing 
social and cultural barriers involving the permanence of some gender 
asymmetry as regards sterilization practices, in which men’s demands 
are more likely to be met and non-pregnant women experienced the 
greatest difficulty in implementing their reproductive decisions. As the 
authors state, there is still some ambiguity regarding compliance with 
legal regulations, which have led to the reduction of this abusive prac-
tice while also restricting the exercise of women’s reproductive rights 
mainly as a result of the conservative reactions of health professionals, 
allied to the health bureaucracy and the failure to acknowledge 
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women’s reproductive rights. This subject-line of research, which is 
also highly related to the quality of reproductive health services being 
offered, warrants further theoretical developments and empirical analy-
sis of the institutional and individual sterilization rationale, circum-
stances and practices that have prevailed in many underdeveloped 
countries, particularly in comparison with the experiences of more de-
veloped countries, where the rate of female sterilization and c-sections 
is much lower. Within this comparative scenario, should sterilization in 
the former countries be regarded as a real, voluntary free choice for 
women or do women still opt for sterilization mostly because they lack 
effective contraceptive options, counseling services, and access to qual-
ity reproductive facilities? What other sorts of changes and interven-
tions, apart from full compliance with legal ones, are needed to reduce 
both the abuse of sterilization and c-section procedures and to extend 
women’s choices of safe contraceptive methods?  
 
 
3. Final remarks 
 
 The papers in this book provide an overview of the various con-
ceptual and methodological perspectives and the immense array of 
crucial and critical situations surrounding the relationships between 
RH, poverty, unmet needs and access to quality health services in un-
derdeveloped countries. We hope that their findings and suggestions 
can lead to innovative and creative research agendas, which in turn will 
allow for a better definition, design and implementation of interven-
tions in this area.  
 The conference from which these papers were drawn, attracted 
over 50 researchers from 27 different countries, mostly from Asia, Af-
rica, Latin America and some from Oceania, Europe and the United 
States. We would like to thank them for their participation, and for 
their patience in incorporating the suggestions of the Ad Hoc Commit-
tee, comprising various researchers, to whom we are also grateful. We 
would particularly like to thank Philippe Collomb, for entrusting us 
with the scientific coordination of this seminar, as well as Hartati Ayral, 
for the secretarial support provided for over two years, without whom 
it would never have been completed. Special thanks are also due to 
Napaporn Chayanov, co-organizer of this seminar and the program, 
who, in conjunction with the team of assistants from the College of 
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Population Studies of Chulalongkon University in Thailand, made this 
event a successful and enjoyable academic experience. We are grateful 
to Nancy Moss, Sophie Le Cœur and Bruce Caldwell for drafting the 
final report on this meeting, and to Eric Vilquin for re-reading, correct-
ing and editing the papers and the book. Finally, thanks are due to 
UNFPA for its financial support, without which this seminar would 
not have been possible. 
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1.  Introduction 
 
 Recent years have witnessed a growing interest in the assessment 
of economic status of households and the identification of the rela-
tively poor in demographic/reproductive health research. This has 
largely emanated from an increasing emphasis on the powerful associa-
tion of economic status (and of poverty) with demographic/ reproduc-
tive health behavior and the increasing recognition of the need for 
formulating pro-poor development strategies to eliminate inequalities/ 
disparities, especially in the context of sustainable development (United 
Nations, 1994). Paralleling this process has been the conceptualization 
of poverty as a multidimensional phenomenon, encompassing eco-
nomic status as well as cultural, political, and ideological dimensions, 
the media within which poverty is rooted and reproduced. Although 
poverty is now embedded in a wider context and not merely as the lack 
———— 
 1.  HUIPS, 06100 Ankara, Turkey. E-mail: ahanciog@hacettepe.edu.tr. 
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of capacity to meet basic needs, the economic status of households is 
still a desirable analytical tool in research, at least as a variable that can 
be used in conjunction with other poverty-related attributes. 
 However, the measurement of economic status and wealth and the 
identification of the relatively poor remain as major challenges in 
demographic/reproductive health research. Concurrence is absent on 
robust and powerful indicators of economic status that can be con-
structed with data collected in sample surveys. Typically, in both de-
scriptive and analytical studies that use survey data, demographic/ re-
productive health behavior is associated with such characteristics as the 
education of women (and men, but more often with that of women), 
urban-rural residence, occupation, ethnicity, religion and other socio-
cultural or socioeconomic variables. Multivariate analysis/predictive 
models often lack independent variables that signify the economic 
status of households, or at best, tend to use proxy indicators. This is 
particularly true for research in developing countries, where the sole 
information sources for analyzing the determinants of demographic/ 
reproductive health behavior are cross-sectional, single-round demo-
graphic and reproductive health surveys, such as the Demographic and 
Health Surveys (DHS) and the Reproductive Health Surveys (RHS), 
which, in turn, do not provide any direct information on economic 
status. It is also often the case that in such countries, well-formulated 
and official or semi-official taxonomies of economic status and/or so-
cial strata do not exist. In short, despite the general recognition that 
economic factors have an indispensable explanatory power in regard to 
most reproductive health behavior, practical and theoretical problems 
preclude the collection of information on economic status in demo-
graphic sample surveys. 
 The orthodoxy in estimating the economic status of households is 
to collect information on income, or more preferably on consumption 
expenditures, usually by using data collection strategies other than sin-
gle-round surveys (Diamond et al., 2001). Questionnaire modules used 
for collecting data on consumption expenditures, even if adapted for 
inclusion into single-round demographic surveys, are lengthy and re-
quire, in addition to cash expenditures, the collection of information 
on expenditure items such as social transfers, subventions, exemptions, 
in kind payments, inter-household transfers, and home production of 
food, which are clearly difficult to recover accurate information on. 
Moreover, such lengthy questionnaire modules are often considered as 
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an extra burden on respondents, already under pressure to respond to a 
voluminous amount of questions on reproductive health and demo-
graphic histories, like those in the DHS questionnaire modules. Not 
surprisingly, very few demographic and reproductive health surveys 
collect detailed information on household expenditures, and in most 
countries, the collection of such information is often confined to the 
Living Standard Measurement Surveys (LSMS) or Household Budget 
Surveys (HBS)2. Such surveys, in turn, provide little, if any information 
on demographic/reproductive health behavior3. 
 In the absence of information on consumption expenditures and/ 
or income from demographic and reproductive health surveys, re-
searchers often tend to collect and use proxy information on economic 
status, usually in the form of ownership of household assets, land own-
ership, dwelling characteristics and the like. Such information is utilized 
in a variety of ways to construct indicators of economic status, most 
often in the form of indexes constructed by using information on 
ownership of household assets. These indexes typically do not refer to 
current income or consumption, or to absolute poverty, and can only 
be regarded as measures of relative wealth or economic status focusing 
on households’ or individuals’ position within the overall distribution. 
 Among the asset-based approaches to the assessment of the eco-
nomic status of households, the simplest is perhaps the assignment of 
equal weights to all household assets. A household scores one point 
upon the ownership of an asset, and no points if the household does 
not possess the asset in question. The aggregated asset score is then 
taken as an indication of the household’s economic status. This ap-
proach is further discussed (and indeed utilized) in the following sec-
tions. Another approach is to impose a set of weights to the household 
assets in question, often by estimating their average prices; an approach 
———— 
 2.  For reviews of the methodologies and contents of these surveys, see Grosh 
and Glewwe (2000) and Grosh and Munoz (1996). 
 3.  A major conceptual problem would remain unsolved even if such information 
were collected simultaneously, due to the lack of proper correspondence of the relevant 
time frames. Consumption expenditures largely reflect current economic status of 
households, whereas current demographic/reproductive behavior of household 
members is shaped over a course of time, during which economic status of the 
household may have varied considerably. There would clearly be a problem of 
synchronicity between current economic status and demographic/reproductive 
behavior, which cannot be dissociated from past demographic/reproductive 
experiences. 
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that necessitates extra work and the use of a considerable amount of 
external information, intrinsically prone to a multiplicity of errors4. A 
third option is to regress all assets as separate factors on the dependent 
variable of interest, say, on a key indicator of early childhood mortality. 
The resulting regression coefficients for each of the assets can be con-
sidered as the “weights” of the assets, and the set of weights as form-
ing an index of economic status (Montgomery et al., 1999). However, 
since 

“…many assets play a both direct and indirect effect on outcomes 
[…], there is no way to infer from the unconstrained coefficients on 
the asset variables from a multivariate regression analysis the impact 
of an increase in wealth” (Filmer and Pritchett, 1998). 

 A relatively recent effort in this area has been the formulation of 
an “asset index” by Filmer and Pritchett (1998), which appears to have 
found significant support in the research community. The Filmer and 
Pritchett Asset Index, as described in more detail below, is based on 
using principal components analysis to derive weights for household 
assets, which are then used to construct a weighted aggregate index, 
and consequently, to classify households (or survey populations) into 
quintiles of “wealth”5.  
 The present paper poses a simple question in relation to the Fil-
mer-Pritchett approach and proceeds from there: Does using a sophis-
ticated statistical analysis tool lead to the production of a more power-
ful (proxy) indicator of economic status/wealth? Compared with other 
approaches that use more or less the same information but do not util-
ize sophisticated statistical techniques, does the Filmer-Pritchett ap-
proach produce a proxy index of economic status that better explains 
———— 
 4.  Information on the prices of household assets can be estimated by using 
different ways. These would include asking the costs of assets to the respondents, or 
using average prices of each asset from official sources. In any case, the accuracy of 
the estimates is likely to be questionable. The information collected is often below 
par due to recall problems. Furthermore, the existence of inflation may distort the 
comparability of prices of household assets which may have been acquired over a 
considerable time span. There are also problems in connection with the use of 
“average” prices: it may be that a specific household asset will have a wide range of 
prices depending on the brand. Also, the “prices” of some assets or housing 
characteristics may be very difficult to estimate: consider estimating the average price 
of a flush toilet, for instance. 
 5.  The Filmer and Pritchett Asset Index appears to be named with a variety of 
terms: the Wealth Index, the Asset Index, the Standard of Living Index, etc. 
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differentials in demographic/reproductive health behavior? In short, is 
it worth the effort to use principal components analysis, which proba-
bly alienates the less statistically minded researcher or the potential 
non-technical reader by relying on an abstract set of weights for 
household assets? Or, is it possible to obtain similar results by using 
other, simpler approaches? 
 
 
2.  Data 
 
 Analyses in this paper were carried out with data of the Turkey 
Demographic and Health Survey (TDHS), conducted in 1998 as part 
of the international Demographic and Health Surveys (DHS) program 
(HUIPS and Measure DHS+, 1999). The TDHS mainly used method-
ologies and survey instruments designed by the DHS, although some 
modifications were introduced to adapt the survey to local needs6. The 
TDHS used a multistage, stratified cluster sampling approach, repre-
sentative of the country. 
 The TDHS collected information via a number of survey instru-
ments. The household questionnaire included a household roster and 
collected information on housing characteristics and ownership of du-
rable goods. Information collected via the household questionnaire is 
used in this paper to construct the indexes of economic status. The 
TDHS also collected information from all women aged 15-49 regard-
ing their reproductive experiences and demographic behavior, by using 
women’s questionnaires. A wealth of information was collected on re-
productive health via these questionnaires, some of which are used in 
this paper. Additionally, the TDHS collected information from a sub-
set of husbands of interviewed women. Finally, anthropometric meas-
urements of women and children were undertaken to assess their nutri-
tional status. 
 The TDHS collected information from 8,059 households, 8,576 
women aged 15-49, and 1,971 husbands. No effort was made to collect 
information on consumption expenditures or income, with the excep-

———— 
 6.  Detailed information on the methodology of the TDHS and the DHS can be 
found in HUIPS and Measure DHS+ (1999). 
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tion of a small number of questions that were asked to estimate the 
amount of cash income of the household7. 
3.  Indexing household economic status 
 
3.1.  The Asset Count Index (ACI) 
 
 The most commonly used and simplest asset-based index for as-
sessing the economic status of households can be named as the Asset 
Count Index (ACI), which is based on a simple count of the number of 
assets owned by households. In other words, rather than assigning 
weights to each household asset on the basis of an “objective” or sta-
tistically determined criterion, each household asset is assigned an equal 
weight (see Wang, 2002, or Gage et al., 1996, for instance). This ap-
proach is simple and easy-to-use, yet its main shortcoming lies in its 
simplicity, in particular, the assignment of equal weights to household 
assets. For instance, Gage et al. (1996) use this approach to construct 
an index which ranges from 0 to 6, based on scores of 1 for each of the 
6 items potentially present in the household, namely 1) some toilet fa-
cility, 2) piped drinking water, 3) electricity, 4) non-mud floor, 5) radio, 
and 6) motorcycle or car. Households are then categorized into groups 
of low, medium and high socioeconomic status based on their index 
values, respectively 0-1, 2-3, and 4-6. 
 By allocating equal weights to each household asset, the ACI fails 
to take into account the varying ease with which a household can ac-
quire the assets in question. By owning a car, which might be a rela-
tively expensive investment, a household is effectively assigned the 
same score with having a radio, which might be widespread and easily 
accessible with little cost to individual households. A household that 
———— 
 7.  Acknowledging the difficulty of collecting comprehensive information on 
income or consumption expenditures with a small number of questions that would 
be tolerated into the questionnaires, the TDHS aimed at classifying households in 
terms of their cash income brackets. Cash income was not asked directly to the 
respondents. First, respondents were required to state whether their income was 
below a certain amount; if not, they were asked if their income was above a certain 
amount. By asking a chain of such questions, the information obtained allowed the 
placement of the household in an income bracket during the analysis stage. These 
questions were largely experimental, seeking to answer whether such information 
would be correlated with information on household assets, and whether such 
information would enhance the performance of multivariate analyses. Some analyses 
of this information were performed, but all remain unpublished to date. 
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has all assets but a car scores the index value of 5, as does a household 
which owns a car and other assets, but does not own a radio. In this 
case, index scores are equal although it is clear that to own a car would 
require incomparably larger economic resources than to own a radio. 
Nevertheless, even with such flaws, the ACI is commonly used by re-
searchers who refrain from constructing more sophisticated indexes 
for one reason or another. 
 
3.2.  The Filmer and Pritchett Asset Index (FPAI) 
 
 Recently, an asset-based index which uses weights for household 
assets was proposed by Filmer and Pritchett (1998; 1999). For the con-
struction of a weighted index of household assets and housing charac-
teristics as a proxy indicator of economic status/wealth, Filmer and 
Pritchett (1998) make use of two sets of variables typically found in 
demographic survey data. The first set includes variables on the owner-
ship of various household assets, such as television, refrigerator, bicycle 
and the like. The second set includes variables on housing characteris-
tics, such as presence of electricity, source of drinking water, and floor 
material. An index constructed from these variables is then used to 
rank households or survey population by their economic status/ 
wealth8. 
 For the construction of the FPAI, each household asset is as-
signed a weight or factor score generated through principal compo-
nents analysis. Principal components analysis extracts from a large 
number of variables those few orthogonal linear combinations of the 
variables that best capture the common information. The first principal 
component produces a linear index of the underlying variables9. Con-
———— 
 8.  In the first applications of the method, Filmer and Pritchett estimated 
standardized scores of economic status for households and subsequently ranked 
households into “wealth quintiles” without any reference to the survey population. In 
this variant of the method, each household member is assigned an asset index score 
which has been calculated by assuming equal weights for households. In later 
applications, however, the calculation of standardized scores is carried out on the 
basis of households, but consequently, survey populations, rather than households 
are categorized into wealth quintiles. This can be achieved by weighting households 
by the number of household members and estimating the quintile cut-off points on 
the basis of the survey population.  
 9.  Filmer and Pritchett (1998) argue that the “factor” which explains the largest 
amount of “co-movement” of different assets can be interpreted as a household’s 
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sequently, each household is assigned an index value of “wealth”, 
whose mean is normalized to zero by the principal components proce-
dure. The standardized index values of households are then weighted 
by the number of household members and are subsequently used to 
create break points that define wealth quintiles, ranging from the poor-
est (survey population scoring the bottom 20% of the index values) to 
the richest (top 20% scoring households). 
 The FPAI is an attractive way of producing a proxy indicator of 
economic status/wealth from a number of respects. It has appeared to 
be a good proxy, performing well, if not better than consumption ex-
penditures, in explaining differentials in educational attainment and 
enrolment and a variety of other indicators (Filmer and Pritchett, 1998; 
Montgomery et al., 1999). It is considered to refer to long-run wealth, 
rather than to current economic conditions, which means that it is well 
suited for use in conjunction with social behavior, which is also deter-
mined in the long-run. The Filmer-Pritchett procedure produces stan-
dardized index scores, which can easily be used in multivariate analyses 
as a continuous variable. By dividing households into quintiles, the 
relatively poor can be identified, by taking the population in house-
holds with the lowest 20 or 40% of index values – in other words, the 
population in the first quintile or in the first two quintiles. Finally, the 
index can be constructed by using a relatively small number of vari-
ables10, often included in field surveys in any case. 
 The index has gained considerable popularity during the last few 
years11, perhaps at least partly due to the institutional support it re-

———— 
economic status, i.e. the first principal component. They recognize a generic problem 
with the principal components procedure, though: the difficulty in explaining second 
and higher order components. In trials of the index with various country data, the 
first eigen values are relatively high, but so are the eigen values of the second and 
sometimes the third component. Although such results imply that the “co-
movement” of the assets is explained by more than one factor, Filmer and Pritchett 
still suggest the use of the first principal component for deriving weights for 
household assets. 
 10.  Although the FPAI can be constructed by using information on a small set 
of household assets, it has also been shown that increasing the number of household 
assets enhances the performance of the index and increases the variability of index 
scores across households (Johnson, 2001). 
 11.  The sudden gain of popularity of the Filmer-Pritchett index is somewhat 
surprising and is probably a reflection of the desperation of researchers to come up 
with analyses to link demographic/reproductive health and economic status, particu-
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ceived. For instance, the World Bank teamed up with experts from the 
international DHS project to perform analyses on DHS data from 
various countries, attempting to show the relationship of economic 
status, determined by using the Filmer-Pritchett approach, with repro-
ductive health, demographic behavior and other characteristics in-
cluded in DHS data. Currently, results for 44 countries are available 
(World Bank, 2002; Rutstein, 2002), including Turkey (Gwatkin et al., 
2000) but based on the results of the 1993 TDHS. Second, the Multi-
ple Indicator Cluster Survey (MICS) project, conducted in 2000, advo-
cated the use of the index12. The objective of the worldwide MICS 
project was to conduct field surveys in developing countries to fill in 
data gaps in the area of child rights for survival, health, protection, etc., 
through the collection of information on such indicators as infant and 
child mortality, child morbidity, education, preschool development, 
immunization, diarrhea, and orphanhood. Countries carrying out the 
MICS were advocated by UNICEF, the sponsors of the project, to col-
lect information on a variety of household assets13, so that the FPAI 
could be calculated and the linkages between poverty and child rights 
could be assessed, albeit in the descriptive country reports (UNICEF, 
2002). In addition to these major efforts, the Filmer-Pritchett index has 
now been used in numerous studies by researchers from around the 
world (El Khoury and Panizza, 2001; El-Kogali and Suliman, 2001; 
Wagstaff and Yazbeck, 2001). 
———— 
larly poverty. Macro International Inc. is now using the index to produce information 
sheets for DHS showing differences in health, nutrition and population outcomes by 
wealth quintiles in different countries, and the World Bank is using the index to 
monitor socioeconomic programs and reforms in the health sector. The adoption of 
the index as a major monitoring tool is somewhat unexpected and possibly too cou-
rageous, given its indirect nature and a variety of criticisms directed towards it. For 
these criticisms, see the main text. 
 12.  Interestingly, UNICEF refers to the FPAI as the “DHS Wealth Measure”. 
The index was developed to measure intra-country economic status from data of any 
household survey, but the obvious primary target for performing analysis with the 
index was the DHS surveys. Most applications of the index indeed use DHS data. 
The collaboration between the World Bank and the DHS project must have led 
UNICEF to name the index as such. 
 13.  UNICEF (2002) suggests the use of information on the following assets for 
the construction of the FPAI: main material of dwelling floor, number of rooms in 
the dwelling, main source of drinking water, toilet facility used, possession of elec-
tricity, radio, television and refrigerator, ownership of bicycle, motorcycle and car, 
and main cooking fuel used by the household. 
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 Despite the sudden popularity of the index, there are also studies 
that have pointed out its various shortcomings. For economists, who 
are accustomed to using measures of absolute poverty or economic 
status (in the form of poverty head-count ratios, for instance), the 
measure is unconventional and is of limited use in various situations. 
One major criticism of the index is the impossibility of using it for 
comparative purposes across populations or over a period of time, 
which applies to all asset-based (and other) proxies or measurements of 
economic status that effectively measure relative, rather than absolute 
economic status/poverty (Ferguson et al., 2002). However, there are 
some recent efforts to modify the index so that comparability across 
countries is ascertained, by using a common set of assets for all coun-
tries (Johnson, 2001). Another major objection to the index is based on 
the observation that the tendency to acquire an asset differs among 
households from different cultural backgrounds (Ferguson et al., 2002), 
which means that the index actually measures other dimensions of 
variation in addition to wealth and is effectively incomparable across 
households. 
 
3.3.  The Asset Prevalence Index (API) 
 
 The Asset Prevalence Index (API) was first developed in the mid-
1990s (Hancioglu, 1995) but has been used very little in research14 with 
the exception of one study which used a preliminary version (Tunc-
bilek et al., 1996). The index is constructed by using population-level 
data on the possession and presence of various household assets and 
housing characteristics and assigning component scores to households 
based on the abundance (prevalence) or rarity of each asset/ character-
istic in the general population. 
 The API is based on the observation (and assumption) that a 
household’s wealth is positively correlated with its ownership of 
household assets that are not easily accessible by the majority of 
households in the general population. In other words, the cost of an 
———— 
 14.  One study by Kalaycioglu et al. (1997) appears to use information on household 
assets in a somewhat similar fashion, but only as part of a broader index of 
“socioeconomic stratification”. Even in this case, the information on the prevalence of 
ownership of household durable consumer goods is used in conjunction with the 
average market prices of the durables in question. The authors do not specify whether 
this approach was adopted from another study, or whether it was their own design. 
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asset is inversely correlated with its abundance, at least roughly – the 
more expensive an asset, the rarer it would be expected to be present 
in households. In short, those households with high economic status 
would have more access to expensive (and rare) assets than those with 
low economic status, while an inexpensive asset would be accessible by 
the majority of households. 
 Calculation of the API, based on this simple logic, is straightfor-
ward. First, a number of household assets are selected for the construc-
tion of the index, including durable consumer goods and housing char-
acteristics. The abundance of each asset in the general population is 
then determined by running simple frequency distributions. The per-
centage of population in households without a specified household 
asset is then used as the weight of the asset in the index. In other 
words, if, in the general population, 95% of households own a televi-
sion, a household which owns a television obtains a component score 
of 5. If 34% of the general population own a car, then an individual 
household which owns a car obtains 66 component points. In this 
scoring procedure, a household which owns a common asset obtains a 
low score from that asset, while a household which owns a household 
asset rarely found in households obtains a high score. The index value 
is calculated by summing the component scores that a household has 
received from each asset. A high index value is therefore indicative of 
high economic status. A household which does not own any of the as-
sets scores zero. For reasons of comparability with the other indexes, 
the API scores are also standardized into z scores with a mean of zero 
and standard deviation of 1. The API, like the FPAI, produces a con-
tinuous variable that can be used in multivariate analysis, and as with 
the FPAI, households are categorized into quintiles of wealth based on 
their standardized index scores.  
 An inherent problem of the API is that the logic behind its con-
struction may not hold true for some consumer goods or housing 
characteristics. In Turkey, for example, some household assets, like 
refrigerators, have become the norm: the absence of a refrigerator in a 
household can safely be attributed to the lack of economic competence 
of the household to buy it. This probably holds true for most house-
holds not owning a refrigerator. Such assets are found commonly in 
households, and a household that owns such an asset obtains a low 
component score from this item in the API. The problem is that the 
absence of some other household assets cannot be solely attributed to 

 



50 A. HANCIOGLU 

the lack of economic competence to acquire them. Ownership of cer-
tain household assets may be very strongly correlated with their local 
availability, with the exposure of the household to information on the 
asset in question, or simply with taste, rather than the cost of the 
household asset and hence the economic potency of the household. A 
household may well be capable, in terms of purchasing power, to buy a 
car, but may not choose to buy an inexpensive item such as a camera, 
simply because the good in question is irrelevant to the tastes of 
household members. Households secluded in remote areas, for in-
stance, may not be aware of the existence of or in need of relatively 
new innovations like computers or dishwashers – ownership of such 
assets is therefore a matter of informed choice and not necessarily of 
economic potency. Further still, some households may actually prefer 
not to have a flush toilet in the house and prefer a closed pit outside 
the house, purely for cultural reasons. Despite these conceptual prob-
lems, a household that owns a rare asset as a camera obtains a high 
API score, while a household that owns a car (assuming that cars are 
more common than cameras) obtains a lower API score: ownership of 
a camera increases the API score by a larger margin than does the 
ownership of a car. 
 It is possible, of course, to construct the API on the basis of only 
those housing characteristics or household assets which can be safely 
assumed to be desirable by most households, the desire being relatively 
autonomous from taste, informed choice, or local availability15. How-
ever, trials with the API have shown that the inclusion of all household 
assets, as opposed to the inclusion of a basic set, enhances the per-
formance of the index. From a practical point of view, the use of a lar-
ger number of assets increases the variation across households. Never-
theless, two variants of the API were constructed in this study: the first 
variant with the inclusion of a large set of assets and characteristics, 
including those whose ownership may be choice-related, and second, 
by utilizing only those assets or characteristics considered to be desir-
able by the overwhelming majority of households. 
 
 

———— 
 15.  This is probably true for all asset-based indexes, including the FPAI. 
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4.  Household assets 
 
 Information on the possession of 17 household assets from the 
TDHS were used to construct the indexes. Thirteen items relate to the 
possession of durable consumer goods; four items refer to the pres-
ence of specific housing characteristics. Proportions of population in 
possession of these assets in their households range from 3.6% (pro-
portion of population in households with a computer) to 92.9% (pro-
portion of population in households with a refrigerator) (Table 1).  
 
 

Table 1 
Ownership/presence of household assets and housing characteristics, 

survey population, urban and rural areas, Turkey, 1998 
 

Percent of survey population 
in households with: 

Na-
tional 

Urban Rural 

Television 92.8 96.0 87.1 
Refrigerator 92.9 96.6 86.4 
Car 26.2 29.0 21.5 
Telephone 77.7 81.7 70.8 
Oven 65.7 76.1 47.9 
Dishwasher 13.5 19.8 2.7 
Washing machine 60.5 74.7 36.0 
Vacuum cleaner 61.7 75.9 37.4 
Video player/recorder 10.1 13.8 3.7 
Camera 33.3 40.5 20.9 
CD player/music set 13.5 18.7 4.7 
Mobile telephone 12.6 17.6 3.9 
Computer 3.6 5.4 0.4 
Piped water/bottled water 67.4 89.2 29.7 
Private flush toilet 62.8 86.3 22.2 
Finished floor material 74.8 83.9 59.2 
Heating with central or private radiator 9.3 14.2 0.8 
Number of observations (unweighted) 37,991 24,367 13,624 

 
 
 There are profound urban-rural disparities in terms of ownership/ 

presence of the selected household assets in Turkey, which also pro-
vide some hints as to the possession of which assets are choice-related. 
For instance, dishwashers, video players, CD players, mobile tele-
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phones and computers have very low proportions in rural areas, and 
are probably lesser-known goods for much of the rural population. It 
happens to be the case that these durable goods are newer innovations, 
compared to other goods which have higher proportions. On the other 
hand, some rural households would typically be unable to use bottled 
water or equip the dwelling with central heating even if they desired, 
simply because bottled water is not marketed in some rural areas and 
central heating systems are only applicable if dwellings are multi-story 
buildings, which is generally not the case for the overwhelming major-
ity of rural dwellings. 
 
 
5.  Results and comparisons of index scores 
 
5.1.  The ACI 
 
 All 17 household assets were used for the construction of the ACI. 
To circumvent the problem of missing information on some house-
hold assets, the ACI was calculated as a proportion rather than a simple 
count: a household which had ownership information on all 17 assets 
and owned 11 of them was assigned an initial ACI score of 0.647, 
while a household which had ownership information on 15 household 
assets, had missing information on the two remaining assets, and 
owned 9 household assets was assigned an initial ACI score of 0.616. 
ACI scores ranged from 0.0 (households which owned none of the 
assets) to 1.0 (households which owned all of the assets). The proce-
dure produced only 34 distinct ACI values17, which were transformed 
into standardized z scores with a mean of 0 and standard deviation of 1. 

———— 
 16.  Households which had missing information on more than half of the assets 
were assigned missing values for the ACI. 
 17.  If there were no missing information on any of the assets, 18 different values 
would have been obtained, ranging from 0 to 17. Usually, studies using the asset 
count index do not mention the problem of missing information (Gage et al., 1996; 
Wang, 2002). In fact, taking the missing information into consideration and calculat-
ing the API as a proportion rather than a simple count has two positive effects on 
the resulting index scores: 1) A larger number of index scores are obtained, thus pro-
viding a wider range of index values, 2) A downward bias in the index scores of 
households with missing information on some assets is eliminated. 
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 Some 81.3% of the survey population owned at least a quarter of 
the household assets, 43.1% owned at least one half of the assets, and 
approximately 8.9% of households owned at least three quarters of the 
household assets. These proportions are only approximate, since the 
number of distinct index values is rather low. This is clearly observed 
in Figure 1 with the seesaw pattern of the index values by the cumu-
lated survey population. 

Figure 1
Cumulative distribution of survey population by ACI,

1998 TDHS
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5.2.  The FPAI 
 
 The FPAI was also constructed by using information on the own-
ership/presence of all 17 household assets. The first principal compo-
nent had an eigen value of 4.682 and explained 27.5% of the total vari-
ance. This is a relatively high figure, compared to an analysis per-
formed on the data of 35 countries, where the variance explained by 
the first principal component ranged between 18.6% and 30.9% (Fil-
mer and Pritchett, 1999). However, as in the other applications of the 
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FPAI, the second and third principal components also had eigen values 
above 1 (1.739 and 1.250 respectively), which is usually taken as the 
cut-off point for the determination of the number of underlying fac-
tors in principal components analysis. However, in line with the rec-
ommendations of Filmer and Pritchett, the “weights” of the assets 
were based on the component scores extracted with the first principal 
component. 1,552 distinct FPAI scores were obtained as a result. Fig-
ure 2 shows that a relatively smooth cumulative distribution of the 
FPAI was obtained.  
 
 

Figure 2
Cumulative distribution of survey population by FPAI,

1998 TDHS
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5.3.  The API 
 
 The third approach that was used to construct a proxy index of 
economic status was the Asset Prevalence Index. Two variants of the 
index were calculated. The first variant, designated as API-1, used in-
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formation on the possession of all 17 assets. The second variant (API-
2), a reduced version of the API, excluded durable consumer goods/ 
housing characteristics owned by/present in the households of less 
than 20% of the survey population. The 20% cut-off point was as-
sumed to be sufficient in reflecting that the ownership/presence of the 
asset is correlated with consumer taste (for instance, video players and 
cameras), local availability (heating with private or central radiator), or 
informed choice (for instance, dishwasher)18. API-2 was constructed 
with 11 variables. 
 In accordance with the prevalence of household assets in Turkey, 
the maximum score that a household obtained on the basis of any asset 
was 96.4 points, in the case of possession of a computer, a rarely found 
asset in Turkish households. Ownership of a refrigerator generated 
only 7.1 points, because refrigerators are commonly found in Turkish 
households. A household which owned/had all of the household assets 
initially scored 921.6 points, in the case of API-1. In the calculation of 
API-2, a household which possessed all 11 household assets scored the 
maximum 384.2 points (Table 2). The API-1 and API-2 scores were 
 
 

Table 2 
Ownership/presence of household assets and housing characteristics, 

and weights of household assets in the asset prevalence indexes, Turkey, 1998 
 

Percent Weight of asset Percent of survey population 
in households with:  in the API-1 in the API-2 

Television 92.8 7.2 7.2 
Refrigerator 92.9 7.1 7.1 
Car 26.2 73.8 73.8 
Telephone 77.7 22.3 22.3 
Oven 65.7 34.3 34.3 
Dishwasher 13.5 86.5 - 
Washing machine 60.5 39.5 39.5 
Vacuum cleaner 61.7 38.3 38.3 
Video player/recorder 10.1 89.9 - 
Camera 33.3 66.7 66.7 
CD player/music set 13.5 86.5 - 
Mobile telephone 12.6 87.4 - 

———— 
 18.  The 20% cut-off point also corresponds to a quintile, used to classify the 
survey population. 
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Computer 3.6 96.4 - 
Piped water/bottled water 67.4 32.6 32.6 
Private flush toilet 62.8 37.2 37.2 
Finished floor material 74.8 25.2 25.2 
Heating with central or private radiator 9.3 90.7 - 
Total (maximum index scores)  921.6 384.2 

Source: 1998 Turkey Demographic and Health Survey. 
also standardized into z scores. Quite expectedly, the API-1 produced a 
wider range of values (1,275 distinct values) and a more smooth distri-
bution was obtained compared to API-2, which had a narrower range 
(572 distinct values) and exhibited seesaw patterns (Figure 3). 
 
 

Figure 3
Cumulative distribution of survey population by API,

1998 TDHS
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5.4.  Comparing standardized z scores of indexes 
 
 Comparing index values across indexes reveals the presence of 
strong correlations between them. It is apparent, however, that when-
ever API-2 is involved in the comparison, the relationship is weaker. 
Clearly, the API-2 does not approximate values obtained by the FPAI 
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(Figure 4, second panel). On the other hand, a strong curvilinear rela-
tionship between the FPAI and the API-1 is observed. A quite interest-
ing result is the strong linear relationship between the FPAI scores and 
the ACI scores: the very need for devising indexes that assign weights 
to household assets rather than treating them with equal weights has in 
part been triggered by the “apparent shortcomings” of the ACI. 
 
 

Figure 4 
Scatter plots between standardized values of the Filmer-Pritchett Asset 

Index, the Asset Prevalence Index, and the Asset Count Index, Turkey, 1998 
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 These results provide only visual evidence on the relationship be-
tween the indexes and are in no way conclusive, but they provide the 
first hints that both the API-1 and ACI, constructed by using simple 
logic, are likely to perform almost as well as the FPAI, despite the fact 
that sophisticated statistical techniques were not used in their construc-
tion. 
 
 
6.  Quintiles of economic status 
 
 As indicated earlier, Filmer and Pritchett (1998; 1999) propose the 
division of the survey population into quintiles of economic status, on 
the basis of index scores assigned to households or the survey popula-
tion. The same procedure can also be applied to the other indexes, 
thereby producing a comparable taxonomy of economic status. By di-
viding the survey population into quintiles, one can hopefully isolate 
those households which lie at the bottom of the “wealth ladder”, in the 
first quintile, which are identified as those in relative poverty on the 
basis of the index values. 
 Comparing the allocation of the survey population into quintiles 
of economic status across the four different indexing approaches con-
firms the broad interpretations based on the figures in Figure 4. The 
first three panels in Table 3 are of specific importance: These tables 
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show the degree of correspondence of the quintiles obtained by the 
Filmer-Pritchett approach with those obtained by other indexes. In all 
three tables, the proportions that show correspondence between the 
indexes (proportions along the left-to-right diagonals) take a U-shape, 
indicating higher degrees of correspondence for the first and last quin-
tiles. In other words, the three indexes approximate the Filmer-
Pritchett taxonomy to a greater degree in the “poorest” and “richest” 
categories, by over 90%, with the exception of the richest quintile in 
the case of API-2. In regard to the identification of those in relative 
poverty, API-1, API-2 and ACI correctly identify more than 90% of 
those indicated by the Filmer-Pritchett approach. API-1 and ACI iden-
tify correctly about 95% of those identified as relatively rich house-
holds by the FPAI. The least convincing correspondence of the three 
indexes between the FPAI appears to be in the case of API-2. For in-
stance, only 52.1% of those allocated into the fourth quintile by the 
FPAI are also classified into the same quintile by the API-2.  
 Regarding comparisons between quintiles produced by the ACI, 
API-1 and API-2, the best correspondence appears to be between 
API-1 and ACI for the higher quintiles, and between the API-1 and 
API-2 for the lower quintiles, i.e. those in relative poverty. The latter is 
not surprising since API-2 is constructed as a subset of API-1. 
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Table 3 

Correspondence between economic status quintiles 
constructed by the Filmer-Pritchett Index, the Asset Prevalence Index 

and the Asset Count Index, Turkey, 1998 
 

  API-1 quintiles n 
  Poorest Second Middle Fourth Richest  

FPAI  Poorest 90.5 9.3 0.2 - - 7,347 
quintiles Second 8.6 78.6 12.3 0.5 - 7,347 
 Middle 0.9 12.0 69.3 17.7 0.1 7,342 
 Fourth - - 18.3 77.0 4.7 7,344 
 Richest - - - 4.8 95.2 7,357 
Total   20.0 20.0 20.0 20.0 20.0 36,738 

  API-2 quintiles n 
  Poorest Second Middle Fourth Richest  

FPAI  Poorest 90.4 9.6 - - - 7,347 
quintiles Second 9.6 77.8 11.8 0.7 - 7,347 
 Middle - 11.6 65.9 21.5 1.0 7,342 
 Fourth - 0.9 17.5 52.1 29.5 7,344 
 Richest - 0.1 4.8 25.6 69.5 7,357 
Total   20.0 20.0 20.0 20.0 20.0 36,738 

  ACI quintiles n 
  Poorest Second Middle Fourth Richest  

FPAI  Poorest 94.5 5.5 - - - 7,347 
quintiles Second 4.4 83.8 11.8 - - 7,347 
 Middle 0.9 10.8 80.5 7.8 - 7,343 
 Fourth 0.1 - 7.7 87.1 5.1 7,344 
 Richest - - - 5.2 94.8 7,357 
Total   20.0 20.0 20.0 20.0 20.0 36,739 

  API-2 quintiles n 
  Poorest Second Middle Fourth Richest  

API-1 Poorest 98.5 0.6 0.1 0.3 0.6 7,346 
quintiles Second 1.1 90.0 8.9 0.0 - 7,339 
 Middle 0.4 7.5 63.9 28.0 0.1 7,355 
 Fourth - 1.7 22.0 48.1 28.2 7,345 
 Richest - 0.2 5.0 23.6 71.2 7,354 
Total   20.0 20.0 20.0 20.0 20.0 36,738 

 

…/… 
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  ACI quintiles n 
  Poorest Second Middle Fourth Richest  

API-1 Poorest 89.4 10.6 - - - 7,346 
quintiles Second 10.3 74.7 15.1 - - 7,339 
 Middle 0.3 14.0 68.2 17.4 - 7,355 
 Fourth - 0.7 16.6 74.4 8.2 7,345 
 Richest - - 0.1 8.2 91.7 7,354 
Total   20.0 20.0 20.0 20.0 20.0 36,738 

  ACI quintiles n 
  Poorest Second Middle Fourth Richest  

API-2 Poorest 88.4 11.6 - - - 7,346 
quintiles Second 10.5 72.1 16.8 0.6 - 7,343 
 Middle 0.1 15.7 64.4 16.4 3.4 7,348 
 Fourth 0.3 0.7 18.7 57.4 23.0 7,346 
 Richest 0.7 - 0.1 25.6 73.6 7,355 
Total   20.0 20.0 20.0 20.0 20.0 36,738 

 
 

Table 4 
Degree of agreement between quintiles of economic status 

constructed by the Filmer-Pritchett Asset Index, the Asset Prevalence Index, 
and the Asset Count Index, Kappa values, 1998 TDHS 

 
 Kappa values 

 API-1 API-2 ACI 

FPAI 0.777 0.639 0.852 
API-1  0.679 0.746 
API-2   0.640 

For all Kappa values: p<0.001. 
Source: 1998 Turkey Demographic and Health Survey. 

 
 
 The Kappa statistic19, calculated to quantify the degree of agree-
ment or correspondence between different indexing approaches also 
shows that the FPAI quintiles agree well with those of other indexes, 
particularly the ACI. In fact, the latter produces the highest degree of 
———— 
 19.  Cohen’s Kappa measures the degree of agreement between the categories of 
two variables when both are measuring the same object. A value of 1 indicates per-
fect agreement, and a value of 0 indicates that agreement is no better than chance. 
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agreement between any pair of indexes. Lowest degrees of correspon-
dence are calculated when quintiles of the API-2 are compared with 
the quintiles of the other 3 indexes. 
 
 
7.  Economic status and reproductive health 
 
 An index of economic status may be used for a variety of reasons 
in reproductive health research. On a descriptive level, such an index 
may be useful in showing gross differentials in reproductive health and 
demographic behavior according to economic status, just as other tax-
onomies are used to show disparities, like those of region, urban-rural 
residence, religion, ethnicity, and education20. Alternatively, one may 
seek to understand, through multivariate analyses, whether economic 
competence is in fact independently correlated with and influences re-
productive health and demographic behavior. From a service delivery 
perspective, the identification of the relatively poor and their reproduc-
tive and demographic behavior may be important, so that pro-poor 
service and policy strategies can be developed to eliminate disparities 
and inequalities. Hence, for one reason or another, the value and use-
fulness of an index of economic status can be assessed by the extent to 
which it reveals the differentials with respect to indicators of reproduc-
tive health and demographic behavior. The recent World Bank effort 
to show disparities in reproductive health and demographic behavior 
by economic status can be considered as an attempt in this respect 
(Gwatkin et al., 2000; World Bank, 2002; Rutstein, 2002). 
 At first glance, this standpoint appears to bear a disturbing tautol-
ogy. The a priori assumption that economic status is in fact associated 
with reproductive health/demographic behavior may simply not be 
true. However, if it is the case that economic status is in fact a power-
ful predictor of reproductive health behavior, then the quest for maxi-
mizing differences in reproductive health between the relatively rich 
and the relatively poor as a means to demonstrate the usefulness of an 
index is justified. 

———— 
 20.  In the main report of the TDHS, the following were used as socioeconomic 
background variables for most of the tables: region, type of place of residence and 
education. No proxy variables for economic status were included. 
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 To test whether this is true, the four indexes of economic status, 
together with other socioeconomic variables, are regressed on a num-
ber of dependent demographic/reproductive health variables. In these 
forward stepwise logistic regressions, the standardized z scores calcu-
lated for the four indexes are alternated without changing the remain-
ing set of socioeconomic variables, so as to be able to assess the com-
parative effects of the indexes on reproductive health/demographic 
variables in a somewhat standardized way. Logistic regression is an ap-
propriate multivariate technique for this purpose, since it allows the use 
of dichotomous dependent variables (which is the case with all repro-
ductive health/demographic variables considered, as described below), 
and the use of continuous or categorical independent variables. 
 The following reproductive health variables were constructed as 
(dichotomous) dependent variables for the regressions: 
• Diarrhea prevalence: The proportion of children under 5 who had had 

diarrhea during the 15 days prior to the TDHS, based on mothers’ 
reports concerning the presence of loose stools. 

• Underweight prevalence: The proportion of children under 5 at the time 
of the TDHS, whose weights were below minus two standard devia-
tions from the median reference standard for their age, established 
by the World Health Organization, the US Centers for Disease 
Control, and the US National Center for Health Statistics 
(WHO/CDC/NCHS). 

• Stunting prevalence: The proportion of children under 5 at the time of 
the TDHS whose heights were below minus two standard devia-
tions from the median reference standard for their age, established 
by WHO/CDC/NCHS. 

• Prenatal care from a medical doctor: The proportion among live births 
during the 5 years prior to the TDHS for which women received at 
least one prenatal care consultation from a medical doctor. 

• Delivery attendance of medical staff: The proportion among live births 
during the 5 years prior to the TDHS that were attended by medical 
staff, including medical doctors, midwives and nurses. 

• Delivery at health facility: The proportion among live births during the 
5 years prior to the TDHS who were delivered at a health facility, 
such as a hospital or health center. 
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• Post-neonatal (PNN) mortality: The probability of dying after the first 
month of life but before the first birthday. Live births during the 
period 1-9 years prior to the survey were included in the analyses21. 

• Use of family planning: The proportion among women aged 15-49 who 
were using, at the time of the TDHS, any method of contraception 
(modern or traditional) to avoid or delay pregnancies. 

 A total of 32 logistic regressions were carried out (8 dependent 
variables, regressed with 4 sets of independent variables each time, 
with alternating indexes of economic status). All resulting regression 
equations were significant at the 0.001 level. Most independent vari-
ables were used for all regressions. These included the region of resi-
dence, type of place of residence, region of residence until age 12, 
mother’s (or woman’s) level of education, father’s (or husband’s) level 
of education, mother’s (or woman’s) gender attitude score, and parents’ 
(or couple’s) mother tongue22. These are sociocultural and socioeco-
nomic variables commonly used in multivariate analyses of reproduc-
tive health behavior in Turkey. Additionally, other independent vari-
ables were entered into regressions depending on the reproductive 
health indicator considered. These included the presence of health in-

———— 
 21.  The post-neonatal mortality variable was constructed as a dichotomous vari-
able by considering a real birth cohort in the denominator. In other words, the prob-
ability was constructed as a proportion which includes in its numerator those infants 
who died during the post-neonatal period, and those infants who had survived until 
the end of the first month of life in its denominator. Live births during the last one 
year prior to TDHS were excluded since some of these children would have not 
completed the risk of dying during the post-neonatal period at the time of the 
TDHS. 
 22.  These variables stand for the following: Region of residence refers to the 5 
regions of the country at the time of the survey, where the Eastern region is the least 
and the Western region is the most developed. Type of place of residence refers to 
urban or rural residence of the household at the time of the survey. Settlements with 
more than 10,000 population are designated as urban areas. The gender attitude 
score was constructed by combining the responses of women to 4 statements regard-
ing gender issues: Women scored one point from each of the following if they agreed 
that a) men are wiser than women, b) Women should not argue with men, c) Impor-
tant decisions in the household should be taken by men, d) Sons’ education is more 
important than daughters’ education. The gender attitude score ranged from 0 (no 
agreement with the statements) to 4 (agreement with all statements). Mother tongue 
was used as a proxy for ethnic background. Other common variables are self-
explanatory. 
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surance of parents23 in the case of prenatal care from a medical doctor, 
delivery attendance of medical staff, and delivery at a health facility. 
Presence of a medical problem around the time of birth24 was used as 
an independent categorical variable in the case of delivery attendance 
of medical staff and delivery at a health facility, while the number of 
living children and years since first marriage were used in the regres-
sions on the use of family planning. 
 Results show that the economic index scores entered all of the logis-
tic regression equations with very powerful degrees of significance. In all 
32 regressions, economic indexes were significant at the 0.001 level, en-
tered the regression equations at the first or second steps, and were 
shown to have considerable net effects on the reproductive health indi-
cators. Increases in economic status scores significantly increased the 
likelihood of provision of prenatal care from a doctor, delivery atten-
dance by medical staff, delivery at a health facility, and use of family 
planning. On the other hand, gains in economic status were negatively 
associated with the prevalence of diarrhea, underweight and stunting in 
children, and with post-neonatal mortality risks. Regression results leave 
no doubt that long-run wealth (that asset-based indexes are supposed to 
approximate) is a powerful determinant of reproductive health behavior. 
 On the other hand, mixed results are obtained for the comparative 
net effects of different economic status indexes, when specific reproduc-
tive health variables are regressed and all other sociocultural variables are 
kept constant. Since the levels of significance of all indexes in all regres-
sions are equal, it is possible to compare the coefficients of indexes when 
regressed on the same dependent variable. For this comparison, a 5% 
cut-off of proximity is used. If the coefficient of an index is within 5% of 
that of the index which appears to be the best predictor, this is consid-
ered to be sufficiently close. The best predicting index is the index that 
has a coefficient with the largest absolute difference from unity. 

———— 
 23.  In cases when (would-be) parents are covered by a health insurance scheme, they 
are fully or partially exempted from paying towards prenatal consultations or deliveries. 
 24.  Women were asked a series of questions to explore whether they had had 
any medical problems around the time of birth. The medical problems specified 
were: a) regular labor which had lasted more than 12 hours, b) excessive bleeding 
that was life threatening (as perceived by the respondent), c) high fever with bad 
smelling vaginal discharge, d) convulsions not caused by fever, and e) episiotomy. 
The dichotomous variable constructed from these information was based on whether 
the woman had any of these problems. 
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Table 5 
Results of logistic regressions: diarrhea prevalence, 1998 TDHS 

 
 FPAI API-1 API-2 ACI 

Region of residence 
 West 
 South 
 Central 
 North 
 East 

1.0000
1.1631
1.3190
1.0504
1.9097

 
 
 
* 
 
*** 

1.0000
1.1602
1.3119
1.0489
1.9324

 
 
 
* 
 
*** 

1.0000
1.1841
1.3400
1.0679
1.9602

 
 
 
* 
 
***

 
1.0000 
1.1752 
1.3260 
1.0450 
1.9190 

 
 
 
* 
 
*** 

Type of place of residence 
 Urban 
 Rural 

     

Mother’s region until age 12 
 West 
 South 
 Central 
 North 
 East 

     

Mother’s education 
 None 
 Primary 
 Secondary 
 Higher 

     

Father’s education 
 None 
 Primary 
 Secondary 
 Higher 

1.0000
0.9409
0.9099
0.4916

 
 
 
 
** 

1.0000
0.9289
0.9005
0.5089

 
 
 
 
** 

1.0000
0.9354
0.8855
0.4520

 
 
 
 
** 

 
1.0000 
0.9409 
0.9178 
0.4895 

 
 
 
 
** 

Mother’s gender attitude score 1.0629 * 1.0643 * 1.0675 * 1.0649 * 
Parents’ mother tongue 
 Both Turkish 
 Both Kurdish 
 Turkish and Kurdish 
 Other 

1.0000
0.7597
2.0988
0.9795

 
 
* 
*** 

1.0000
0.7641
2.0757
0.9781

 
 
* 
** 

1.0000
0.7633
2.0899
0.9708

 
 
* 
** 

 
1.0000 
0.7629 
2.1178 
1.0012 

 
 
* 
*** 

Economic index score 0.7883 *** 0.7638 *** 0.8225 *** 0.7913 *** 
Constant -0.9773 *** -0.9781 *** -0.9849 *** -0.9758 *** 
Entered at step 1  1  1  1  
No. of children under age 
5 

3,310  3,310  3,310  3,306  

Note: A shaded area shows that the variable was insignificant and did not enter the forward 
stepwise logistic regression equation.  
*** p < 0.001, ** p < 0.01, * p < 0.05. 
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Source: 1998 Turkey Demographic and Health Survey. 
Table 6 

Results of logistic regressions: prenatal care from a medical doctor, 
1998 TDHS 

 
 FPAI API-1 API-2 ACI 

Region of residence 
 West 
 South 
 Central 
 North 
 East 

1.0000
1.1079
1.0307
0.8531
0.4532

 
 
 
 
 
*** 

1.0000
1.0797
0.9999
0.8455
0.4612

 
 
 
 
 
*** 

1.0000
1.0923
1.0330
0.8637
0.4418

 
 
 
 
 
*** 

 
1.0000 
1.0885 
1.0174 
0.8632 
0.4554 

 
 
 
 
 
*** 

Type of place of residence 
 Urban 
 Rural 

1.0000
0.6915

 
 
*** 

1.0000
0.6383

 
 
*** 

1.0000
0.6789

 
 
*** 

V 
1.0000 
0.6993 

 
 
*** 

Mother’s region until age 12 
 West 
 South 
 Central 
 North 
 East 

1.0000
0.3029
0.3112
0.3164
0.2935

 
 
*** 
*** 
*** 
*** 

1.0000
0.3133
0.3226
0.3216
0.3295

 
 
*** 
*** 
*** 
*** 

1.0000
0.3042
0.3060
0.3134
0.2929

 
 
*** 
*** 
*** 
*** 

 
1.0000 
0.3017 
0.3127 
0.3171 
0.2890 

 
 
*** 
*** 
*** 
*** 

Mother’s education 
 None 
 Primary 
 Secondary 
 Higher 

1.0000
1.9763
3.2208
6.5250

 
 
*** 
*** 
* 

1.0000
1.8969
3.0381
5.7325

 
 
*** 
*** 
*** 

1.0000
1.9886
3.3130
7.3414

 
 
*** 
*** 
** 

 
1.0000 
2.0014 
3.3024 
6.9328 

 
 
*** 
*** 
** 

Father’s education 
 None 
 Primary 
 Secondary 
 Higher 

1.0000
0.7859
1.1700
1.0120

 
 
 
 
 

1.0000
0.7759
1.1754
1.0002

 
 
 
 
 

1.0000
0.7919
1.2002
1.1007

 
 
 
 
 

 
1.0000 
0.7961 
1.1915 
1.0670 

 
 
 
 
 

Mother’s gender attitude score 0.8094 *** 0.8027 *** 0.8057 *** 0.8086 *** 
Parents’ mother tongue 
 Both Turkish 
 Both Kurdish 
 Turkish and Kurdish 
 Other 

 
1.0000
0.7152
1.3507
0.9307

 
 
* 

   

Presence of health insurance 1.7106 *** 1.7203 *** 1.7314 *** 1.7232 *** 
Economic index score 1.7857 *** 1.7976 *** 1.6489 *** 1.7020 *** 
Constant 1.8550 *** 1.8727 *** 1.8658 *** 1.8582 *** 
Entered at step 1  2  1  1  
Number of births (last 5 yrs) 3,422  3,422  3,422  3,417  
Note and source: see Table 5. 
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Table 7 

Results of logistic regressions: delivery attendance of medical staff, 
1998 TDHS 

 
 FPAI API-1 API-2 ACI 

Medical problem around 
the time of birth 1.8430

 
*** 1.8389

 
*** 1.8028

 
*** 

 
1.8366 

 
*** 

Region of residence 
 West 
 South 
 Central 
 North 
 East 

1.0000
1.4437
0.5305
0.8642
0.6086

 
 
 
 
 
* 

1.0000
1.4095
0.5547
0.8701
0.5832

 
 
 
 
 
* 

1.0000
1.4370
0.5628
0.8844
0.5962

 
 
 
 
 
* 

 
1.0000 
1.4063 
0.5267 
0.8753 
0.6015 

 
 
 
 
 
* 

Type of place of residence 
 Urban 
 Rural 

1.0000
0.6395

 
 
*** 

1.0000
0.5946

 
 
*** 

1.0000
0.6278

 
 
*** 

 
1.0000 
0.6470 

 
 
** 

Mother’s education 
 None 
 Primary 
 Secondary 
 Higher 

1.0000
1.6008
3.5368
78.857

 
 
*** 
*** 

1.0000
1.6092
3.5388
66.692

 
 
*** 
*** 
 

1.0000
1.6068
3.6628
90.055

 
 
*** 
*** 
 

 
1.0000 
1.5993 
3.5914 
83.459 

 
 
*** 
*** 
 

Father’s education 
 None 
 Primary 
 Secondary 
 Higher 

1.0000
1.0251
1.8465
1.9605

 
 
 
** 

1.0000
1.0407
1.9265
2.0056

 
 
 
** 
 

1.0000
1.0287
1.8977
2.0442

 
 
 
* 
 

 
1.0000 
1.0218 
1.8661 
2.0210 

 
 
*** 
* 
** 

Mother’s gender attitude score 0.8281 *** 0.8219 *** 0.8230 *** 0.8241 *** 
Parents’ mother tongue 
 Both Turkish 
 Both Kurdish 
 Turkish and Kurdish 
 Other 

1.0000
0.3057
0.3368
0.4907

 
 
*** 
*** 
** 

1.0000
0.3031
0.3406
0.5048

 
 
*** 
*** 
** 

1.0000
0.3104
0.3475
0.5104

 
 
*** 
*** 
** 

 
1.0000 
0.3035 
0.3358 
0.4695 

 
 
*** 
*** 
*** 

Presence of health insurance 1.4958 *** 1.5337 *** 1.5163 *** 1.5085 *** 
Economic index score 1.8213 *** 1.9733 *** 1.6812 *** 1.7345 *** 
Constant 3.2142 * 3.2191 *** 3.2449 * 3.2152 * 
Entered at step 2  2  2  1  
Number of births (last 5 yrs) 3,426  3,426  3,426  3,421  
Note and source: see Table 5. 
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Table 8 
Results of logistic regressions: delivery at health facility, 1998 TDHS 

 

 FPAI API-1 API-2 ACI 

Medical problem around 
the time of birth 

 
2.5605*** 

 
2.5549*** 

 
2.5192*** 

 
2.5463*** 

Region of residence 
 West 
 South 
 Central 
 North 
 East 

    

Type of place of residence 
 Urban 
 Rural 

 
1.0000 
0.6282*** 

 
1.0000 
0.5941*** 

 
1.0000 
0.6065*** 

 
1.0000 
0.6272*** 

Mother’s region until age 12 
 West 
 South 
 Central 
 North 
 East 

 
1.0000 
0.5036*** 
1.0163 
1.1290 
0.4344*** 

 
1.0000 
0.5090*** 
1.0342 
1.1550 
0.4355*** 

 
1.0000 
0.4944*** 
1.0029 
1.1320 
0.4237*** 

 
1.0000 
0.4946*** 
1.0076 
1.1350 
0.4264*** 

Mother’s education 
 None 
 Primary 
 Secondary 
 Higher 

 
1.0000 
1.4279** 
2.8192*** 
2.4568 

 
1.0000 
1.4517** 
2.8505*** 
2.2866 

 
1.0000 
1.4509** 
2.9897*** 
2.8330* 

 
1.0000 
1.4363** 
2.8921*** 
2.6224 

Father’s education 
 None 
 Primary 
 Secondary 
 Higher 

    

Mother’s gender attitude score 0.8387*** 0.8331*** 0.8346*** 0.8360*** 
Parents’ mother tongue 
 Both Turkish 
 Both Kurdish 
 Turkish and Kurdish 
 Other 

 
1.0000 
0.3555*** 
0.5430* 
0.3155*** 

 
1.0000 
0.3489*** 
0.5477* 
0.3157*** 

 
1.0000 
0.3545*** 
0.5526* 
0.3221*** 

 
1.0000 
0.3539*** 
0.5400* 
0.3106*** 

Presence of health insurance 1.7299*** 1.7653*** 1.7571*** 1.7484*** 
Economic index score 1.5132*** 1.5527*** 1.4048*** 1.4530*** 
Constant 1.2602*** 1.2571*** 1.2821*** 1.2640*** 
Entered at step 2 2 2 2 
Number of births (last 5 yrs) 3,414 3,414 3,414 3,409 
Note and source: see Table 5. 
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Table 9 

Results of logistic regressions: underweight prevalence, 1998 TDHS 
 

 FPAI API-1 API-2 ACI 

Region of residence 
 West 
 South 
 Central 
 North 
 East 

 
1.0000 
1.7156* 
1.0438 
0.9305 
2.4019*** 

 
1.0000 
1.7431 
1.0516 
0.9400 
2.5381*** 

 
1.0000 
1.6980* 
1.0262 
0.9071 
2.3922*** 

 
1.0000 
1.7383* 
1.0420 
0.9092 
2.4183*** 

Type of place of residence 
 Urban 
 Rural 

    

Mother’s region until age 12 
 West 
 South 
 Central 
 North 
 East 

    

Mother’s education 
 None 
 Primary 
 Secondary 
 Higher 

 
1.0000 
0.5758** 
0.4169 
0.0761 

 
1.0000 
0.5631*** 
0.4092 
0.0822 

 
1.0000 
0.5810** 
0.4158 
0.0688 

 
1.0000 
0.5713** 
0.4074* 
0.0713 

Father’s education 
 None 
 Primary 
 Secondary 
 Higher 

    

Mother’s gender attitude score     
Parents’ mother tongue 
 Both Turkish 
 Both Kurdish 
 Turkish and Kurdish 
 Other 

    

Economic index score 0.6388*** 0.6085*** 0.6421*** 0.6527*** 
Constant -3.2812*** -3.2699*** -3.3066*** -3.2895*** 
Entered at step 2 2 1 2 
No. of children under age 5 2,737 2,737 2,737 2,735 

Note and source: see Table 5. 



PERFORMANCE OF ALTERNATIVE APPROACHES FOR IDENTIFYING… 73 

 
Table 10 

Results of logistic regressions: stunting prevalence, 1998 TDHS 
 
 FPAI API-1 API-2 ACI 

Region of residence 
 West 
 South 
 Central 
 North 
 East 

 
1.0000 
0.9548 
0.9107 
0.9672 
1.6784** 

 
1.0000 
0.9551 
0.9031 
0.9649 
1.7305** 

 
1.0000 
0.9682 
0.9186 
0.9693 
1.7305** 

 

Type of place of residence 
 Urban 
 Rural 

    

Mother’s region until age 12 
 West 
 South 
 Central 
 North 
 East 

    
1.0000 
1.2101 
1.0394 
1.2908 
1.8916** 

Mother’s education 
 None 
 Primary 
 Secondary 
 Higher 

 
1.0000 
0.5837*** 
0.4225*** 
0.2311 

 
1.0000 
0.5815*** 
0.4339*** 
0.2653 

 
1.0000 
0.5827*** 
0.4090*** 
0.2032 

 
1.0000 
0.5848*** 
0.4295*** 
0.2306 

Father’s education 
 None 
 Primary 
 Secondary 
 Higher 

 
1.0000 
0.6402* 
0.5015** 
0.4084* 

 
1.0000 
0.6317* 
0.4925** 
0.4151* 

 
1.0000 
0.6364* 
0.4880** 
0.3778* 

 
1.0000 
0.6482* 
0.5152** 
0.4258* 

Mother’s gender attitude score     
Parents’ mother tongue 
 Both Turkish 
 Both Kurdish 
 Turkish and Kurdish 
 Other 

    

Economic index score 0.6525*** 0.5998*** 0.6892*** 0.6549*** 
Constant -2.1620*** -2.1443*** -2.1851*** -2.1764 
Entered at step 2 2 2 2 
Number of cases 2,737 2,737 2,737 2,735 

Note and source: see Table 5. 
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Table 11 

Results of logistic regressions: post-neonatal mortality, 1998 TDHS 
 

 FPAI API-1 API-2 ACI 

Region of residence 
 West 
 South 
 Central 
 North 
 East 

    

Type of place of residence 
 Urban 
 Rural 

    

Mother’s region until age 12 
 West 
 South 
 Central 
 North 
 East 

    

Mother’s education 
 None 
 Primary 
 Secondary 
 Higher 

    

Father’s education 
 None 
 Primary 
 Secondary 
 Higher 

    

Mother’s gender attitude score     
Parents’ mother tongue 
 Both Turkish 
 Both Kurdish 
 Turkish and Kurdish 
 Other 

    

Economic index score 0.4330*** 0.3949*** 0.5131*** 0.4579*** 
Constant -4.2296*** -4.2218*** -4.1106*** -4.1937*** 
Entered at step 1 1 1 1 
No. of births (last 1-9 yrs) 2,698 2,698 2,698 2,694 

Note and source: see Table 5. 
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Table 12 
Results of logistic regressions: use of family planning, 1998 TDHS 

 

 FPAI API-1 API-2 ACI 

Region of residence 
 West 
 South 
 Central 
 North 
 East 

 
1.0000 
1.0118 
1.0496 
1.0305 
0.4774*** 

 
1.0000 
1.0060 
1.0550 
1.0365 
0.4646*** 

 
1.0000 
1.0242 
1.0726 
1.0307 
0.4826*** 

 
1.0000 
1.0140 
1.0606 
1.0617 
0.4851*** 

Type of place of residence 
 Urban 
 Rural 

    

Woman’s region until age 12 
 West 
 South 
 Central 
 North 
 East 

 
1.0000 
0.5074*** 
0.7919 
0.6450** 
0.6805*** 

 
1.0000 
0.5095*** 
0.7927 
0.6387 
0.6865* 

 
1.0000 
0.4969*** 
0.7753 
0.6430** 
0.6681** 

 
1.0000 
0.5070*** 
0.7914 
0.6389** 
0.6809** 

Woman’s education 
 None 
 Primary 
 Secondary 
 Higher 

 
1.0000 
1.4375*** 
1.4280* 
0.9846 

 
1.0000 
1.4343*** 
1.3948* 
0.9597 

 
1.0000 
1.4433*** 
1.4830** 
1.0750 

 
1.0000 
1.4549*** 
1.4328* 
0.9947 

Number of living children 1.6973*** 1.6961*** 1.6916*** 1.6931*** 
Years since first marriage 0.9147*** 0.9162*** 0.9157*** 0.9148*** 
Husband’s education 
 None 
 Primary 
 Secondary 
 Higher 

 
1.0000 
2.2192*** 
2.5021*** 
3.0736*** 

 
1.0000 
2.2874*** 
2.6210*** 
3.2070*** 

 
1.0000 
2.2079*** 
2.4861*** 
3.1848*** 

 
1.0000 
2.2087*** 
2.4678*** 
3.0801*** 

Woman’s gender attitude score  0.9416*   
Couple’s mother tongue 
 Both Turkish 
 Both Kurdish 
 Turkish and Kurdish 
 Other 

 
1.0000 
0.4258*** 
1.5728 
0.5871** 

 
1.0000 
0.4188*** 
1.5875 
0.5820** 

 
1.0000 
0.4291*** 
1.5999 
0.5963** 

 
1.0000 
0.4251*** 
1.5651 
0.5985** 

Economic index score 1.3047*** 1.2108*** 1.2998*** 1.3078*** 
Constant 0.5204*** 0.5798*** 0.5464*** 0.5304*** 
Entered at step 6 6 6 6 
No. of married, exposed 
women aged 15-49 

 
4,458 

 
4,458 

 
4,457 

 
4,450 

Note and source: see Table 5. 
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 The FPAI is not the best predictor in any of the regression sets. In 
four sets, concerning those on diarrhea prevalence and prenatal and 
delivery care, API-1 performs the best. In two of the remaining repro-
ductive health variables, underweight prevalence and use of family 
planning, the ACI has the greatest influence on the dependent variable, 
while the API-2 appears to be the best predictor of stunting and post-
neonatal mortality. In most cases, the coefficients of 2 or 3 indexes are 
within 5% of each other. The only exception is post-neonatal mortality, 
where API-2 has the smallest coefficient (has the maximum lowering 
effect on post-neonatal mortality among all indexes), and the coeffi-
cients of other indexes are 10 to 23% higher than that of the API-2. It 
can safely be concluded from these results that although economic 
status appears to have net and significant effects on reproductive 
health behavior, none of the indexes can be preferred over the others 
in terms of their strength in predicting reproductive health behavior. 
 One noteworthy finding from the regressions is that for post-
neonatal mortality, the economic status index scores were the only 
variables that remained in the final logistic regression equations. All 
other variables, such as mother’s education, usually considered to have 
net effects on early age mortality, albeit usually through multivariate 
analyses that lack good proxies for wealth, were insignificant and were 
left out of the final equations. 
 Results pertaining to other variables are beyond the scope of this 
paper, but there are some findings that are worthy of emphasis. It ap-
pears from the findings that type of place of residence is only effective 
on reproductive health behavior when the behavior in question is di-
rectly related with access to health services, in the case of use of medi-
cal prenatal and delivery services. This probably reflects the varying 
accessibility of such services in urban and rural areas. Couples’ mother 
tongue, a proxy variable for ethnic background, on the other hand, is 
effective both when use of services is relevant, as well as in cases like 
diarrhea and use of family planning. These results may indicate, on one 
hand, the difficulties of ethnic groups in Turkey, particularly the Kurds, 
in using the services which are extremely Turkish-language dominated, 
and the effect of different cultural backgrounds on child morbidity and 
the likelihood of couples’ efforts to limit childbearing. Women’s 
(mother’s) education has net, statistically significant and considerable 
effects on almost all reproductive health behavior as expected, with the 
exception of diarrhea and post-neonatal mortality. An interesting find-
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ing is that husband’s education is more effective than woman’s educa-
tion in increasing the use of family planning; a somewhat expected re-
sult since a considerable proportion of family planning methods used 
in Turkey are male-oriented methods. Also of interest is that health 
insurance increases the likelihood of using prenatal care and delivery 
services considerably. The effect of economic status continues even 
after the presence of health insurance is controlled for. This indicates 
that cost is a major obstacle in regard to the use of reproductive health 
services in Turkey. Finally, gender scores of mothers are found to be 
significant in most of the equations. The higher the gender score, the 
worse the reproductive health outcome, e.g. the higher the prevalence 
of diarrhea, the lower the use of prenatal and delivery services. If gen-
der scores of women can be taken as an indication of the existence of 
patriarchy in the household, then female autonomy appears to be influ-
ential in producing positive reproductive health outcomes. In sum, 
however, the estimated logistic regression equations indicate that eco-
nomic status is a strong predictor of reproductive health behavior, but 
that other social and cultural attributes also have independent predic-
tive effects. 
 
 
8.  Rich-poor differentials 
 
 Having ascertained the net effect of economic status on reproduc-
tive health behavior, one can compare the relative performance of eco-
nomic status indexes by assessing the extent with which such indexes 
reflect differences in reproductive health indicators. 
 For the assessment of the performance of the four indexes of eco-
nomic status, one possible approach is to calculate and compare the 
so-called rich-poor ratios in reproductive health indicators across vari-
ous indexing approaches. These are simply the ratios between the value 
of the indicator of reproductive health in the highest quintile (the 
“rich”) to that of the same indicator in the lowest quintile (the “poor”), 
expressed as absolute deviations from unity25. The higher the rich-poor 
———— 
 25.  Such ratios are widely used to assess the performance of economic status 
indexes (UNICEF, 2002; Filmer and Pritchett, 1998; 1999; Gwatkin et al., 2000; 
Johnson, 2001; Rutstein, 2002). In some applications, however, reverse (i.e. poor-
rich) ratios are calculated, and usually, the initial value of the ratio is used. However, 
it is useful to transform the ratio into an absolute deviation from unity, since the 
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ratio, the wider differential between the poor and the rich it points out, 
i.e. the better it may be regarded to capture the differential between the 
rich and the poor. In scientific notation, rich-poor ratios are calculated 
as: 

⎟⎟
⎠

⎞
⎜⎜
⎝

⎛
−= 1

1

5

x
x

absRPR  

 
where x1 and x5 are the estimates of the reproductive health indicator 
for the first and fifth quintiles respectively. 
 Gross rich-poor ratios were calculated with respect to the 8 repro-
ductive health variables described in the previous section. The ratios 
are termed as gross, since they are descriptive in nature and do not im-
ply any causal relationships between economic status and reproductive 
health. They are calculated without any consideration of other so-
ciocultural or socioeconomic variables which may be confounding the 
relationship between economic status and the reproductive health indi-
cator in question. It may not be wealth or economic status per se that 
influence reproductive health. Rather, determining factors may be 
other (non-economic) characteristics such as education which may be 
simultaneously associated with both economic status and reproductive 
health. 
 The gross poor-rich ratios with respect to selected reproductive 
health indicators by the four indexing approaches reveal that in general, 
there is little difference between the indexes in revealing differentials 
by economic status. The highest values of the GRPR are obtained for 
prenatal care, while the rich-poor gap in terms of diarrhea prevalence 
appears to be lowest. For all reproductive health indicators, differen-
tials between the rich and the poor are large. However, in almost all 
cases, the API-1, API-2 and the ACI reveal rich-poor gaps as large as, 
if not larger than the FPAI. The FPAI performs significantly better 
than the other indexes in a number of cases, particularly in regard to 
delivery at health facilities and post-neonatal mortality, but for some 
reproductive health indicators, other indexes perform as well or better: 
for diarrhea prevalence, rich-poor ratios calculated on the basis of the 
 

———— 
values of some demographic/reproductive health indicators are expected to decline 
by wealth (for instance, mortality rates), while others would be expected to increase 
(such as delivery attendance). Naturally, when transformed into absolute deviations 
from unity, the poor-rich and rich-poor ratios produce the same results. 
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Table 13 
Estimates of selected reproductive health variables by quintiles 

of economic status, and gross rich-poor ratios (GRPR)a, 1998 TDHS 
 

Index Diarrhea 
preva-
lence 

Prenatal 
care from 
a medical 

doctor 

Delivery 
atten-

dance of 
medical 

staff 

Delivery 
at health 
facility 

Stunting Under-
weight 

PNN 
mortality 
(per 1000) 

Use of 
family 

planning 

FPAI         
Poorest 40.4 38.6 55.9 48.4 27.7 16.1 43.7 48.8 
Second 31.9 56.0 75.3 62.9 22.4 10.6 22.9 56.3 
Middle 31.7 77.9 90.2 83.4 12.8 6.9 15.7 64.9 
Fourth 26.2 86.3 94.8 86.2 8.5 3.0 10.1 69.4 
Richest 16.1 93.0 98.4 94.8 3.9 2.2 5.6 74.2 
GRPR 0.603 1.409 0.760 0.959 0.859 0.863 0.872 0.520 

API-1         
Poorest 40.4 38.7 56.5 49.5 27.5 15.3 43.6 49.9 
Second 32.7 56.9 74.8 62.9 21.8 10.3 18.0 56.4 
Middle 30.5 77.5 91.0 82.5 13.6 8.3 22.0 65.9 
Fourth 26.4 86.1 93.8 86.9 9.8 2.7 7.7 68.0 
Richest 16.4 91.7 97.8 93.1 3.0 2.1 7.3 73.8 
GRPR 0.594 1.370 0.731 0.881 0.891 0.863 0.833 0.479 

API-2         
Poorest 40.3 38.5 56.0 48.9 27.6 15.5 43.5 49.5 
Second 33.2 55.0 74.6 61.9 22.6 11.2 18.9 56.3 
Middle 28.7 80.8 91.4 84.7 12.5 6.9 19.1 63.2 
Fourth 26.0 85.4 94.6 87.0 9.4 3.7 13.5 70.5 
Richest 18.9 90.0 96.6 91.4 4.0 1.8 4.5 74.1 
GRPR 0.531 1.338 0.725 0.869 0.855 0.884 0.897 0.497 

ACI         
Poorest 39.5 39.0 57.2 50.0 27.6 15.5 45.5 49.7 
Second 33.8 58.1 74.9 63.2 20.4 10.7 17.4 57.7 
Middle 29.6 76.6 90.1 82.3 15.6 7.2 19.1 62.5 
Fourth 28.0 84.5 93.4 84.9 8.6 3.5 10.8 68.9 
Richest 15.6 92.7 98.4 94.5 3.4 2.2 6.2 75.2 
GRPR 0.604 1.377 0.720 0.890 0.877 0.858 0.864 0.513 

All 30.1 67.9 81.1 73.1 16.0 8.3 33.4 63.9 

a. The GRPR is calculated as the absolute deviation from unity of the ratio of the value of the 
indicator in the fifth quintile to the value of the indicator in the first quintile. 
Source: 1998 Turkey Demographic and Health Survey. 
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———— 

ACI are larger, for instance; for stunting prevalence, API-1 performs 
better; for underweight prevalence, the API-2 produces a higher rich-
poor ratio than the other indexes. 
 Although gross rich-poor ratios provide some evidence to the ef-
fect that there is little difference between various indexing approaches 
in terms of revealing differentials between the rich and the poor in re-
gard to reproductive health, such analyses are insufficient from a num-
ber of respects. For one, gross differentials may be profound, but the 
reliability of the gross rich-poor ratios may not be statistically justified 
due to possible high components of variance in the respective esti-
mates for the rich and the poor. Secondly, such ratios are gross esti-
mates, as indicated earlier. Hence, it would be useful to calculate ‘net’ 
rich-poor ratios to show the rich-poor differentials in reproductive 
health when the effects of other variables are controlled for26. 
 Logistic regression is convenient for this purpose too, since it al-
lows entering the economic status quintiles as categorical independent 
variables. If the lowest quintile is taken as the reference category, then 
odds ratios estimated for each of the other four quintiles represent net 
differences of the observations in the other quintiles from the poorest 
quintile, on the basis of the dependent variable, and by including other 
independent variables. The ratios are termed as ‘net’, since they are cal-
culated after the effects of other confounding factors are controlled 
for. It is also possible to estimate the statistical significance of the net 
differences, therefore accounting for possible differences in variation 
coefficients of the estimates for observations in different quintiles. The 
absolute deviation of the value of the coefficient for the fifth quintile 
from unity provides the net rich-poor ratio. 
 The odds ratios shown in Table 14 were estimated by using the 
same independent variable sets shown in Tables 5 to 12. In other 
words, the only difference of the 32 logistic regressions undertaken 
here was the inclusion of the economic status indexes as categorical 
variables (in the form of quintiles of wealth). It is therefore not surpris-
ing that the economic status index variables entered all equations with 
considerable statistical significance, as in the case of previous logistic 
regressions that used economic status as a continuous variable. In all 
regression equations that were fitted, the odds ratios of the richest 
 

 26.  Naturally, these ratios are ‘net’ only on the basis of the other independent 
variables which are used and controlled for. 



 

Table 14 
Odds ratios for quintiles of economic status for selected reproductive health variables and Net Rich-Poor Ratios (NRPR)a, 

1998 TDHS 
 

Index Diarrhea 
prevalence 

Prenatal care 
from a medi-

cal doctor 

Delivery 
attendance of 
medical staff

Delivery 
at health 
facility 

Stunting Under-
weight 

PNN 
mortality 
(per 1000) 

Use 
of family 
planning 

FPAI Poorest 1,000 1,000 1,000 1,000 1,000 1,000 1,000 1,000 
 Second 0,773* 1,256 1,517* 1,219*** 0,984 0,771 0,515** 1,058 
 Middle 0,873 2,270*** 2,308*** 2,100*** 0,660 0,666 0,351*** 1,459** 
 Fourth 0,722* 2,833*** 2,964*** 1,830*** 0,484*** 0,306*** 0,224*** 1,672*** 
 Richest 0,454*** 3,320*** 7,533*** 4,508*** 0,291*** 0,302** 0,130*** 1,809*** 
 NRPR 0,546 2,320 6,533 3,508 0,709 0,698 0,870 0,809 

API-1 Poorest 1,000 1,000 1,000 1,000 1,000 1,000 1,000 1,000 
 Second 0,801 1,216 1,382* 1,109*** 0,934 0,791 0,418*** 1,043 
 Middle 0,820 2,049*** 2,427*** 1,731*** 0,726 0,876 0,563* 1,515** 
 Fourth 0,732* 2,806*** 3,308*** 1,803*** 0,571** 0,304*** 0,202*** 1,535*** 
 Richest 0,462*** 2,811*** 4,951*** 2,749*** 0,213*** 0,320** 0,204*** 1,646*** 
 NRPR 0,538 1,811 3,951 1,749 0,787 0,680 0,796 0,646 

API-2 Poorest 1,000 1,000 1,000 1,000 1,000 1,000 1,000 1,000 
 Second 0,827 1,162 1,453 1,121 0,968 0,841 0,442*** 1,077 
 Middle 0,798 2,551*** 2,497*** 2,053*** 0,683* 0,739 0,493** 1,287* 
 Fourth 0,738* 2,604*** 2,679*** 1,815*** 0,597* 0,434** 0,358*** 1,705*** 
 Richest 0,543*** 3,368*** 3,996*** 2,319*** 0,265*** 0,231*** 0,121*** 1,858*** 
 NRPR 0,457 2,368 2,996 1,319 0,735 0,769 0,879 0,858 
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ACI Poorest 1,000 1,000 1,000 1,000 1,000 1,000 1,000 1,000 
 Second 0,895 1,269 1,286 1,059 0,903 0,839 0,373*** 1,033 
 Middle 0,796 2,108*** 2,228*** 1,746*** 0,836 0,717 0,412*** 1,285* 
 Fourth 0,780 2,502*** 2,298*** 1,514* 0,488*** 0,358*** 0,231*** 1,474** 
 Richest 0,443*** 3,277*** 7,035*** 3,549*** 0,258*** 0,318** 0,136*** 1,839*** 
 NRPR 0,557 2,277 6,035 2,549 0,742 0,682 0,864 0,839 

a. The Net Rich-Poor Ratio is calculated as the absolute deviation of the odds ratio of the fifth quintile from unity. 
Levels of significance are indicated as follows: *** p<0.001, ** p<0.01, * p<0.05. 
Source: 1998 Turkey Demographic and Health Survey. 
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quintiles were significant at the 0.001 or 0.01 level (Table 14). This 
means that there were sufficient differences between the reproductive 
health indicators of the observations in the first and fifth quintiles – i.e. 
that rich-poor differentials are significant27. 
 The largest rich-poor differentials are obtained for delivery atten-
dance from medical staff, prenatal care, and deliveries at health facili-
ties. These are directly cost-related variables, as mentioned earlier. On 
the other hand, the relationship of economic status quintiles with diar-
rhea prevalence, stunting, underweight prevalence, post-neonatal mor-
tality and use of family planning is indirect in nature, where economic 
competence would be expected to have more indirect effects on all of 
these variables in a more complicated fashion. However, the rich-poor 
differentials are still significant: A child under age 5 and living in a rich 
household is 45-56% (depending on the economic status index used) 
less likely to have had diarrhea than his/her counterparts in poor 
households. Stunting and underweight prevalence is profoundly more 
prevalent among children in poor households. Children in such house-
holds are 71-79% more likely to be stunted, and 68-77% more likely to 
be underweight. Poverty also appears to increase post-neonatal mortal-
ity considerably: children in rich households are 80-88% less likely to 
die during the post-neonatal period. 
 Economic status also affects the likelihood of contraceptive use of 
women. A woman living in a rich household is 65-86% more likely to 
use contraception than a woman living in a poor household. 
 In most cases, the net rich-poor differentials uncovered by the 
four different indexing procedures are very similar. If a 5% cut-off of 
proximity is used, the net rich-poor ratios of 2 or 3 different indexes 
are sufficiently close to each other for most reproductive health indica-
tors. The FPAI produces the largest net rich-poor ratio in regard to 3 
reproductive health variables, the API-2 also produces the largest ratios 
for 3 variables. In general, the higher the average of the net rich-poor 
ratios for a reproductive health variable, the higher is the variation be-
tween the ratios indicated by different indexes. 
 It is noteworthy that the relatively poor appear to have substan-
tially different reproductive health situations than not only the richest, 

———— 
 27.  Other independent variables that were used in the estimation of the odds 
ratios are not shown here, since the objective is to compare the odds ratios and net 
rich-poor ratios for the various indexes. 
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but from all other wealth groups. A move from the poorest to the sec-
ond quintile, for instance, has the net effect of reducing post-neonatal 
mortality by 50 to 70%. The same comparison yields an improvement 
of about 29 to 52% in delivery attendance of medical staff, depending 
on the economic status index adopted. 
 One other criterion that can be used to assess the performance of 
the indexes is the presence or absence of monotonous increases or de-
creases (depending on the direction of the expected relationship) in the 
odds ratios for observations in the quintiles. In most cases, odds ratios 
indeed increase or decrease in a monotonous fashion by quintiles of 
wealth. This is true for 23 out of 32 logistic regressions that were per-
formed. 
 
 
9.  Conclusions 
 
 Asset-based indexes of economic status are not new innovations, 
but their use in the area of reproductive health and demographic be-
havior has been fuelled recently by the formulation of the Filmer-
Pritchett Asset Index, and the adoption of the index by major interna-
tional organizations in the field as a useful tool for uncovering differ-
entials in reproductive health/demographic behavior by economic 
status. 
 The choice of assets for the construction of indexes of economic 
status is based on pragmatic rather than conceptual considerations. 
Such indexes, when constructed using demographic/reproductive 
health survey data, are likely to fill in important information gaps, since 
they enable the construction of linkages between the relative positions 
of households in terms of economic status and their social/cultural/ 
health behavior. However, although evidence suggests that the asset 
ownership-consumption expenditures relationship is quite close (Fil-
mer and Pritchett, 1998; Montgomery et al., 1999), the usefulness of 
such indexes is limited with their ability to measure relative, rather than 
absolute wealth. Nevertheless, the advent of robust indexes of such 
nature is still a considerable gain for research in the field of population.  
 The calculations and comparisons in this paper are confined to the 
situation in Turkey, and are not necessarily representative of the situa-
tions in other countries. However, there is sufficient evidence that the 
use of sophisticated statistical techniques to construct an index of eco-
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nomic status (in the case of this paper, the Filmer-Pritchett Asset In-
dex) does not enhance the robustness and explanatory power of the 
analyses. On the contrary, simple asset-based indexes, such as the Asset 
Count Index and the Asset Prevalence Index, are likely to perform as 
well as the former. On the basis of the Turkish DHS data, different 
indexing approaches produce similar stratification and relative ranking 
of households into wealth quintiles, and perform with similar effec-
tiveness in predicting reproductive health behavior. 
 The results also show convincingly that variables on economic 
status are indispensable for our understanding of reproductive health 
behavior, be it in descriptive or analytical studies. Descriptive reports 
that are produced on the basis of findings from demographic/ repro-
ductive health surveys miss information on a very important back-
ground variable if background variables on economic status are not 
constructed; multivariate analyses seeking to understand the determi-
nants of demographic/reproductive health behavior are likely to be 
concluded with rather incomplete (and perhaps misleading) conclu-
sions if variables on economic status are not accounted for. In short, 
methodological efforts to produce robust measures or indexes of eco-
nomic status that can be constructed by using survey data are justified. 
 The similarity of different asset-based indexing approaches means 
that one is likely to obtain similar results whichever the index approach 
is used. This means that asset-based indexes, based on simple logic 
rather than statistical perfection can be used with the same effective-
ness and can be used by a wider audience which invariably comprises 
those who are unfamiliar with techniques such as principal compo-
nents analysis. The wide use of the latter, to the extent of including the 
resulting economic status index in descriptive survey reports carries the 
inherent danger that a descriptive tool would be used without the full 
understanding of it by the producer, given the extensive sharing of 
relatively simple and user-friendly computer programs with those who 
are less statistically minded and would, in most cases, not have the luxury 
of attempting to understand the sophisticated technique in question. 
 The findings in this paper have to be confirmed with data from 
other countries; but also, there is need to work on new approaches to-
wards improving the performance and robustness of asset-based in-
dexes. In addition to the inability of these indexes in representing abso-
lute poverty or absolute levels of wealth, a major problem that remains 
is that comparisons across countries and in time are not possible, and 
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moreover, intra-country comparisons may not be valid due to the asso-
ciation between the possession of household assets and tastes, cultural 
backgrounds, and choice patterns of households. A possible improve-
ment in asset-based indexes could therefore be the use of external in-
formation such as average national income to make quintiles of wealth 
comparable, and in regard to the selection of assets that should be in-
cluded.  
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