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P R E F A C E  

In the European context of low fertility, issues such as childbearing and parenting, morbidity and mortality, 
reproductive health and international migration – as well as global population and development trends – represent 
major challenges.  These were the subjects discussed in depth at a high-level expert meeting entitled The European 
Population Forum 2004: Population Challenges and Policy Responses. 

This publication includes the keynote and background papers prepared for that Forum.  Hosted by the 
Government of Switzerland, the Forum was jointly organised by the United Nations Economic Commission for 
Europe (UNECE) and the United Nations Population Fund (UNFPA).  It was held at the Palais des Nations in 
Geneva from 12 to 14 January 2004.  One of its tasks was to appraise the implementation of the Programme of 
Action adopted at the 1994 International Conference on Population and Development (ICPD) held in Cairo, as part 
of the worldwide decennial review.  

Three hundred and sixty experts attended the Forum.  They were from the executive and legislative branches of 
government, academic and research institutes, civil society organisations and the private sector, and they came from 
47 UNECE member states.  There were also experts from the United Nations secretariat, United Nations funds, 
programmes and specialised agencies, as well as from other international and regional intergovernmental 
organisations.  Given the nature of the event as a forum of experts, the participants took part in a personal capacity. 

The programme of the Forum (Annex 1) was decided in consultation with the Government of Switzerland, the 
host of the event, several intergovernmental and non-governmental organisations and the Advisory Group (Annex 
2), which was established to assist the organisers with the preparatory process.  Four themes were decided upon: 

• Global population and development trends: the European view 

• Childbearing and parenting in low fertility countries: enabling choices 

• Morbidity, mortality and reproductive health: facing challenges in transition countries  

• International migration: promoting management and integration. 

Population ageing was not included as a theme as it was the topic of the UNECE Ministerial Conference on 
Ageing held only just over one and a half years earlier.   

The Forum recognised the diversity of national circumstances and the continued high relevance of the Cairo 
Agenda for the UNECE region, together with other regional agreements such as the Recommendations of the 1993 
European Population Conference, the Conclusions of the 1998 Regional Population Meeting and the Regional 
Implementation Strategy of the 2002 Ministerial Conference on Ageing.  The Forum stressed the links of the 
Programme of Action with other international development objectives, in particular the Millennium Development 
Goals (MDGs), the Poverty Reduction Strategy Papers and the Health Sector Reform.  

The participants reaffirmed their commitment to the ICPD Programme of Action and the other regional 
consensuses reached in this field.  Recommendations on future policy directions and options for policy development 
and implementation were outlined.  It was noted that earlier pledges for ICPD financing were never fully met and 
that additional resources are now required both for international assistance, and for the domestic implementation of 
the Programme of Action. Newly developed approaches to official development assistance (ODA) funding are being 
explored. 

Demographic changes are affecting all countries in the UNECE region, but in a variety of different ways.  It 
was recognised that the countries in transition are facing some particularly critical trends, especially regarding health 
and mortality.  Persistent low fertility rates continue to influence the population dynamics of the whole region, with 
possible negative consequences for its future economic well-being.  Forum participants stressed the importance of 
removing barriers for men and women to freely decide on their reproductive behaviour and parenting status, and 
emphasised the importance of creating national policies that promote gender equality and women’s empowerment as 
well as providing services that support families and family formation.  
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In general, the status of women has improved considerably in the region in recent years; however, gender 
inequity persists to varying degrees.  In many countries access has significantly improved to sexual and reproductive 
health information, education and services.  However, in several countries effective access is still limited.  In 
addition, more could be done to provide contraception, protection from reproductive tract infections (including 
sexually transmitted infections and HIV/AIDS) and safe abortion (where not prohibited by law).  The special needs 
of young people in these areas were highlighted, in order to ensure they can exercise their reproductive rights.  In 
countries experiencing economic instability and armed conflicts, human rights infringements have occurred.  These 
include the trafficking of human beings and the forced prostitution of young women and girls.  A coordinated global 
and regional strategy was recommended to address this problem. 

Migration and the integration of migrants continue to be of concern.  In some countries recent negative 
reactions to migrant groups have led to an intense social and political debate about the future of migration.  
Nevertheless, international migration is increasingly perceived as an important resource for national economies in a 
global world.  While better integration of migrants into their host society is an agreed objective across the region, in 
many instances policies to facilitate this remain to be developed and implemented.  Reliable information on the 
situation of migrants is a pre-requisite for the development of such policies.  Migration and integration policies have 
the potential for maximum positive impact if they are coordinated not only at the local and national levels but also 
internationally.  It would also be of benefit if all stakeholders, including the immigrant groups themselves, 
participate in the conception, implementation and monitoring of the relevant policies. 

The Forum discussed the role of the state in the newly emerging institutional environment, an issue that is 
particularly relevant in the current context of EU enlargement and ongoing social and economic reforms.  It was 
emphasised that the state should design coherent policy and regulatory frameworks, promote human rights, and 
adhere to the rule of law, good governance and accountability.  It was recommended that new forms of partnership 
between the state, civil society and the private sector be established and deepened.  The Forum emphasised the need 
for reliable and timely statistical information and scientific research as prerequisites for comprehensive policy 
formulation and monitoring.  Cooperation between countries within and outside the region was deemed essential in 
order to address the new social and development challenges and to achieve the ICPD and MDG objectives.  All 
countries were called upon to live up to their commitments to support the ICPD and MDG agendas. 

Given the expert nature of the meeting, the UNECE, Government of Switzerland and UNFPA agreed that, 
shortly after the Forum, a Summary of Deliberations would be published under the auspices of the Chair of the 
Forum, Ambassador Walter Fust of Switzerland.  A first draft of the Summary was prepared during the Forum by 
the Friends of the Chair (Annex 3).  On its completion, the Swiss authorities submitted this document in February 
2004 to the Secretary General of the United Nations, requesting that it be circulated at the 59th session of the General 
Assembly and made available at the 37th session of the Commission on Population and Development.  The latter 
session was devoted to the review and appraisal of the progress made in achieving the goals and objectives of the 
Programme of Action of the International Conference on Population and Development.  The Summary of the 
Deliberations is included towards the end of this volume. 

It is hoped that this publication will serve as a valuable reference source for all those concerned with European 
and global population issues and policies.  We believe that it will serve the needs of many people who are seeking 
effective solutions to the population challenges our societies are facing, whether they work in governmental or non-
governmental organisations, or academic institutions. 
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CHAPTER 1 
 
POLICY CHALLENGES OF EUROPE’S 
DEMOGRAPHIC CHANGES: FROM PAST 
PERSPECTIVES TO FUTURE PROSPECTS 

Paul Demeny  

 

 

Overview of the current situation 
This is a document about population.  It is fitting, I 

think, to start by citing some numbers. 

• The Economic Commission for Europe 
comprises 55 countries (the UNECE 55) - a 
figure that reflects a big and sudden expansion 
of earlier membership as a result of the 
dissolution of the Soviet Union. 

• These 55 countries occupy a territory of 
roughly 47 million square kilometres - some 
35 per cent of the land surface of the Earth. 

• One hundred years ago, the population of the 
UNECE area, as is currently defined, 
represented just about the same share of the 
world’s population: 34 per cent. 

• By the middle of the 20th century, the UNECE 
population was 738 million - a little less than 
30 per cent of the world’s total. 

• By any historical standard, the population of 
the UNECE 55 grew rapidly in the second half 
of the century, reaching some 1,115 million. 

• But the rest of the world grew quite a bit 
faster: the UNECE’s population share today is 
roughly half of what it was a hundred years 
ago: about 17.7 per cent. 

These figures should provide ample food for 
thought for this Forum.  They have obvious relevance to 
the place of Europe, and of the UNECE at large, in 
today’s world, and, even more importantly, have a 
bearing on its future - demographic, economic, social and 
geopolitical. 

The future of course is always uncertain, and the 
track record of demographers in prognostication about 
population trends, while impressive in comparison to 
most predictions made by social scientists, is far from 
perfect. 

Yet population growth, like the motion of an oil 
tanker, has a momentum of its own.  Barring 
extraordinary events in the coming decades, at least 
rough magnitudes can be projected with reasonable 
confidence. 

In this, the United Nations Population Division has 
a stellar record.  According to the UNPD’s medium-term 
projections, in the coming quarter-century the UNECE’s 
population will grow only slightly - to 1,189 million, thus 
dropping to 15 per cent of the world’s total (United 
Nations, 2003).  Beyond that, decline in absolute 
numbers will set in.  The projected 2050 population is 
1,166 million, representing 13 per cent of the world’s 
total, or less than half the share the UNECE area had just 
a hundred years earlier. 

Within the UNECE total, the largest subcomponent 
is the population of the European countries, comprising 
the territory not just from the Atlantic to the Urals, but 
across to the northern Pacific, that is, including the Asian 
portion of the Russian Federation. 

In this European component - that is, in the UNECE 
countries other than those in North America and in Asia - 
the loss of relative population weight has been even more 
rapid than the figures I just cited would indicate. 

Within the UNECE area in 1950, Europe 
represented 74 per cent of the total.  Today, this share is 
65 per cent and the figure projected for 2050 is 57 per 
cent.  The decline reflects primarily the more rapid 
growth of the North American component.  The 
combined population of the United States and Canada 
was 172 million in 1950.  It is some 323 million today 
and it is projected to grow to 448 million by 2050. 

As a share of the world’s total population, Europe 
represented 21.7 per cent in 1950.  Today that share is 
11.5 per cent and by 2050, despite the assumed net 
immigration of some 29 million persons, it is projected to 
fall to 7.1 per cent, or less than one third of what it was a 
century earlier. 
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The share within the world’s total of the combined 
population of the United States and Canada has also 
dropped, but much less speedily: from 6.8 per cent in 
1950 to 5.1 per cent today. It is set to hold at the 5.0 per 
cent level until the mid-21st century. 

Continuing large-scale immigration, expected to 
total some 65 million persons between now and 2050, 
and its stimulating effects on fertility, provides a major 
explanation for this dynamic in North America. Without 
immigration, a plausible expectation for the United States 
and Canada would be an orderly convergence to a 
stationary population during the coming decades. 

Historical context 
What is the significance of the numbers I have just 

cited?  Should they be regarded with satisfaction?  Or 
with alarm?  Or with indifference?  There is no simple 
answer to these questions.  It is clear, however, that the 
great improvement in rates of survival experienced 
during the modern era was a universally welcome 
blessing.  It is equally clear, too, that the decline of 
fertility that accompanied that improvement was a 
historical necessity and reflected an extension of the 
scope of voluntary human choice. 

Yet the resulting demographic consequences of 
these developments, now increasingly clearly visible, 
represent a venture into uncharted territory.  There is no 
historical experience in the modern era of declining 
numbers among large populations.  The effects on the 
economy and on society at large are ill-understood.  They 
will require more study, analysis and public debate than 
they are given today either in Europe or in North 
America. 

I will return to the implications of Europe’s future 
demographic prospects at the end of my commentary.  
But I think a brief glance backward at the thinking and 
attitudes of the early 20th century towards population 
changes and their significance helps place contemporary 
population issues in their proper historical context. 

An eventual stationary population was once the 
popularly expected endpoint of the demographic 
transition: low birth rates matching low death rates, 
producing zero growth.  This reflected the apparent logic 
of the point I just made: if the universal desire for low 
mortality is to be fulfilled, fertility must also be low: an 
average of 2.1 children per woman.  Positive rates of 
population growth are ultimately unsustainable, while 
negative rates in due course lead to extinction. 

Upon closer examination it is clear, however, that 
few demographers and social scientists contemplating 
and commenting on the end of the transition have ever 
taken this textbook version of the demographic future 
literally.  As the social transformation that generated low 
fertility gathered strength in the west, it was widely 
anticipated that there would be an “overshoot” with rates 

of reproduction falling below the level required for the 
long-term maintenance of population size. 

In 1922, the historian Oswald Spengler foresaw “an 
appalling depopulation” as one of the manifestations of 
the “Decline of the West”.  Adolphe Landry, the most 
prominent European theoretician of the “demographic 
revolution”, in 1933 identified the last stage of the 
transition as long-term disequilibrium - one in which 
fertility levels sink below replacement over a long 
duration. 

Population projections prepared during the inter-
war years for Western European countries and for the 
United States routinely assumed that fertility decline 
would not stop at replacement level but fall short of it.  
These projections showed that the age distribution 
inherited from the high fertility past can temporarily 
mask the implications of the “intrinsic”, that is to say, 
stable birth and death rates, but below-replacement 
fertility eventually generates negative rates of population 
growth. 

Such a state was calculated typically to occur by the 
second part of the twentieth century.  Demographers 
wrote books with titles such as The Twilight of 
Parenthood (Enid Charles, 1934). 

As fertility rates were falling below replacement 
level in the 1930s, some policy measures were introduced 
with an avowed pronatalist aim.  Even when such 
attempts amounted to what may legitimately be labelled 
as concerted population policies – such as those in the 
liberal democracies of France and Sweden, as well as in 
fascist Germany and Italy - the demographic impact was 
at best minuscule. 

But this could be explained away by claiming that 
the prescribed medicine was administered in inadequate 
doses - governments trying to stimulate fertility on the 
cheap.  More vigorous interventions, it could be argued, 
could have had the desired effect. 

Indeed, at that time it was widely assumed that if 
fertility remained low, more energetic policy measures 
would be applied, so as to raise it back to replacement 
level. 

Then came a development that greatly surprised 
demographers.  Despite World War II, the early 1940s 
showed an increase in the birth rate in most low-fertility 
countries.  And the post-war years brought what could 
properly be called a baby boom. 

Demographers considered the upsurge to be 
temporary.  Projections of Europe’s population prepared 
during the war for the League of Nations at Princeton 
under the direction of Frank Notestein, then the most 
prominent American demographer, envisaged post-war 
fertility as continuing the trend observed in the 1930s - 
that is, downward. 
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Even in 1950, when the baby boom was already in 
full swing, a reappearance of low pre-war birth rates was 
still the common expectation in the United States as well 
as in Europe.  Notestein contemplated the likely policy 
reaction to such an event: 

Between now and the end of the century... many of 
the forces tending toward a reduction of family size 
are likely to continue in effect.  On the other hand, 
we have yet to see a nation approaching a stationary 
population that did not launch strong measures to 
stimulate childbearing.  I expect that efforts to 
increase births will be one of the major 
preoccupations of those concerned with social 
legislation in the Western world. (Notestein, 1950, p. 
339). 

As a demographic forecast, this statement was 
prescient.  Both the amplitude and the duration of the 
baby boom were remarkably great, yet the boom, in 
retrospect, was still a temporary aberration from the 
secular downward trend. 

American fertility peaked in 1957 at an improbably 
high period total fertility rate not much shy of 4.  
Europe’s fertility upsurge came to an end a bit later, 
around 1964.  After these dates the “forces tending 
toward a reduction of family size” indeed came back “in 
effect”.  They also showed their impact outside the west, 
first and most notably in Japan.  

But as a prediction of policy developments, 
Notestein’s statement turned out to be far off the mark. 

Despite period fertility rates during the last quarter 
century that have sunk below - and often far below - 
replacement level in many countries, and despite growing 
indications that completed cohort fertility rates, too, are 
ending up well short of 2.1 in numerous instances, 
surveys of pronatalist policy interventions carried out in 
the 1990s find a near-empty basket. 

Trying to “increase births” has not only failed to 
become one of the “major preoccupations” of 
governments of low-fertility countries, but those 
governments explicitly disclaim even a concern about 
low birth rates.  The typical response to United Nations 
inquiries about population policy is that the level of 
fertility is “satisfactory”. 

Such a stance cannot be explained by western 
governments’ rediscovery of the merits of placing strict 
limits on the role of the state in interfering with the 
spontaneous interaction among its citizens, limits dictated 
by the principles of classical liberalism. 

Those principles do permit government intervention 
when a good can be secured for their citizens that is not 
brought about by ordinary market processes.  Avoiding 
sustained population decline, as would be implied by 
below replacement fertility, could properly be declared as 
such a public good; indeed it affects the very survival of 

the state, and is thus akin to that classical core function of 
government, national defence. 

During the post-war decades, government 
intervention in both economic and social spheres has 
expanded greatly in all advanced industrial countries.  
But deliberate measures aimed at increasing the birth rate 
have remained an exception to that dirigiste tendency. 

Among the reasons post-war western governments 
have been reluctant to adopt a pronatalist policy stance, 
four appear particularly cogent: 

1. The pre-eminent population issue that emerged at 
the global level after World War II was that of rapid 
population growth in the developing countries. 

There was widely shared scepticism that fertility 
decline would be forthcoming in these countries (as 
it had done earlier in Europe and the west at large) 
soon enough and rapidly enough, through a 
spontaneous process generated by economic and 
social development.  Concern about the 
macroeconomic ill effects of rapid population 
growth was seen as justifying government 
intervention to secure the public good of lower 
aggregate fertility in the developing countries.  The 
programmes instituted for that purpose received 
material assistance, or at least moral support, from 
many of the low-fertility countries.  Even though 
national population issues tend to be sui generis 
within each country, there was, and remains, a 
perceived dissonance between providing fertility-
lowering assistance and encouragement to other 
countries, while at the same time engaging in action 
at home serving a diametrically opposed aim. The 
international terrain was not favourable for 
domestic pronatalism. 

2. The phenomenon of below-replacement fertility, 
which was widely greeted with alarm when it first 
appeared during the inter-war years, came to be 
seen with a degree of equanimity in its post-war 
manifestation. 

There was widespread sentiment, reinforced by 
increasing concern with the quality of the 
environment, that a degree of demographic 
decompression was not necessarily an unwelcome 
prospect, particularly in countries with an already 
dense population.  

It was also widely assumed that the economic and 
social disadvantages imposed by a slowly declining 
population could quite effectively be dealt with 
through institutional adjustments rather than 
through population policy.  This was coupled with 
the vague expectation that population decline would 
eventually trigger homeostatic mechanisms that 
may not generate another baby boom but could be 
trusted nevertheless to bring fertility near to, or even 
back to, replacement level.  A total fertility rate in 
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the neighbourhood of, say, 1.8, could legitimately 
be seen as pushing the day of demographic 
reckoning beyond the policy horizon of 
governments. 

3. The early post-war decades, as noted earlier, 
witnessed a major expansion of the role of 
governments in the advanced industrialised 
countries.  The modern welfare state, present only in 
rudimentary form in most of these countries before 
World War II, has become entrenched, claiming an 
increasingly large chunk of the total economy - 
nowadays some 30 to 55 per cent of GDP - for its 
service activities, including income transfers. 

4. Because of the baby boom, in the competition 
between the numerous claims for the limited fiscal 
resources of the state, fertility-enhancing population 
policy was a relative latecomer, with all the 
disadvantages of that status. By the 1980s, the 
realisation that governments are overcommitted in 
other aspects of social policy, especially in providing 
pensions and health care, militated against major 
programmes to stimulate the birth rate. 

The ideological underpinnings of the modern 
welfare state made it seem increasingly aberrant to 
identify population policy, and notably fertility policy, as 
a distinct policy domain.  Earlier pronatalist schemes 
came to be seen as crude attempts to “buy babies”.  
Social policies, it came to be held, could accomplish the 
task more subtly while serving other goals, but also 
having the desired demographic side effects.  Over time, 
the original pronatalist intent tended to be attenuated or 
even entirely lost. 

Today, most low-fertility countries profess no overt 
pronatalist goals and downplay any expectation that the 
policies in question will in fact result in higher fertility.  
The policies are said to be pursued because they are 
considered good in themselves and have been sanctioned 
as such by the political process.  They serve redistributive 
goals approved by the electorate and respond to the 
pressure of various interest groups for a slice of the 
government’s social service budget. 

Within a broad band of population size and rates of 
natural increase not far deviant, up or down, from zero, 
then what constitutes an optimal population size or an 
optimal growth rate tends to be in the eye of the beholder.  
Democratic polities cannot reach agreement on such 
matters easily, and hence tend to accept the aggregate 
outcome of the micro-level fertility choices, variously 
constrained by conflicting other desiderata, as made by 
their citizens. 

Perspectives from the first half of the 20th 
century 
Such equanimity concerning demographic 

dynamics, however, is not warranted if the consequences 
of population change affect important interests - 
individual or collective.  But differing values and 
differing perceptions of interests lead to differing 
perspectives about what, if anything, should be done to 
modify spontaneously generated aggregate population 
trends.  Debates about population matters in Europe and 
the United States are long-standing.  I will offer some 
illustrative snippets from the relevant intellectual history 
from the first half of the 20th century.  The ideas reflected 
in my somewhat idiosyncratic and necessarily limited 
selection may seem antiquated.  Also, by today’s 
standards, the language in which they are cast is 
sometimes politically incorrect. But past thinking about 
population offers more than historical interest.  The 
themes explored can rightly claim attention in today’s 
world.  They reflect conflicting viewpoints but share the 
abiding conviction that demography matters - nay, that in 
the long run demography is the most important factor 
shaping human destiny.  That sobering central point is 
often forgotten in the painfully humdrum contemporary 
discussions of population change in Europe and North 
America. 

By the late 19th century, fertility in the United States 
among the non-immigrant white urban population fell 
below replacement level.  Yes, this was some 70 years 
before modern contraception and population programmes 
were invented.  President Theodore Roosevelt saw the 
writing on the wall and in 1905 issued this warning: 

If the average family in which there are children 
contained but two children, the Nation as a whole 
would decrease in population so rapidly that in two 
or three generations it would very deservedly be on 
the point of extinction, so that the people who have 
acted on this base and selfish doctrine would be 
giving place to others with braver and more robust 
ideas (Roosevelt, 1905, p. 146).  

At that time annual net immigration to the United 
States, mostly from Eastern and Southern Europe, was 
well over one million per year and overall natural growth, 
too, was still rapid.  Other observers were less than 
enthusiastic about these rates.  Frank Fetter, a Princeton 
economist, in his presidential address to the American 
Economic Association in 1913 expressed a widely held 
view: 

The open door policy [of the United States] is vain 
to relieve the condition of the masses of other lands. 
If America with futile hospitality continues to  
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welcome great numbers from countries with low 
standards of living, she can but reduce the level of 
her own prosperity while affording no permanent 
relief to the over-crowded lands (Fetter, 1913, p. 
14). 

An eminent Belgian philosopher, Eugène Dupréel, 
writing in 1914 (but in a book published only in 1928) 
expressed a very different view: 

Population growth is necessary to prosperity and 
power…An increase in the number of people is one 
of the principal causes of social development, 
civilization, and progress, indeed the original and 
universal cause (Dupréel, 1928, p. 138, translated 
from French original). 

That statement is unassailable in its generality, but 
is heroically unmeasurable.  If people - civilizations - in 
the past failed to obey the biblical injunction to be fruitful 
and multiply, they would of course not exist today.  But 
attitudes toward the second part of that injunction, 
replenish the Earth, can differ greatly from country to 
country, with far-reaching consequences - economic, 
environmental and social.  In past centuries, European 
definitions of what a replenished Earth means tended to 
be prudent, for which today’s generations should be 
grateful to their forbears. 

Belgium and the Philippines, for example, had the 
same population in 1900: roughly 7 million.  Today 
Belgium has 10 million people, the Philippines 76 
million.  The projected UN figures for 2050 are 10 
million for Belgium and 127 million for the Philippines.  
One can be fairly certain that the Philippine rate 
represents a tempo of growth Dupréel would not have 
approved of for his own country. 

Population growth of course is not necessarily 
confined to growth within national borders.  Indeed, 
Belgium has been receiving substantial net immigration.  
In contrast, out-migration from the Philippines has been 
large and ongoing.  In the next 50 years the UN 
projections set it at 9 million - practically a whole 
Belgium-equivalent. 

Albert Thomas, prominent in pre-World War I 
French politics, in 1919 became the first director of the 
International Labour Office, a post he held until his death 
in 1932.  In a 1927 article, he posed a question about 
international migration that was then startlingly 
unorthodox: 

Has the moment yet arrived for considering the 
possibility of establishing some sort of supreme 
supranational authority which would regulate the 
distribution of population on rational and impartial 
lines, by controlling and directing migration 
movements and deciding on the opening-up or 
closing of countries to particular streams of 
immigration? (Thomas, 1927, p. 262).  

Thus Thomas broke with the assumption, clearly 
implicit in the Universal Declaration of Human Rights 
which was adopted some two decades later, that countries 
have the sovereign right to pursue their own immigration 
policy without outside interference.  In effect he posited a 
contrary right:  “The right to exist of overpopulated 
communities less favourably situated…which desire…to 
settle their surplus population in foreign countries”.  He 
envisaged an international authority “to lay down the 
conditions under which territory lying within the 
sovereignty of a given State and obviously unoccupied 
might be thrown open to certain classes of emigrants”.  
Presumably the notion of “unoccupied” is easily stretched 
to include “relatively less populated”.  Rewards for 
prudence exercised by forbears may thus be taken away 
from descendants, as undeserved good fortune. 

Other observers had other kinds of control in mind. 
George Bernard Shaw, like Thomas also a socialist, 
wrote in 1928: 

Man does not live by bread alone; and it is possible 
for people to be overfed and overcrowded at the 
same time…Our cities are monstrously 
overcrowded…Some day we may have to make up 
our minds how many people we need to keep us all 
healthy, and stick to that number until we see reason 
to change it (Shaw, 1928, p. 147).  

And possibly with a mind partly on Thomas’s 
supranational migration authority, Joseph Spengler, the 
American economist and student of French population 
history, wrote in 1932: 

The steady decline in the birth rate threatens 
Western civilization both from within and from 
without.  Decline in numbers and multiplication of 
the unproductive age will of necessity undermine the 
materialistic base upon which the industrial 
civilization of Western Europe and America rests.  A 
thinning of ranks may expose the social 
superstructure of nongrowing nations to the 
onslaughts or the overflow of the swarming people 
(Spengler, 1932, p. 10). 

But were declining numbers preventable?  In 1936, 
the leading British demographer of his age, Alexander 
Carr-Saunders, expressed scepticism: 

We found reasons to believe that, once the 
voluntary small family habit has gained a foothold, 
the size of family is likely, if not certain, in time to 
become so small that the reproduction rate will fall 
below replacement rate, and that, when this 
happened, the restoration of a replacement rate 
proves to be an exceedingly difficult and obstinate 
problem (Carr-Saunders, 1936, p. 327). 

The British economist, J. R. Hicks, who later won a 
Nobel Prize, concluded his best known book, published 
in 1939, with a Dupréel-like observation: 
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[O]ne cannot repress the thought that perhaps the 
whole Industrial Revolution of the last two hundred 
years has been nothing else but a vast secular boom, 
largely induced by the unparalleled rise in 
population (Hicks, 1939). 

But perhaps it was time to end that boom and start 
enjoying its fruits. John Maynard Keynes commented in 
1937: 

A stationary or slowly declining population may, if 
we exercise the necessary strength and wisdom, 
enable us to raise the standard of life to what it 
should be, whilst retaining those parts of our 
traditional scheme of life which we value the more 
now that we see what happens to those who lose 
them. (Keynes, 1937, p. 17).  

Hicks apparently agreed.  In 1942, when 
Birmingham and Manchester had a population make-up 
quite different from today’s, he wrote: 

Great Britain can only support her present 
population of 46 million people if at least half of 
those people live in great cities…If the whole of our 
population were to attempt to live upon the 
standards now thought to be proper by our middle 
class with gardens and golf-courses and motor-cars 
would there be room for 46 million people on the 
island? (Hicks, 1942, p. 352). 

But Britain was at war at the time, and war can 
concentrate the mind.  In a radio address in 1943 the 
British Prime Minister Winston Churchill spoke thus: 

One of the most sombre anxieties which beset those 
who look thirty, or forty, or fifty years ahead…is the 
dwindling birth rate…If this country [Britain] is to 
keep its high place in the leadership of the world, 
and to survive as a great power that can hold its 
own against external pressures, our people must be 
encouraged by every means to have larger families. 

As the war ended, the problem of world population 
emerged as a topic of heated debate.  Alfred Sauvy, the 
first director of INED, in an important article published in 
1949 in Population dismissed the very notion of global 
population control.  Population problems are different, 
country-by-country, he insisted: 

For the time being, there exists no world 
government, nor are there institutions that would 
come close to such a construct. Even if some 
principles are established on the [international] 
level, such coordination of efforts falls far short of 
the degree of solidarity that would be needed to 
make the expression “world population” acquire 
real meaning (Sauvy, 1949, p. 760).  

And, in disagreement with Albert Thomas, Sauvy 
approvingly stated: 

In contrast to the flow of goods and of capital, where 
at least intentions toward greater international 
rapprochement do manifest themselves, national 
sovereignty in the matter of immigration, more than 
ever, rules supreme (Sauvy, 1949, p. 761). 

Indeed, the effects of international mobility differ 
greatly depending on what is moving.  When goods are 
voluntarily exchanged, the benefits for both are evident; 
otherwise the exchange would not have taken place. 

Volatility in international capital movements raises 
potential problems, but capital flows across international 
borders were key contributors, second only to 
institutional reforms, to all the spectacular economic 
success stories in the post-war world, resulting in the 
drastic reduction of mass poverty in the developing 
countries as a whole. 

The effects of migration across borders may be also 
beneficial in sheer economic terms, but they represent a 
balance of gains and pains, with the least well-off in the 
receiving countries suffering the greatest losses.  And in 
cultural and political terms, the mutuality of the gains is 
far from assured. 

The challenge for population policy 
The conflicting viewpoints on population matters 

illustrated in my quick intellectual tour d’horizon also 
underlie the contemporary debates about population 
policy. 

By now more than two decades have passed in the 
UNECE region of below-replacement fertility.  This 
period has also been characterised by newly emerging 
patterns in the international movements of people, both 
legal and illegal.  The issues I have outlined have thus 
acquired greater saliency than ever before. 

In recent years, the problems imposed by rapid 
population ageing have received much attention.  The 
toolbox of reforms needed to respond to the 
unprecedented increase in the proportion of the 
economically dependent old age population has been well 
elaborated, if not yet well used.  Time will inevitably 
force these reforms to be implemented. 

As to social policies that may affect fertility in the 
UNECE, near-unanimity has been achieved.  The ruling 
orthodoxy advocates and enacts measures that help 
childbearing and labour force participation to be more 
compatible.  These are policies of considerable merit in 
their own right.  But are they, or will they be, sufficient to 
bring overall fertility levels back, or at least reasonably 
close, to replacement level?  Might they, instead, solidly 
lock countries on a path of ongoing natural population 
decline?  These questions are seldom asked, thus 
discouraging thinking about and discussions of 
alternative or complementary approaches. 



Past perspectives to future prospects ___________________________________________________________________ 7 

Concerning policies on migration, confusion, 
political correctness and political manoeuvrings rule.  
This is well illustrated by the most recent proposals of the 
United States administration for a non-amnesty, labelled 
de facto amnesty, to be granted to perhaps 8 to 10 million 
persons who entered the country illegally.  European 
migration policies tend to follow the same pattern.  

The deficit of births in relation of deaths in 
developed countries, in combination with globalisation, is 
bound to make international migration the central cross-
cutting issue in population policy during the coming 
years. 

Future demographic prospects  
I conclude by an illustration of the potential 

magnitude of the emerging migratory pressures. 

Differential population growth rates over short 
periods of time historically-speaking can cause dramatic 
shifts in the relative population size of countries or 
regions.  These, in turn, have potentially far-reaching 
demographic, economic and geopolitical consequences. 

As an illustration of such shifts, consider the 
population size of the 25 countries that on 1 May 2004 
will constitute the enlarged European Union - an area of 
peace and prosperity.  Compare this EU 25 to its southern 
hinterland: a 25-country assemblage of countries from 
West Asia to North Africa, stretching from Pakistan in 
the east to Morocco in the west1.  The terminology is 
arbitrary: seen from West Asia and North Africa, the EU 
25 could be called that region’s northern hinterland. 

In 1950 the countries of the EU 25 had a population 
of 350 million.  The southern hinterland had a population 
less than half that size: 164 million. 

By 2000 the relative population weights were 
strikingly different: the EU 25 had grown to 452 million 
people, while the West Asia-North Africa 25-country 
group had exploded to 588 million, that is, larger than the 
EU 25 by 136 million - larger by roughly the combined 
population of France and Germany. 

And what are the prospects for the next 50 years?  
The UN’s medium-term projections bravely assume that 
the EU 25 will experience a considerable rise in the total 
fertility rate: from the current level of 1.45 children per 
woman to 1.85 children per woman.  The UN 
demographers also assume net immigration from outside 
the EU 25 of roughly 33 million persons during the first 
half of the 21st century.  Average life expectancy at birth 
is also assumed to rise - to about 83 years.  

                                                        
1 These 25 geographically contiguous countries are: Afghanistan, 

Algeria, Bahrain, Djibouti, Egypt, Eritrea, Iran, Iraq, Jordan, Kuwait, 
Lebanon, Libya, Mauritania, Morocco, Oman, Pakistan, Qatar, Saudi 
Arabia, Somalia, Sudan, Syria, Tunisia, Turkey, United Arab Emirates 
and Yemen.  For a more detailed discussion of the demographic contrasts 
between the EU 25 and this European near-abroad, see Demeny (2003). 

Despite these assumptions - each of them 
population enhancing - the projected population of the 
EU 25 in the next 50 years is set to fall by some 20 
million to 431 million.  By mid-century the annual 
number of deaths would exceed the number of births by 
about 2 million.  In 2050 the largest 5-year age cohort 
would be those aged 65-69.  Half of the population would 
be older than 50 years and the share of the population 
aged 65 and older would be twice as large as the share 
under 15 – some 30 per cent versus 15 per cent.  This is 
an age structure with no precedent among sizeable 
populations, one pointing towards accelerating population 
loss beyond 2050. 

The ratio of those aged 15-64 to those aged 65 and 
older - the so-called demographic support ratio - was 4.25 
in 2000.  By 2050 the support ratio would fall to 1.86, 
which indicates the magnitude of the economic 
adjustment problem that demographic change would 
impose on the population of the EU 25. 

As to the population of West Asia and North Africa, 
the UN projections assume further improvements in 
mortality: a rise of average life expectancy to 75 years by 
2050.  More importantly, they also assume a continuing 
rapid fall of fertility: from 4.0 to 2.1 children per woman 
and also substantial net out-migration - some 12 million 
persons during the 50-year period.  The 2050 projected 
population resulting from these assumptions is 1260 
million - triple the size of the EU 25 population.  Thus, 
over the course of a century, from 1950 to 2050, the 
relative size of the two 25-country groups will have 
changed by more than a factor of 6.  The contrast 
between the respective sizes of the young adult 
population in the two regions is even sharper. 

It may be observed, furthermore, that the southern 
hinterland of the European Union could reasonably be 
defined in a more expansive fashion.  It could include, for 
example, the entire continent of Africa.  In 1950, the 
population of such a widely defined southern hinterland 
was still slightly smaller than the population of the EU 
25, by some 9 million.  By 2000, the combined West 
Asia and African hinterland had a population 790 million 
greater that that of the EU 25.  By 2050 it is projected to 
exceed the EU 25 population by some 2.4 billion. 

These demographic growth differentials virtually 
guarantee that the existing great divide between material 
standards of living in the EU 25 and its southern 
hinterland - however defined - will persist and indeed 
progressively widen in the coming decades.  Even if 
outright Malthusian scenarios can be avoided in the 
poorest countries of Africa and West Asia - something 
that is far from assured - these differentials imply a 
continuing very strong and increasing migratory pressure 
from south to north. 

Europe’s rapid demographic marginalisation within 
the international environment is a symptom of the 
demographic magnitudes just outlined.  These 
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magnitudes make it clear that even a most welcoming 
immigration policy in the EU 25 could make only a 
minor dent in the population growth trend in the southern 
hinterland.  Given existing population dynamics, even if 
the entire population of the EU 25 evaporated today, that 
cataclysmic event would represent only a temporary 
setback in the growth of the combined population of the 
two groups of countries.  In terms of global population 
growth, the setback caused by the EU 25’s disappearance 
would amount to barely six years. 

The policy implications for the southern hinterland 
are fairly clear.  The existing rate of population growth is 
unsustainable.  Speeding up the hoped-for trend toward 
population stabilisation during the present century is in 
the collective economic interest of the countries 
experiencing such growth, as well as in the interest of 
their neighbours. Demographic ‘regime change’ becomes 
a condition for long-term international peace and 
stability. 

A diagnosis is far less straightforward for the EU 25 
- and for populations that find themselves in a similar 
demographic predicament elsewhere on the globe.  As I 
suggested earlier, it would be foolish arrogance on the 
part of governments to assume that they can set some 
population size as the optimum and try to achieve it 
through appropriate policy measures.  If the aggregate of 
individual fertility choices (the key variable in the growth 
equation) results in a slow demographic decline in 
modern affluent societies, such societies should be 
capable of making the necessary adjustments to a 
declining population size.  Such adjustments could be 
consistent with maintaining and indeed raising the 
already high material standards of living, and, if 
collectively so desired, exercising strict control over 
immigration: limiting it to modest numbers, or even 
closing the borders to permanent migration entirely. 

The emphasis in the stipulation, however, is on the 
difficult to quantify criterion, ‘slow’.  Aggregate numbers 
have limited significance as long as all aspects of society 
remain healthy - economic, cultural, environmental and 
military.  But sustenance for these is dependent on 
maintaining at least a minimally sound age structure.  
Present fertility levels, if maintained, let alone if they 
further decline (perhaps gravitating toward patterns in the 
lowest fertility countries in the EU 25 rather than 
converging upward as, for instance, the UN medium-term 
projections envisage), point to eventual rapid rates of 
population loss and extreme forms of population ageing - 
and de facto towards population collapse. 

Step-by-step adjustments in the social support 
system for the old age population, as it has developed in 
modern welfare states, can delay the day of reckoning for 
only a limited period.  But what if fertility settles upon a 
pattern characterised by a completed fertility distribution 
in which women with three or more children are a rarity 

while having only a single child or voluntary 
childlessness is the choice of a significant fraction of 
women and couples? 

Liberal immigration policies could temporarily 
alleviate the distortion in the age distribution that results 
from such a pattern of fertility, but possibly only at the 
price of a thorough transformation in the cultural and 
ethnic make-up of the receiving society.  A radical re-
thinking of population policies, especially policies 
affecting fertility, may then finally become a priority 
issue on the social agenda.  By that time, however, 
remedial action may be too late.  Governments in 
Brussels and Washington, in Berlin and Budapest, in 
Madrid and Moscow, or indeed in any of the capitals of 
the 55 UNECE countries, should not let this happen. 
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CHAPTER 2 
 
FACING THE 21ST CENTURY: NEW DEVELOPMENTS, 
CONTINUING PROBLEMS 

David Coleman 

 
 

Introduction: trends and concepts of the 1990s 
We are now four years into the 21st century and the 

demographic patterns in the UNECE area, and the 
problems and opportunities that they present, have 
become if anything even more incoherent than they were 
around 1990.  Some issues remain as they were then: 
continuing demographic marginalisation on the world 
scene, persistent low fertility, generally high and 
improving levels of survival, continuing immigration 
pressure, demographic divergence (Coleman, 2002a).  
There have also been radical changes, some failures of 
hopes and expectations, and some substantial re-
alignment of demographic perceptions, definitions and 
policies affecting population. 

The demographic responses to the collapse of 
communist regimes at the beginning of the 1990s have 
been profound.  International migration now dominates 
European population dynamics.  The significance of 
population ageing, long understood by demographers, has 
finally burst into the political and public consciousness, 
provoking much alarm, despondency and media hype.  
The conceptual world of demography has also been 
transformed.  The idea of the ‘Second Demographic 
Transition’ - in which the rise of individualistic behaviour 
has led to the radical retreat of marriage in the face of 
new ‘living arrangements’ - has promoted research along 
new lines, facilitated by advances in the technical 
analysis of the life-course and in many other areas.  In 
this paper only a selection of these interesting 
developments can be considered.  There is, for example, 
little on mortality, and nothing on the new concepts 
developed recently to understand the cross-currents of 
urbanisation and counter-urbanisation that are 
transforming Europe’s social and geographical landscape 
(e.g. Champion and Hugo, 2003).  For a discussion of the 
crucial questions of fertility trends and of family policy, 
the reader is referred to the expert papers by Anne 
Gauthier and Francesco Billari, elsewhere in this volume. 

The second demographic transition 
The concept of the ‘Second Demographic 

Transition’ (SDT) was undoubtedly the theory of the 
1990s, and bidding fair to dominate demographic 

thinking as we move into the new century, just as the 
‘first’ demographic transition dominated that of the last.  
This theory that has launched a thousand research 
projects is described as ‘the’ mainstream concept among 
population scholars dealing with demographic change in 
European societies (EAPS, 2002 p. 3).  Developed by 
Van de Kaa (1987) and Lesthaeghe (1995) around 1986, 
it is an ambitious model.  It describes and explains the 
substantial and unprecedented growth of cohabitation, 
lone parenthood, childbearing outside marriage and low 
fertility observed in many countries since the 1960s, and 
the parallel retreat from marriage and from traditional 
norms of sexual restraint.  All these demographic trends 
have been consolidated during the last two decades (see 
Kiernan, 2002, Heuveline et al., 2003) and, as the theory 
predicts, are increasing almost everywhere in the 
developed world, although still at different levels of 
prevalence from country to country (figures 1-4). 

During the 1990s the concept developed actively 
(Lesthaeghe and Surkyn, 2004); post-materialist 
demography has now evolved further into ‘post-modern’ 
demography (Van de Kaa, 2001).  But in essence the 
theory proposes that the new freedom of sexual 
behaviour, the diversity of forms of sexual partnership, 
and the relaxation of traditional norms and constraints 
observed in many western societies since the 1960s, are 
intimately related and share common causes.  They are 
held to be irreversible and likely to become universal in 
developed societies.  The underlying causes are a 
development of the socio-economic progress in literacy 
and income that made possible the first demographic 
transition, and of which these events are a logical 
continuation.  The new transition is made possible by 
parallel trends in further economic growth, intellectual 
emancipation through education and the concomitant 
ease of diffusion of ideas.  Its underlying theory, derived 
from the work of Maslow (1954) and Inglehart (1990), 
posits an emancipation from traditional deferential modes 
of behaviour once material needs and anxieties are mostly 
satisfied though the achievement of prosperity and, in 
Europe at least, the personal security offered by the 
welfare states which that prosperity sustains. 
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Based on this view, an educated and liberal-minded 
population, no longer constrained by material anxieties, is 
able to emancipate itself from traditional rules and 
strictures, unconstrained by deference to religious 
authority or parental sanction.  More concerned with 
‘self-realisation’ than with duty or obedience to authority, 
whether parental, civic or divine, individuals choose 
modes of life suited to their convenience.  Under these 
circumstances, the single state, cohabitation, lone 
motherhood and the avoidance of parenthood are more 
practical and feasible and become more socially 
acceptable.  Conduct formerly frowned upon becomes 
tolerated and increasingly ‘normal’.  The spread of these 
‘post-material’ values in society, as measured by 

questionnaire batteries, correlates with the spread of 
secular opinions, unconventional attitudes and tolerance 
of behaviour formerly regarded as deviant, immoral or 
criminal.  These general empirical social trends have 
been analysed under various different ideological 
umbrellas, not all of them sympathetic (Murray, 1990; 
Fukuyama, 1999).  The specific ‘post-materialist’ 
ideology underlying SDT theory has not been without its 
critics, some of whom find little difference between the 
concepts of ‘materialism / post-materialism’ and the 
conservative / liberal poles of personality, and others who 
find little re-test consistency or behavioural predictive 
value in the results (Degraaf and Evans, 1996; Marshall, 
1997; Dennis and Erdos, 1992).  Yet others have disputed 

FIGURE 1

Total first marriage rate, groups of European countries, 1960-2002  
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FIGURE 2

Total divorce rate trends, groups of European countries, 1960-2000  
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the complete novelty of the trends it describes, seeing 
more continuity with developments in the past (Cliquet, 
1991). 

Numerous empirical studies in western countries, 
however, support the theory.  At national level there is 
indeed a syndrome of Second Demographic Transition 
behaviour.  National populations with a high prevalence 
of (for example) divorce also tend to have lower levels of 
marriage, higher prevalence of cohabitation and of births  

outside marriage, and abortion ratios, although the 
statistical association is not always very strong (figure 5).  
The prevalence or even the possibility of such behaviour 
is, of course, modulated by national government policies 
on family welfare and on legal provisions for divorce and 
abortion, which are far from uniform (Tomka, 2003).  
Most important, those individuals who score higher on 
‘post-materialist’ responses are more likely to be engaged 
in unconventional living arrangements such as 
cohabitation (Lesthaeghe and Moors, 1996) and ‘do their  
 

FIGURE 3

Per cent of persons cohabiting, selected countries, 1996 
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FIGURE 4

Births outside marriage per 1000 live births, selected countries, 1945-2001 
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own thing’ in many other ways.  Also, the incorporation 
of these questions into the European Values Survey and 
other enquiries have shown that the prevalence of these 
responses increased during the 1990s in many countries, 
and this was in step (to put it no more strongly) with the 
spread of the relevant demographic behaviour.  Not 
surprisingly, therefore, the trend towards ‘post material’ 
values and attitudes is presented by votaries of the 
Second Demographic Transition as an historically 
inevitable universal development of irresistible force.  
Identification of ‘leader countries’ which others follow 
has proved difficult; there does not seem to be one single 
trajectory.  Liberating forces need not lead to 
convergence, unless all agree to be liberated in the same 
direction. 

The second demographic transition and low 
fertility 

However, although this model may be successful in 
accounting for differences in living arrangements and 
other preferences within and between European 
populations, it is less satisfactory when confronted with 
low fertility.  Low fertility (meaning fertility well below 
replacement level) is also claimed to be part of the SDT 
‘syndrome’.  Indeed few things could be more bound up 
with concepts of traditional duty, or attended with so 
much cost and inconvenience, as the bearing and caring 
for children.  It would be reasonable, indeed logically 
necessary given the underlying theory, for populations 
that score highest on post-material ideational responses, 

FIGURE 5

Correlation of different SDT variables 
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and which manifest strongly the other SDT attributes, to 
have the lowest fertility as well.  That is quite strikingly 
not the case.  Comparing national populations, the 
relationship between the patterns and trends of period 
fertility levels and other SDT behaviour are the reverse of 
what might have been expected (figure 6).  Populations 
most enthusiastic for non-traditional living arrangements 
within the developed world (North-Western Europe and 
Europe’s clones overseas - United States, Canada, etc.) 
tend to have higher fertility, where the lowest might be 
expected.  Populations with very low fertility are 
typically those where traditional attitudes towards sexual 
relationships and living arrangements persist.  Thus all 
the countries of Southern Europe (with the partial 
exception of Portugal), together with Germany, Japan and 
Korea have low or very low levels of divorce, 
cohabitation and illegitimacy while at the same time they 

have the lowest fertility rates in the world (Bettio and 
Villa, 1996). 

There are, however, other impediments to the 
unconditional acceptance of Second Demographic 
Transition theory in its complete form.  The ‘first’ 
demographic transition dealt with the central 
demographic concerns of birth and death rates and their 
consequences for population size, growth and ageing.  Its 
reverberations are still with us.  Its second incarnation is 
an altogether lesser affair.  The SDT, as argued above, 
does not deal with the central demographic issue of birth 
rates.  It has nothing to say about death rates or with 
migration or with any large-scale demographic processes.  
Instead it is more concerned with micro-sociological 
events: sexual behaviour and living arrangements.  It may 
also be asked to what extent a ‘transition’ is expected to 
be complete and irreversible.  The first appears to be 

FIGURE 6  

Correlation of fertility rates with divorce rates and illegitimacy ratios 
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both.  However, even the ‘progressive’ populations most 
enthusiastic for the SDT remain highly heterogeneous.  
Only in very few countries are more than half of all births 
outside marriage and no population has yet abandoned 
marriage.  In most populations, most marriages are still 
ended by the death of one of the partners rather than 
divorce.  By contrast, the first demographic transition is 
complete: family size is tightly clustered around an 
average of two, 90 per cent of new babies survive to age 
60, and, barring migration, the end of population growth 
has arrived in the developed world. 

It is certainly true that SDT behaviour is generally 
increasing, even in those populations that have proved 
most resistant to change, such as in Southern Europe and 
Asia.  But so far it remains a regionally limited 
phenomenon, still concentrated in its more developed 
form north of the Alps, although also widespread in the 
English-speaking world overseas.  For whatever reasons, 
the secular trend in Second Demographic Transition 
behaviour was faltering, or even declining in a few 
populations by the end of the 1990s.  The lack of increase 
in divorce may be simply an unsurprising consequence of 
the smaller and more selective part of the population that 
has married in recent decades.  But the upward trend in 
total first marriage rates seen in some countries recently 
requires more explanation (figure 7).  Little work has 
been done, however, on analyzing the tempo and 
quantum effects of marriage rates and therefore not too 
much should be made of this observation.  Application of 
the Bongaarts-Feeney method (Bongaarts and Feeney, 
1998) to total first marriage rates (with the usual 
cautions) has shown that increasing delay in marriage 
accounts for the greater part of the apparent reduction in 

propensity to marry in some populations in the mid-
1990s.  For example in Bulgaria, Hungary and the Czech 
and Slovak Republics, adjustment returns the TFMR 
from about 0.6 to about 0.8, although the final value for 
Bulgaria then returns to a low level (Philipov, 2003, pp. 
108-109). 

Those Third World populations which have reduced 
vital rates in a spectacular manner have so far shunned 
cohabitation and births outside marriage.  Advocates of 
the SDT idea present this marked international diversity, 
for example in cohabitation and births outside marriage 
(figures 5, 6) in somewhat Hegelian fashion, as evidence 
of populations inexorably proceeding to a common 
destination, only at different speeds.  They may be right, 
but this ‘transition’ may stall half-complete, much as did 
the earlier Reformation which made little progress south 
of the Alps.  Some sub-populations in the western world 
have remained notably resistant to the SDT, particularly 
Asian immigrants and most of all Muslims.  Arranged 
marriages with spouses from their countries of origin are 
prevalent in many of those immigrant populations.  This 
is, in part, because even co-religionists who have been 
brought up in the ‘enlightened’ and emancipated west are 
not considered to be suitable marriage partners lest they 
have imbibed some of the questionable values under 
discussion here.  In fact the younger generation of 
Muslims in Europe is showing signs of reverting to a 
more traditional Islam, demonstrated publicly through the 
wearing of headscarves and other outward signs of ethnic 
solidarity.  That is not the way of the Second 
Demographic Transition. 

Transitions must, presumably, be sustainable.  The 
underlying theory of the SDT posits radical ideational 

FIGURE 7

Total first marriage rate, selected countries 1960 - 2002 
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change made possible by economic progress.  Are the 
ideational insights, once attained, irreversible irrespective 
of the standards of material security which made their 
realisation possible on a large scale?  Wealth emancipates 
populations from anxieties about material needs and, in 
Europe, supports the welfare states and social housing 
policies on which choices of living arrangements at least 
partly depend.  However, a variety of those welfare 
programmes have already been checked or reversed in 
many western societies, from Sweden to New Zealand.  
High levels of divorce and lone parenthood transfer some 
of the costs of the consumption of women and the 
production of children to the general taxpayer.  They may 
not be affordable in the long run.  In the United Kingdom 
for example, divorce adds about 15 per cent to the United 
Kingdom benefit bill.  In the United Kingdom divorce 
creates three households for every two that existed 
before, and it is the quickest route out of owner-
occupation into state subsidised ‘social’ housing 
(Holmans et al., 1987). 

It may be asked whether modern economies can 
afford the long-term costs that may arise from the Second 
Demographic Transition as well as the unavoidable and 
permanent drag on economic growth presented by 
population ageing.  Furthermore, lone parenthood tends 
to inflict psycho-social as well as material handicaps 
upon children brought up in fragmented or 
unconventional households, compared with those in 
intact families - specifically in respect to school 
performance, discipline and subsequent parenting 
(Kiernan, 1992; Ermisch and Francesconi, 2001a and 
2001b; Osborn, 2003).  This, however, may be a special 
feature peculiar to the circumstances of the United 
Kingdom and the United States, where a higher 
proportion of children in non-marital households are 
brought up with only one parent than is the case in 
Europe.  The age of entitlement to welfare and to rights in 
general may only temporarily have insulated people from 
the consequences of their reproductive actions and 
thereby only transiently permitted a wider choice of 
behaviour in relation to union-formation and 
childbearing. 

The empirically observable demographic trends 
charted above are, of course, indisputable.  It is less clear, 
however, that they can all be swept up as evidence for the 
diffusion of ideas and attitudes specified by the SDT 
theory.  A plurality of explanations may be more suitable, 
depending on circumstances.  For example, is the 
continued high level of teenage childbearing, mostly to 
mothers without partners, as observed since the 1970s in 
the United Kingdom and the United States, a component 
of the enlightened and self-realising behaviour envisaged 
by the SDT?  Or is it instead, as both those government 
believe, a pathological manifestation, harmful to the 
interests of mothers and children, against which policy 
measures are appropriate?  More generally, is the theory 
of ideational change sufficient for a full explanation of 

the upward trends in divorce, cohabitation and the rest?  
Less ambitious, but more conventional economic theories 
based on rational choice, which are not necessarily 
contradictory to SDT theory, might also account for these 
trends.  Such economic models can also account for the 
drawbacks of conventional marital unions and the 
advantages of ambiguity for women being financially 
independent of men through their own work when they 
are as well, if not better, educated (Ermisch, 1991; 
Ermisch and Francesconi, 2000). 

The second demographic transition in Central and 
Eastern Europe 

The recent trends in Central and Eastern Europe, 
and in the European republics of the former Soviet 
Union, provide another example where a plurality of 
explanations may be needed to account for diverse 
situations.  A persuasive case is made out for the 
diffusion of new modes of behaviour - rising 
cohabitation, divorce and births outside marriage - in 
many of these populations during the 1980s, before the 
collapse of communism, as part of a process of 
modernisation.  This argument is particularly convincing 
in relation to the more prosperous parts of the region 
(Sobotka et al., 2003; Lesthaeghe and Surkyn, 2002).  
However, this view may encounter more difficulties 
when confronted with some of the material realities of the 
less prosperous regions of the former Communist 
countries.  First, in general it is difficult to see how post-
materialist sensibilities, normally regarded as requiring 
for their nurture a secure material situation, could flourish 
during the serious economic downturn and heightened 
employment and political insecurity of the post-
communist period.  Furthermore, in some senses the 
restricted choices available in communist times went 
hand in hand with a high level of certainty and assurance 
about crucial life events - guaranteed education and 
employment, for example (Philipov, 2003, p. 156).  
Accordingly it has been suggested that communist 
society, with its certainties, might have been a more 
fruitful environment for post-materialist views than was 
its aftermath (Kyveldis, 2001). 

Elsewhere, however, especially at a more local 
level, apparently ‘classical’ SDT behaviour (e.g. high 
levels of births outside marriage) might be due not to 
individual empowerment, but to quite different - and 
more socially pathological - developments, related to the 
prevalence of ‘anomie’ and trauma among the poorer 
elements of the population distressed and unsettled by 
recent changes.  The highly discontinuous rapid increase 
of births outside marriage in Bulgaria and Romania, after 
over two decades of negligible change, are particularly 
noteworthy (figure 4).  These populations were among 
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the poorest of the CEE countries1 under communism, are 
still substantially rural and have so far failed to make 
successful economic or political transitions, remaining in 
a weak economic position (Åslund, 2001).  Yet despite 
this unpromising theoretical environment for SDT, their 
proportions of births outside marriage exceed those in 
more prosperous, more westernised countries in Central 
Europe.  Furthermore, demographic changes of this type 
are apparent even in the most geographically isolated and 
socially marginalised populations in those countries - 
Turks and gypsies (Roma) – who are perhaps the least 
obvious candidates for progressive ideational change. 

Finally, it is necessary to account for the 
considerable heterogeneity of the changes in SDT-like 
demographic processes during the communist period.  
For example, in Estonia even in the 1960s, most of these 
innovations were becoming prominent: cohabitation 
ranked third in Europe; births outside marriage and early 
sexual experience were common in a society where 
female education was surpassing that of males; female 
work participation rates were high (in the socialist 
fashion) and attitudes were becoming more 
individualistic.  Nonetheless, the fertility rate did not 
decline but increased almost to replacement level (Katus, 
2003). 

Methodological innovations in the 1990s 

Analysis of this increasingly diverse behaviour and 
its correlates has been greatly enhanced during the 1990s 
by methodological innovations.  The most prominent is 
event history analysis, a set of formal techniques for 
integrating information about life events, described as 
‘the most important new paradigm in demography’ 
(Willekens, 1999), which has shifted attention from 
macro to micro analysis and from structure to process.  
As Willekens points out, life events such as leaving the 
parental home, sex, cohabitation, childbirth, employment 
and migration are milestones that dominate the concerns 
and actions of individuals.  Using a statistical basis of 
proportional hazard techniques, event history analysis 
uses non-linear models to integrate and compare these 
events and histories, and relate them to individual 
circumstances.  It permits more realistic analyses beyond 
the reach of even the most sophisticated classical macro-
approaches using multi-state life tables (Courgeau, 2002).  
As noted below, however, such concentration on 
individual-level processes risks losing sight of the 
traditional large-scale concerns of demography which are 
just as important as ever.  However, multi-state modelling 
(Goldstein, 1995), scarcely known in the 1980s, but 
which has become much more widely used in 
demography in the 1990s, has enabled individual level 
data and aggregate ‘ecological’ variables (which may 
have no equivalent at the individual level) to be 

                                                        
1 Bulgaria, Czech Republic, Hungary, Poland, Romania, Slovakia, 

Estonia, Latvia, Lithuania, Belarus, Russian Federation, Ukraine.  

incorporated into the same statistical analyses (see, for 
example, Lievens, 1998).  These techniques have enabled 
the true pattern of demographic events to be determined, 
independently of other influences, sometimes revealing 
that the true picture is quite the reverse of that which 
might be supposed by inferring individual results from 
aggregated data. 

At the end of the day, event history analysis cannot 
of itself be the final demographic paradigm.  Its function 
is to clarify sequences and relationships between life 
events.  It only provides a means for analysing their 
causes in terms of sequences of events; it provides no 
mechanism for the analysis of ultimate causes or 
consequences of the events in terms of independent 
variables.  That must surely be regarded as the higher aim 
of demography.  In short, in the broad sense it is not a 
demographic theory, only a tool.  The marked enthusiasm 
for event history analysis in some circles seems to have 
been at the expense of analysis of larger-scale analysis of, 
for example, the effects of population change on the 
environment or on individual behaviour.  That risks 
confirming the accusations that demography, as an 
‘object science’ (Dykstra and Van Wissen, 1999), is a 
theory-free subject, being more concerned with 
description and technical analysis rather than with 
explanation.  Event history analysis refines the raw 
material for theory to work on; it provides no 
explanations of its own. 

Brief mention should be made of some valuable 
new sources of data intended to analyse demographic 
developments in the light of Second Demographic 
Transition ideas, by providing retrospective life-histories 
suitable for event history techniques.  These are the set of 
standardised international enquiries into partnership and 
reproductive behaviour promoted by the Family and 
Fertility Surveys of the UNECE mounted in 24 countries 
during the 1990s (Cliquet, 2002), and now to be followed 
by a new round of Generations and Gender surveys 
which have been designed around a developed theoretical 
perspective. 

Population ageing and population decline 
Persistent low fertility, together with increases in 

survival, lead naturally to older population structures.  
Sooner or later it will go hand in hand with population 
decline.  Natural decrease has already arrived in some 
western countries; in Germany, Italy and Greece only net 
immigration prevents actual population decline.  Within 
the next thirty years all European countries are expected 
to follow Italy into ‘natural decline’, where deaths exceed 
births - some very gradually, others more rapidly, 
depending primarily on past and future levels of fertility 
(Lutz et al., 2003).  That will go hand in hand with a 
more aged population.  Population decline, as opposed to 
natural decrease, will be deferred until later, because net 
immigration is expected to continue.  Alone in the 
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UNECE area, the population of the United States is not 
expected to decline at all in the long run but to continue 
to increase, indeed at an impressive rate.  The populations 
of Europe as a whole as compared to the United States, 
are thus on divergent paths.  This disparity in growth 
between the United States and Europe has excited 
financial journalists who see much economic and 
geopolitical significance in the future demographic 
disparities between even an expanded EU, and a United 
States continuing to grow to 500 million and beyond.  
Both, however, face similar pressures from their 
neighbours. 

Demographic pressures from neighbours 

The populations of Europe’s Muslim neighbours in 
North Africa and Turkey, minor players economically 
and demographically in the early 20th century, have now 
accelerated past the European total population.  The 
Mediterranean is now the greatest demographic, 
economic and cultural gulf in the world (Chesnais, 1995).  
The countries on the southern shores of the 
Mediterranean continue to send large numbers of their 
citizens to Europe.  Behind them the vast demographic 
potential of sub-Saharan Africa, its growth only 
moderately checked by AIDS, continues its population 
increase, propelled by huge demographic inertia and very 
late transition.  Of the 14 countries which have not yet 
even started the demographic transition, 12 are in Africa 
and one (Yemen) in the Middle East.  Their potential is 
impressive: the population of Yemen is projected to 
exceed that of the Russian Federation shortly after 2050 
(Demeny, 2003). 

At the other end of the UNECE area, the United 
States looks across a parallel if less striking demographic 
and economic gulf towards Mexico and Latin America.  
There the disparity is less marked: Latin America has 
made more economic progress and fertility is falling 
faster.  Furthermore, the United States population is 
growing much faster than that of Europe, through its 
more youthful age structure, its higher fertility and its 
high levels of immigration.  Its projected future growth is 
due substantially to the immigration of large numbers of 
the Latin American population, together with their higher 
birth rates, into the United States. 

Finally, in the Far East of the region, an old 
demographic gulf, which was much discussed in the Cold 
War period, continues unnoticed.  Russia’s Muslim 
Asiatic hinterland, separated not by river or sea but by 
steppe, was a nagging security problem even in Soviet 
times; it now continues to gain ground demographically, 
despite chaos and civil war, while the Russian population 
falls.  Projections to 2050, however, do not suggest that 
these republics2 will approach the Russian total by then.  
While the legacy of communism has obviously radically 

                                                        
2 Kazakhstan, Kyrgyzstan, Tajikistan, Turkmenistan, Uzbekistan. 

changed many things (such as the status of revived 
religion), Russian hegemony continues, and despite much 
return migration, a substantial number of Russian 
nationals remain in Central Asia (figure 8). 

Population ageing 

The population of the UNECE, like that of the 
whole world, is getting older and all its countries, sooner 
or later, will have to face and manage the consequences.  
That is an inevitable consequence of low vital rates.  In 
the last century, fertility decline was the main engine 
behind population ageing.  Fertility, now constant or even 
rising, will eventually make no further contribution to 
population ageing.  Instead, continued mortality 
improvements will be the dominant or only factor behind 
population ageing and has already become so in some 
western countries (Calot and Sardon, 1999).  Given an 
average family size of 1.8, which is about the level of the 
higher fertility European countries such as France and 
Norway, the percentage aged 65 and over would stabilise 
at about 23 per cent at current mortality rates.  At 1.6, 
about the European average, that percentage would rise to 
about 28 per cent.  With persistent really low fertility, 
like that seen in the Southern and Eastern European 
countries, the percentage would rise to well over 30 per 
cent.  In the absence of net immigration, stable 
populations with these rates would experience population 
decline varying from 0.25 per cent per year to 0.75 per 
cent per year and have potential support ratios between 
2.0 and 1.1 (table 1).  Differences in fertility that may 
appear small will generate, over decades, highly 
divergent age structures.  Of course we are not dealing, 
yet, with stable populations, which will take some 
decades to emerge.  For the time being, the age structure 
in many western populations is still favourable for 
positive natural increase, if only marginally, thanks to the 
inheritance from the 20th century of large age groups of 
reproductive age, particularly from the baby boom 
period.  But that demographic bonus is fast running out.  
Most western countries are on the cusp of population 
ageing and sooner or later will acquire a negative 
momentum generating natural decline (Lutz et al., 2003). 

If fertility remains stable or increases, then 
mortality decline, if it lasts, will eventually become the 
only ongoing agent of population ageing in the future.  
The reverse is true in Eastern Europe.  There, in the 
absence of a 1960s baby boom, momentum from the age 
structure is in any case more modest.  In many countries 
of the region very low birth rates combined with 
persistently high death rates have conspired together to 
push most populations into natural decline already. 

The current outlook seems particularly 
unfavourable, because we are coming to the end of a 
short and transient period of unusually benign age 
structure.  During the latter half of the 20th century, the 
more developed countries could enjoy the benefits of low 
dependency from fewer children together with a 
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relatively low proportion of pensioners inherited from 
earlier times.  That demographic bonus is now 
disappearing and will not return; it is now being enjoyed  
- for a while - by some Third World countries.  The 

increasing numbers of older people can be projected with 
reasonable confidence; they have already been born.  The 
standard picture of projected population ageing is very 
well known and needs little elaboration here.  Thanks to 

FIGURE 8

Major UNECE regions and their neighbours - demographic contrasts across the Mediterranean, the steppes of Central Asia and  
the Rio Grande 
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persistent low fertility over many years, contrasting levels 
and paces of ageing, and their international rank order, 
different countries will develop a distinct pattern in the 
years to come (table 2). 

Southern European countries now have the most 
rapidly ageing populations, having overtaken countries 
such as the United Kingdom and Sweden in the 1990s.  
The CEE countries are only kept temporarily out of the 
same league because their fertility decline is more recent 
and because their death rates, in many cases, remain high.  

Today the potential support ratio (PSR=the number of 
people of potential working age for every person of 
retired dependent age) stands at about four in most 
European countries and over five in the Russian 
Federation and the United States (if calculated on the 
conventional age limits of 15-64 and 65 and over).  If 
calculated using the more realistic age limits of 20-59 and 
60 and over, the figure is closer to 3 (3.1 in the EU 15 in 
2001).  That is not the real ratio of actual workers or 
taxpayers to retired dependents, which is much less 
(about 2.5 to 1).  Only about 64 per cent of Europeans 
aged 15-64 are actually at work, the balance being 
unemployed, occupied in family work, studying, etc.  All 
western countries are beginning with a PSR of around 
about four calculated on the conventional basis but this 
will decline by 2050 to rather different levels: over two in 
the case of France and the United Kingdom, well under 
two in the case of Germany, and in the case of Italy and 
Spain, down to less than one and a half (table 2).  These 
results imply quite big differences in future problems for 
the economy, productivity, dependency and other 
indicators. 

This future diversity means that it makes little sense 
to propose common ‘European’ solutions.  Despite the 
claims of the European Commission (2001), there is no 
common ‘European’ problem, rather a wide variety of 

TABLE 1

Stable populations with given levels of period fertility 

 
TFR 
1.55 

TFR 
1.78 

TFR 
2.07 

Rate of population change (per 1 000) ... -10.0 -5.0 – 
Mean age ............................................... 46.8 43.9 40.9 
Per cent population under 15 years ....... 13.0 15.7 18.7 
Per cent population aged 15-64 ............. 59.4 60.7 61.3 
Per cent population aged 65 and over 27.6 23.7 20.1 
Overall dependency ratio ....................... 68.3 64.9 63.2 
Aged dependency ratio .......................... 46.5 39.0 32.7 
Potential support ratio ............................ 2.2 2.6 3.1 

Source:  Calculated from Coale and Demeny, 1982, pp. 79, 129. 

Note:  Expectation of life at birth in all cases 80.0 years for females, 76.0 for 
males. 

 

TABLE 2 

Evolution of the age structure 2000-2050, selected countries 

 France Germany Italy Netherlands Spain 

 
65+ 

per cent PSR 
65+ 

per cent PSR 
65+ 

per cent PSR 
65+ 

per cent PSR 
65+ 

per cent PSR 

2000 .............................................. 16.0 4.08 16.4 4.15 18.1 3.73 13.6 5.01 17.0 4.01 
2010 .............................................. 16.6 3.95 20.2 3.31 20.6 3.22 15.3 4.49 18.5 3.69 
2020 .............................................. 20.5 3.05 22.5 2.91 23.9 2.71 19.8 3.33 21.3 3.14 
2030 .............................................. 23.8 2.52 27.7 2.16 28.6 2.11 24.2 2.52 26.5 2.37 
2040 .............................................. 26.2 2.21 30.9 1.84 34.5 1.57 27.1 2.14 33.3 1.68 
2050 .............................................. 26.7 2.15 31.0 1.83 35.9 1.47 26.5 2.22 37.6 1.36 

Indicator values in 2050 
TFR ............................................  1.9  1.61  1.61  1.81  1.64 
Life expectancy at birth, male.....  80.6  80.7  79.5  79.6  78.4 
Life expectancy at birth, female .  87.3  86.2  85.6  84.9  85.9 
Net migration .............................  40  180  60  30  30 

 United Kingdom Norway Hungary Russia United States 

 

65+ 
per cent PSR 

65+ 
per cent PSR 

65+ 
per cent PSR 

65+ 
per cent PSR 

65+ 
per cent PSR 

2000 .............................................. 15.8 4.13 15.4 4.21 14.6 4.69 12.5 5.56 12.3 5.35 
2010 .............................................. 17.0 3.94 16.0 4.18 16.0 4.38 13.3 5.50 12.8 5.21 
2020 .............................................. 20.2 3.21 20.0 3.23 19.7 3.41 16.7 4.17 15.9 4.03 
2030 .............................................. 24.3 2.48 23.5 2.56 21.5 3.02 21.8 3.00 19.2 3.20 
2040 .............................................. 27.2 2.13 26.5 2.16 24.8 2.47 23.5 2.69 19.8 3.12 
2050 .............................................. 27.3 2.12 26.2 2.21 28.8 1.99 27.0 2.17 20.0 3.11 

Indicator values in 2050 
TFR ............................................  1.91  2.07  1.85  1.85  1.85 
Life expectancy at birth, male ....  80.6  80.8  76.0  70.9  79.2 
Life expectancy at birth, female .  85.6  86.7  82.4  77.4  84.1 
Net migration .............................  95  10  1  50  1 100 

Source:  United Nations World Population Prospects 2000, 2002 Medium Variant  
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national ones that require their own individual policy 
responses.  The countries of Southern Europe, with their 
low fertility, ‘familist’ traditions, rejection of Second 
Demographic Transition behaviour, low female 
workforce participation rates, high unemployment and 
rigid labour regulations, resemble somewhat the low-
fertility developed societies of Asia (for example Japan, 
South Korea and Singapore).  In demographic terms, the 
countries of North-Western Europe, with their higher 
birth rates, high levels of cohabitation and births outside 
marriage, weak kinship structures and high female 
workforce participation resemble more the populations of 
the English-speaking world overseas, although they differ 
radically from the United States (less from Canada) in 
terms of welfare provision and taxation.  These contrasts 
are well illustrated by projections of the future 
populations of potential workforce entry age (20-24).  In 
North-Western Europe the expectation is of relative 
constancy (including an element of migration, of course), 
while in other European areas a steep decline is expected, 
despite considerable immigration (figure 9). 

Population age structure is not the only factor that 
determines the impact of population ageing on society 
and the economy.  Those effects are modulated by levels 
of workforce participation, by labour productivity, by the 
structure of pension systems and their sustainability or 
cumulated indebtedness.  These differ considerably 
between countries and differences are likely to persist 
into the future.  Impact of demographic and non-
demographic factors has been brought together in an 
index of the impact of ageing which considerably alters 
our picture of the most vulnerable populations in the 

future (figure 10).  Many of the assumptions about the 
future values of relevant variables may be questioned, 
and the UN projections used are not ideal.  Nonetheless 
such exercises may put the spotlight more accurately on 
the danger areas. 

What can we do about it? 

There is no ‘solution’ to population ageing short of 
a return to much higher rates of population growth or 
mass age-specific euthanasia.  Today’s age structure is 
non-sustainable.  Immigration cannot solve problems of 
population ageing except at rates of immigration so high 
that they would generate economically and 
environmentally unsustainable population growth rates 
and permanently and radically change the cultural and 
ethnic composition of the host population (Coleman, 
2000).  Figure 11 shows the population size consequent 
on the migration needed to preserve the current potential 
support ratio in the United Kingdom up to 2100.  Today’s 
population of 60 million would have doubled to 120 
million by 2050 because the United Kingdom would be 
importing on average 1.2 million persons per year.  By 
2100, up to five million new immigrants would be 
needed every year, and the population would have risen 
to 312 million, not much less than the present population 
of the whole EU. 

The reductio ad absurdum of all this is what one 
might call the ‘Korea syndrome’: the level of 
immigration required in order to preserve the current 
potential support ratio in the Republic of Korea and its 
consequences for population growth.  In order to preserve 
their present potential support ratio of 10:1 through 

 
FIGURE 9 

Population aged 20-24, selected European countries, 2000-2050 (2000 = 100)  
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immigration, the population of Korea would need to 
increase to 6.2 billion people by the year 2050.  Just by 
coincidence, this happens to be the entire population of 
the planet at the present time, so we would all have to go 
there (Coleman, 2002b). 

Of course immigration does have a favourable 
impact upon the age structure and can, in theory, 
maintain population size or workforce size, although to 
keep those constant would require an implausibly precise 
level of management: immigration has always been easier 
to start than to stop.  The problem is that the effect is not 
very great and immigration is an inefficient way of 
achieving this end.  Immigrants themselves age and then 

require more immigrants, as it were, to replace their 
number.  Also, there is a tendency for immigrant birth 
rates to converge to those of the host population, although 
this is by no means a certainty. 

Population ageing is not a consequence of a failure 
of migration: birth rates are a more effective way of 
changing age structure, without population growth.  But 
population ageing cannot be ‘solved’ by fertility either, 
although it is easier to moderate it by that route.  Even if 
the birth rate rose up to replacement level, the potential 
support ratio would only increase to about 3.  That would 
imply no further population growth and eventually an end 
to further population ageing given constant mortality.  To 

FIGURE 10

Ageing vulnerability index, 2003 
 

 Overall index Public burden Fiscal room 
Benefit 

dependence Elder affluence 

 Rank Score Rank  Rank Rank Rank 

Australia 1 -1 2 2 4 6 
United Kingdom 2 7 1 1 6 11 
United States 3 18 3 4 3 1 
Canada 4 42 6 6 5 2 
Sweden 5 48 4 3 8 10 
Japan 6 50 9 9 1 3 
Germany 7 52 7 5 11 5 
Netherlands 8 62 8 7 9 4 
Belgium 9 63 5 8 10 9 
France 10 81 10 10 12 8 
Italy 11 84 11 11 2 12 
Spain 12 93 12 12 7 7 

 weight 1/3 1/3 1/6 1/6 

Source:  Jackson and Howe 2003, figure 18. 
 

FIGURE 11 

Net annual immigration required to maintain UK potential support ratio, 2000-2100 
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keep the PSR at the current level of four, an average 
family size of about three and a half would be required, 
implying population growth of about 1.8 per cent per 
year. 

Managing population ageing 

What matters, however, is not so much 
demographic abstractions such as the potential support 
ratio but rather whether the future costs of dependency 
are sustainable in the economic and social environment of 
the future.  Workforce, retirement and pension reforms 
within the demographic system offer many flexible and 
promising ways of adapting to population ageing and 
preserving the viability of economic systems, some of the 
measures in any case being desirable in their own right.  
Together with improvements in productivity, such 
measures offer the prospect of a reasonably effective and 
affordable management of this burden as long as birth 
rates are not too low, even though they definitely cannot 
offer a ‘solution’ (Daykin and Lewis, 1999). 

First we need to consider first the ‘real’ support 
ratios, that is the actual number of taxpayers in relation to 
aged dependant people.  In making such calculations we 
need to take into account the future reduction of 
dependency arising from the decline of the youthful 
dependant population.  Average actual retirement age 
today is already substantially below the ‘official’ 
retirement age, being about 58.  Early retirement, late 
entry into the workforce and modest workforce 
participation rates already give actual support ratios of 
about 2.5 taxpayers per pensioner in the United 
Kingdom, and even fewer elsewhere, not the nominal 4.1 
of the potential support ratio (Government Actuary, 
1999).  This lower ratio is being managed today without 
notable problems. 

No one management factor can ameliorate the 
situation all by itself except with considerable discomfort.  
We therefore need to address simultaneously as many of 
these contributing factors as possible. 

There is considerable scope for increasing the actual 
workforce within the existing boundaries of working age.  
European countries have very high levels of demographic 
reserves.  In the EU, only 64 per cent of the nominal 
‘working’ population aged 15-64 is economically active.  
This is the lowest of any major industrial area in the 
world.  In Spain and Italy, only just over half the 
population aged 15-64 actually has a job (table 3).  
Mobilising this spare capacity, in which existing foreign 
populations are disproportionately over-represented 
already, would address many social problems as well as 
helping to meet workforce needs (see Punch and Pearce, 
2000).  Because of low current employment rates, the 
potential workforce in Germany would be sufficient to 
meet its likely needs until 2020, if fully utilised (Fuchs, 
1995).  An increase of participation rates to the levels 
already achieved in Denmark, for example, would add 32 

million people to the EU workforce (figure 12).  
Similarly, a return to the levels actually achieved among 
men in the 1960s, would go a long way to meet adverse 
future ageing changes. 

Combining Eurostat projections of populations and 
assuming modest increases in workforce participation, it 
can be shown that the actual workforce in all EU 
countries will continue to increase for the time being, and 
in all cases (except that of Italy) will not decline below 
current levels before 2020 (Feld, 2000).  However, 
improvements in workforce participation rates cannot 
have further enhancing effects once they have reached 
their maximum level, beyond say 2020.  Labour market 
reform is also needed to support older workers, for 
instance with the following measures: permitting a 
gradual rather than an abrupt transition from work to 
retirement; the moderation of the tax penalties for 
working after pensionable age; and less pressure at work 
for older workers. 

The most potentially effective measures relate to 
later retirement age, which improves both sides of the 
dependency equation.  While formal retirement age is 65 
in many EU states, actual retirement age is commonly 
about 58 or 59.  Preservation of today’s actual support 
ratio would require actual retirement age to rise by 
between five and six years, to 66.  On that basis, 
managing the additional costs of elderly dependency 
simply requires people to stop work when they are 
‘expected’ to.  If 65 really was the actual current 
retirement age, then the current support ratio would be 
fully preserved with an increase of retirement age to 
between 72 and 76, depending on the population.  Full 
preservation of the support ratio is, however, neither 
necessary nor, probably, possible.  Neither should we 
minimize the difficulties of substantial increases in 
average retirement age, especially for manual workers, 
when there is popular pressure to reduce it or to take early 
retirement.  But as expectation of life after 65 continues 
to increase, then an extension of working life must keep 
pace with it.  Fortunately, recent findings suggest that 

TABLE 3 

Employment and unemployment, selected countries 2001, 
ages 15-64 

Employment rate 
Unemploy-
ment rate 

 
Both 

sexes Males Females Both sexes

Denmark ................ 75.9 80.2 71.4 4.2 
France .................... 62.7 76.0 55.7 8.6 
Germany ................ 65.7 72.6 58.7 7.8 
Netherlands ........... 74.1 82.7 65.3 2.1 
Spain ...................... 57.5 70.9 42.7 10.4 
Switzerland ............ 79.1 87.6 70.6 2.5 
United Kingdom ..... 71.6 78.2 64.9 4.7 

Source:  Eurostat Labour Force Survey 2001, table 13, table 53. 
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most additional years of life are active years.  In the 
longer run, it will not be possible for populations to live 
longer without working longer. 

Improvements in productivity, highly desirable in 
their own right, would rectify much of the threatened 
economic shortfall and would compensate for the relative 
shortage of workers.  The European Commission’s 
‘Annual Review of the Demographic Situation in Europe’ 
in 1995 (European Commission, 1996) noted that 
additional productivity growth required to meet the 
additional demands on the economy created from 
pensions would be between 0.1 per cent and 0.3 per cent 
annually up to 2005, increasing to 0.5 per cent per year 
by 2025.  That apparently small increase is, in terms of 
productivity growth, substantial, and not easy to achieve.  
Economic diversion on this scale to pay for pensions 
would, for example, reduce a real annual GDP growth 
rate from (say) 3 per cent to 2.5 per cent.  Similar 
conclusions have been reached by other economists in the 
United States (Lee et al., 1988; Lee, 2000; UNECE, 
1999). 

However it would not do to minimise the political 
problems obstructing necessary reforms.  In many 
European countries, workforce participation is 
constrained by poor support for (would-be) working 
women with families, by interminable degree courses 
(favoured in the 1980s to disguise youth unemployment), 
and by pressures to keep and even expand early 
retirement.  As most of the population has a vested 
interest in them, there is great reluctance to accept a 
revision of unsustainably generous pay-as-you-go under-
funded pension schemes, which pay up to 80 per cent of 
wages over a long retirement, and which are 
commonplace in Europe.  In the last two or three years, 

modest proposed reforms have provoked, for example, 
general strikes in Italy, transport disruption in France and 
political turmoil in Germany, which all goes to show how 
difficult it is going to be to wean Europe’s workers off the 
state they have enjoyed during the fat years of the late 
20th century. 

Immigration and its discontents  

Migration - the new engine of demographic and 
social change 

As already cited as a response to the ageing 
population and dwindling labour markets, migration has 
now moved to the front line of demographic analysis.  In 
the early 1980s net migration flows into Europe were 
ebbing.  All that has changed.  In 1992 international 
migration to Europe reached an all-time peak, estimated 
at a gross inflow of 2.7 million from all sources 
(Widgren, 1994), a precarious estimate including illegal 
immigration, an estimate which has not yet, however, 
been dethroned.  Net annual inflow to the European 
Union, as estimated by Eurostat, only briefly fell below 
0.5 million in the mid-1990s and since then has risen to 
nearer one million.  This net figure is similar to the gross 
inflows to the United States, although into a larger 
population.  However, migration can go down as well as 
up (figure 13) and some national trends underline this: for 
example, in 1997 and 1998 net foreign migration to 
Germany became negative, as Polish worker recruitment 
fell and many Yugoslavs granted temporary protection in 
1992 returned home.  The flows that make up this total, 
in and out, are in some cases quite separate and 
independent although most have tended to rise.  Some 

FIGURE 12

Potential increase in EU 15 workforce, 1999, given Danish participation rates 
(Millions) 
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flows have been inherited from the past; others are quite 
new. 

The flows are too complex to describe in detail 
here.  Excellent overviews are available in respect of the 
Council of Europe countries (Salt, 2003) and for OECD 
member states (OECD, 2003), together with two new 
global compendia: from the United Nations Population 
Division (2003) and from the International Organization 
for Migration (2003).  Comprehension of migration 
processes is muddied by the poor and incompatible 
statistics available (Salt et al., 1993; Poulain, 1996), by 
the uncertainties of migration theory and by the great 
difficulty of making projections on any rational basis (see 
Hilderink et al., 2001).  Migration is powerfully affected 
by the economic and demographic situation in the 
sending countries, by labour demand in the host 
countries, by the political situation in each and the 
historical connections between them.  The size of 
immigrant groups already in the host country and their 
propensity to perpetuate chain migration by arranged 
marriage and attracting and absorbing illegal or irregular 
immigrants is becoming more salient.  Political effects on 
migration flows have tended to be ignored by economists 
preoccupied with their models (Hollifield, 2000). 

Labour migration 

Labour migration is the focus of debate by 
economists and the media.  Most immigrants to Europe 
and the United States are not, in fact, workers, but 
nonetheless labour flows promote and perpetuate 
subsequent flows of dependents and spouses.  Since the 
latter 1990s gross labour migration inflow to Europe, 

long-term and temporary, has increased despite the 
economic slowdown in the Euro zone (Salt and Clarke, 
2003).  Totals of work-permit immigration from those 
countries which provide data rose from about 200,000 in 
1989 to a peak of 650,000 in 1992 following German re-
unification.  Then the inflow fell to 400,000 in 1995, 
rising again to over 500,000 by the end of the decade 
(figure 14).  These are all gross inflows; few data on net 
flows of labour are available.  This is all movement from 
outside the EU; movement between EU countries does 
not require a permit.  The reasons for the growth of 
labour migration are mixed.  The information technology 
sector needs labour because its rapid growth has 
outstripped the ability of domestic resources to train 
suitable personnel.  On the other hand, the recruitment of 
skilled medical workers, especially nurses, from overseas 
is more a reflection of poor working conditions arising 
from under-funding over many years, which has created a 
dependency on foreign workers (notably in the United 
Kingdom).  There the problem is not so much an absolute 
shortage - as many trained nurses no longer work in the 
profession - but “a shortage of nurses willing to work 
under the conditions being offered them” (OECD, 2003, 
p. 23). 

Believing that it might improve their competitive 
position, many European countries changed their 
migration laws in the 1990s to favour the recruitment of 
skilled professionals from overseas (OECD, 2001).  
However the interest may be transient and the results 
disappointing: as an example, IT jobs were withdrawn 
from the official United Kingdom list of shortage 
occupations within 18 months despite official claims that 
200,000 more workers were needed.  The German ‘green 

FIGURE 13 

EU 15 net foreign immigration 1960-2001 
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card’ for overseas IT specialists has remained under-
subscribed.  The number of foreign nurses in the British 
National Health Service remained constant up to 2000, 
despite substantially increased recruitment.  At the other 
end of the scale, recruitment of unskilled workers, often 
on a temporary basis, is expanding to include work in 
agriculture, building and domestic services, despite 
persistently high unemployment in Europe - particularly 
among foreigners themselves.  Unregulated, casual trades 
also attract many illegal immigrants; they are also 
prominent in prostitution and the drugs trade. 

Some European governments, notably that of the 
United Kingdom, have been persuaded that a greater 
inflow of potential workers benefits the economy, even if 
they are not recruited to specific jobs.  Accordingly all 
kinds of conditions for immigration have been relaxed 
stimulating a substantial increase of inflows to the United 
Kingdom.  Others have maintained a more selective 
approach and have not opened their doors to the new EU 
accession countries.  The economic evidence on which 
this is based seems rather tenuous and some of it is 
negative.  For example, immigration can be shown to 
increase both local unemployment (Dustmann et al., 
2003) and remote unemployment (Hatton and Tani, 
2003).  Immigrants naturally increase overall GDP 
insofar as they increase population but they may not 
increase GDP per head, which is what matters from the 
viewpoint of individual welfare.  Much depends on the 
composition of the migrant flows.  Some studies, e.g. in 
Sweden, show that all immigration taken together 
imposes a net economic cost on the country; other 
studies, e.g. in Denmark and the United States, show 
benefits to the middle class but a reduction of income 

among the less well paid (Storeslettten, 2003; Wadensjö, 
1999).  In general, immigrants from poor countries tend 
to impose a net cost on their host societies while 
immigrants from developed countries tend to bring net 
benefits.  Furthermore workers leave as well as enter.  
The net effect of migration on the labour force is 
generally unknown; many countries lack emigration data.  
But in the United Kingdom, which does collect departure 
data on a sample basis, outflow can be substantial.  
During the 1990s, almost as many persons left the United 
Kingdom as entered it for purposes of work, and the net 
inflow of labour migration to the United Kingdom was 
only 10,000 in 2000 and 36,000 in 2001 (when 90,000 
United Kingdom workers departed).  One wonders why. 

Family migration 

Chains of migration pulled in by existing immigrant 
communities (OECD, 1978), often founded initially by 
workers, have given a momentum to flows which then 
owe little to economic considerations.  Since the1970s 
most legal migration into Europe and North America - up 
to 80 per cent - has been not of persons arriving 
ostensibly to work, but of dependants, relatives, spouses 
and new marriage partners, as well as persons arriving 
independently as students and more recently as asylum 
claimants, many of whom contrive to stay one way or 
another.  The magnitude - and the variety - of this pattern 
is seen in figure 15.  For example, in France in the early 
1990s, over 80 per cent of migration from North Africa 
was classified as family reasons or humanitarian, and into 
Austria it was about 90 per cent (Biffl, 2002).  Even in 
North America, where the economic effects of migration 
are most loudly praised, the priority given to ‘Family 

FIGURE 14

Gross labour inflows, selected Western European countries, 1989-2000 
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Preference visas’ ensures that H-1B labour visas still 
accounted for only 20 per cent of legal entries (in the 
United States 163,000 H-1B visas were actually issued in 
2001, out of a quota of 195,000, and in 2003 the H-1B 
quota was reduced to 65,000).  In Canada a similar 
priority for families reduced the economic migrants to a 
variable and residual category within the quota until 
recently. 

In the late 1980s and throughout the 1990s, the 
growth of immigrant minority societies in Europe, 
through ongoing immigration and strong natural increase, 
has created powerful poles of attraction for further 
migration through marriage and other processes of chain 
migration.  Minority populations from North Africa, the 
Middle East and Asia - Muslims and Hindus - tend to 
prefer arranged marriages with persons of the same 
religion, race, nationality, caste and in the case of (e.g.) 
Pakistani Muslims, close relatives such as first cousins or 
nieces.  Among many groups, life in the west has not 
weakened these preferences.  Immigrants may cling to 
traditional ways even more tightly than those who remain 

in the country of origin.  Some, notably Muslims, reject 
or distrust western secularism and prefer to import brides 
of guaranteed provenance and purity, free of liberal and 
disturbing western ideas and attitudes, who have had no 
opportunities to compromise family honour.  Such 
migration also increases the size, and the local power, of 
immigrant populations.  This process is notable among 
Turks although less among Moroccans in Belgium 
(Surkyn, 1998), similarly among Turks but less among 
Algerians in France (Tribalat, 1995), and among South 
Asians in Britain (Coleman, 1995).  In the Netherlands, 
marriage migration is now the most important route of 
entry (except asylum) for Turks and Moroccans 
(figure 16). 

This represents a failure of integration and its 
practice erodes it further.  Chain migration slows down 
assimilation to modern demographic norms and 
integration, while high levels of in-marriage are 
associated with other indicators of enclosure and lack of 
integration (Lesthaeghe et al., 1998).  The intensity of 
marriage migration also responds to the desire, among 

FIGURE 15

Proportion of immigrants entering selected countries categorised as workers, family reunification and refugees 
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large numbers of people in the Third World, to emigrate 
to the west.  There is widespread advertising for this 
purpose in the press and various rackets in the host 
countries.  The rise of new spouse migration has created a 
powerful and accelerating dynamic of migration to 
Europe.  In the late 1980s and 1990s this eclipsed the 
migration of established spouses in immigration streams 
to Europe, for example in the Netherlands and the United 
Kingdom, especially after the abolition of the ‘primary 
purpose rule’ of checks intended to prevent the abuse of 
family migration.  Nowhere have the expectations of 
integration been more frustrated. 

Asylum and illegal migration 

The creation of asylum laws fifty years ago to clear 
up post-war chaos and distress has turned out to be a very 
open-ended commitment.  The discovery of these laws by 
potential migrants from poor and troubled countries of 
the world has opened the way to a cumulative total of 
over 6.6 million asylum claims made in Europe since 
1980 (because of duplicate claims, the number of 
individuals will actually be smaller).  That total is about 
the same as the cumulated number of labour migrants 
since 1980.  Although most claims are rejected, it is 
believed that most claimants nonetheless manage to 
remain in Europe.  This parallel migration stream has 
greatly augmented flows into Europe and diversified the 
foreign-origin populations in all European countries 
(figure 17).  Patterns and problems of asylum have been 

treated in depth by Penninx for this meeting and need no 
repetition here (see also UNHCR, 2004). 

The most salient conflict for Europe, in former 
Yugoslavia, paradoxically produced few actual asylum 
claims at the time, although many since.  The usual 
asylum screening was clearly inappropriate and would 
have been overwhelmed.  Most of the 2 million or so 
given shelter were given ‘temporary protection’; many 
have indeed returned to their former country, if not their 
former homes.  While claims from particular countries 
ebb and flow in response to political situations, once 
started from a poor country to a rich country they persist, 
and new flows constantly arise.  Yugoslavia apart, it has 
not been easy to make a clear connection between the 
intensity of political unrest in the world and changes in 
overall asylum claims. 

Europe is in a state of confusion over asylum.  No 
political system wants claimants; they are seldom 
welcome in large numbers by the mass of the electorate.  
But moral principles of governments, their adhesion to 
international agreements and pressure group agitation all 
override popular opinion.  In persistently affirming their 
commitment to asylum, governments send a welcoming 
message to the world which in practice they then do their 
best to frustrate through visa systems, action against 
traffickers and continual attempts to simplify, and usually 
make stricter, the asylum system.  Yet in the 1990s no 
European country has seriously considered the question 
of radical reform of the asylum principle.  Asylum has 

FIGURE 16

Spouse migration by sex and New Commonwealth origin, UK 1973-2001 
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become a process of mass population movement, as never 
intended, as well as a means of protection. 

Asylum claiming is closely connected with illegal 
entry and over-staying; many claimants enter illegally 
and then make a claim at a later date when apprehended.  
Those apart, a variety of unauthorised means of entry 
(IGC, 1995; Widgren, 1994; Salt, 2000) contribute to a 
total of between 350,000 and 500,000 illegal entrants to 
Western Europe each year, with an illegally resident 
population of perhaps 3 million.  Rather more secure 
estimates for the United States put the annual inflow at 
about 350,000 and the stock at 5 million.  Repeated 
amnesties secure the position of earlier illegal immigrant 
cohorts and do nothing to reduce further inflows 
(Orrenius and Zavodny, 2003). 

Changes in attitudes and policy, and their 
effectiveness 

Policy is more important in determining migration 
patterns than any other component of demographic 
change, and no phenomenon related to demographic 
change has had more impact on politics.  But the political 
pressures are contradictory, and policy may change 
radically following elections which remove one 
government and replace it with another.  Conflicting 
beliefs confuse the picture.  Popular opinion in general 
opposes mass migration, especially from outside Europe, 
but political elites take a more permissive view.  
Immigrant and race relations pressure groups can exert 
more power than these diffuse concerns and can focus it 
effectively on ministers.  Hence liberal democracies do 

not find it easy to control immigration (Freeman, 1994).  
As noted above, some governments consider large-scale 
migration to be economically beneficial, or even essential 
for the labour market or for demographic stability.  The 
United Kingdom government has even adopted American 
rhetoric in praise of the cultural diversity which mass 
migration brings with it.  It is often claimed that 
immigration is in any case impossible to stop or reverse.  
A conviction of impotence is thus allied with economic 
self-interest in the new idea of ‘managed’ migration 
(Council of Europe, 2000; IOM, 2003). 

These sentiments seldom take into account the 
social and ethnic transformation of urban areas in Europe, 
not those where elites live on the whole, which disquiets 
popular opinion.  It is customary to dismiss such concerns 
as ‘racism’ and ‘xenophobia’.  In the last few years, 
however, electorates have made their views felt by 
supporting right-wing or far right-wing parties, shocking 
the political establishment in Northern Italy, in Austria, in 
the French Presidential election and in the Dutch general 
election of 2002.  They nearly overturned the German 
government in 2003 and stalled its new, more open 
migration law; in Denmark they returned a centre-right 
government with a restrictive immigration agenda and in 
Switzerland they disturbed the consensus politics.  Even 
where the right-wing parties have failed or later fallen 
apart, much of the drift of their policy has been absorbed 
by mainline parties.  Even in the United Kingdom, a 
government still devoted to talking up and stoking up 
legal migration, has adopted asylum legislation (the 
fourth since 1993) of a severity which might not have 

FIGURE 17

Migration trends to Western European countries, 1980-2002 
(Thousands) 
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been contemplated by its Conservative, more right-wing, 
predecessor. 

The growth of all forms of migration, new and 
growing migration pressures from abroad, the changing 
political situation at home and abroad, and the 
ascendancy of the EU over national interests since 1998, 
have provoked a series of new laws.  Some are designed 
to regulate and restrict immigration, especially asylum, 
although others are more permissive.  Former communist 
countries have had to start from scratch, as have former 
emigration countries.  For example the new and generous 
Irish legislation of 1996, formalising entitlement to 
asylum for the first time, has put the Irish Republic on the 
asylum map to such an extent that it now has one of the 
highest inflows per head of population in Europe, giving 
Irish society a wholly new multiracial element.  The 
United Kingdom government’s incorporation of the 
European Convention on Human Rights into English law 
has further strengthened the hand of judges against 
ministerial attempts to stem asylum flows, assisted by 
numerous pressure groups funded by government and 
public lotteries. 

Finally, migration has gained further prominence in 
political debate through a volte-face in attitudes to it by 
many of Europe’s governments and media.  As European 
population growth has started to run out of steam and 
population ageing has risen up the political agenda, 
opinions have become more convoluted.  Originally seen 
as ‘unwanted foreigners’, immigrants are now regarded 
by some as our demographic salvation: necessary to 
supply a missing workforce, providing care for the 
growing army of elderly and in general saving European 
populations from the trouble of reproducing themselves. 

Unique events – war and state collapse 

The biggest migration surprises were provoked by 
the unique political crises in Central and Eastern Europe 
in 1989, in the Soviet Union in 1991 and in Yugoslavia in 
1992.  One of the surprises was that the expected mass 
migration of newly liberated Eastern European and 
former Soviet citizens did not materialise.  Migration 
rates have certainly increased, however, for example 
through short-term work schemes from Poland to 
Germany, increased work permit migration, students and 
illegal immigrants everywhere, including the most 
surprising places (e.g. the numerous Russian prostitutes 
in Istanbul; IOM, 1995).  Over the decade, CEE and 
former Soviet Union populations in Western Europe, 
formerly sparse, have increased substantially, although 
they still only comprise 0.1 per cent to 5 per cent of total 
population (net of naturalisation) (table 4).  The higher 
percentages in Germany in table 4 arise from guest-
worker populations of long standing from former 
Yugoslavia.  The United States and Canada have also 
gained new CEE and former Soviet populations, 
including most of the emigrants from Armenia and 
Georgia. 

Ethnic migration 

Perhaps surprisingly, for some time ethnic 
migration continued to dominate migration in and out of 
the Eastern part of the area following the opening of 
frontiers and the break-up of the Soviet Union and 
Yugoslavia.  Some of these flows were continuations of 
flows fitfully established during the Cold War: aussiedler 
to Germany, Jews (especially from Russia) to Israel and 
America.  New ethnic flows, previously prevented by the 
Iron Curtain, also arose, for example of gypsies and 
others claiming asylum in Germany.  The negotiated 
return of 30,000 of them to Romania proved to be an 
expensive business.  A new CEE gypsy presence is seen 
throughout European cities.  The large gypsy minority is 
one of the few components of CEE population with 
vigorous rates of natural increase and with many reasons 
for wanting to migrate. 

A real surprise was the rise of Russia, for a while 
around 1994, to become Europe’s biggest immigrant 
destination.  The end of the Soviet Union left 24 million 
people of Russian ‘nationality’ somewhat isolated in 
newly independent post-Soviet republics, the natives of 
which were by no means all favourably disposed towards 
their old masters.  Return migration to Russia, perhaps a 
third of it forced, topped a million a year, though that has 
now fallen.  This flow moderates Russian population loss, 
partly compensating for the ¾ million annual deficit of 
births over deaths. 

The effect on the sending areas too should not be 
forgotten.  During the 1990s, ancient Jewish communities 
were rapidly being eliminated by emigration.  The 
German-origin settlements in Mitteleuropa and further 
East, which dated from the 18th century, are coming to an 
end, with results by no means uniformly happy.  The 
population of Armenia has declined by a third. 

If the old diversity of the CEE is being lost, it was 
more than compensated in the 1990s by the arrival of 
entirely new populations.  These are still small in 
number, officially between 0.1 and 2 per cent of total 
population, although the official figures are likely to be 
substantial under-estimates (table 4).  More open borders 
to the west, and the dissolution of previously formidable 
border security, have attracted considerable migration 
flows, creating completely new Asian and African 
populations in Eastern Europe.  Initially, most were 
seeking easier entry to the more attractive western 
economies, where they could try to work illegally or 
claim asylum.  However, many of these transit migrants, 
most with illegal or irregular status, thwarted at entry to 
the west, may become permanent residents.  Furthermore, 
the CEE countries, in preparing to re-enter mainstream 
Europe of the Council of Europe and the EU, were 
obliged to accede to the Geneva Conventions during the 
1990s, and so for the first time these countries have 
started generating statistics on asylum claimants and 
refugees (OECD, 2003).  That will reinforce these new 
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and unexpected flows of displaced persons and refugees 
from similar origins.  Once settled, further growth can be 
expected with the arrival of dependants, spouses and new 
partners. 

Estimates of the likely long-term added inflow from 
new accession countries to the EU arising from the free 
movement provisions are very mixed.  For example 
Fertig and Schmidt (2001) made astonishingly precise 
predictions of between 66,740 to 73,583 immigrants to 
Germany per year from the CEEC-10 EU accession 
countries 3 countries from 1995-2015.  Other estimates 
range between 20,000 and 200,000 per year.  The official 
view from the European Commission (2001; and Boeri 
and Bücker, 2000) is that enlargement will lead to an 
eventual migration of about 3 million from the new 
accession countries (plus Bulgaria and Romania when 
they eventually join).  Another study suggested that, 
without transitional restrictions, between 4 and 5 million 
would eventually migrate to Germany alone over 15 
years from all the CEE countries.  Salt et al. (1999) 
concluded that it was impossible to quantify the scale of 
future immigration, but that the most likely figure lay 
between the broad margins of 55,000 and 278,000 per 
year from all the accession states to the rest of the EU - 
the latter being a substantial increase in present flow.  
The higher of these figures is in line with the cumulative 
totals cited above.  However, the poor economic and 
integration situation in the Euro zone in 2003 prompted 
most member states to impose a staged block on free 
CEE migration for up to 7 years.  A bigger flow than 
expected, therefore, may move to the United Kingdom 
and to the Republic of Ireland, the only remaining 
countries that continue to offer immediate access 
(however the United Kingdom government has been at 

                                                        
3 Cyprus, Czech Republic, Estonia, Hungary, Latvia, Lithuania, 

Malta, Poland, Slovakia and Slovenia. 

pains to emphasise that only workers are welcome).  
Early data from the United Kingdom suggests a net 
inflow of about 4,000 new immigrants per month, 
considerably higher on an annualised basis than the 
government projection of between 4,000 and 13,000 but 
lower than other estimates. 

Parallels between this migration and that from 
Southern Europe in the 1980s are not appropriate.  Once 
free movement from Spain, Portugal and Greece was 
eventually permitted, inflows from those countries were 
modest.  But they had already had a previous major 
guest-worker migration in the 1950s and 1960s.  Their 
GDPs per capita, about 50 per cent of the EU average in 
the 1960s, had risen to 75 per cent by the time the 
migration restrictions were lifted.  By then many of the 
guest-workers were returning home and migration 
pressures had disappeared.  None of this true in the CEE 
countries, where per capita Gross National Income is still 
just under half the EU level (47 per cent) on a purchasing 
power parity basis (World Bank, 2002; European 
Commission, 2003).  In addition there are large and 
unproductive agricultural populations and - with the 
exception of Poland - guest-worker migration is still at an 
earlier stage.  Unemployment in the new accession 
countries is even higher than in the Euro zone, in Q4 
2002 being 18 per cent in Poland, 17 per cent in Slovakia, 
9 per cent in the Czech Republic and 8 per cent in 
Hungary (UNECE, 2003, table 3.4.2). 

The demographic effect of migration – 
immigrant, foreign and ethnic minority 
populations in 2000 
About 175 million people throughout the world now 

live in a country that was not their birthplace (United 
Nations, 2002).  Of these, about 106 million live in the 

TABLE 4

Population stocks - citizens from Central and Eastern Europe in selected OECD countries (2000) 
and all foreign citizens in selected UNECE countries (thousands and per cent) 

 Citizenship Birthplace 

 Austria Germany Italy Netherlands Sweden Switzerland Canada United States

 (workers)   1999    

All foreign as per cent total pop. ......................... 242.2 7 296.8 1 388.2 651.5 477.3 1 384.4 4 971.1 19 767.3 
UNECE nationals as per cent foreign pop. ......... 58.5 19.9 11.7 3.7 15.3 24.5 10.4 5.7 
All foreign as per cent total pop. ......................... 10.5 8.9 2.4 4.1 5.4 19.3 17.4 7.9 
UNECE nationals as per cent total pop. ............. 6.1 1.8 0.3 0.1 0.8 4.7 1.8 0.4 

 Bulgaria 
Czech 

Republic Hungary Poland Romania Slovakia   

Total foreign population ...................................... 101.0 204.7 128.4 39.4 69.5 24.8   

Per cent of total population ................................. 1.2 2 1.3 0.1 0.3 0.5   

Source:  OECD 2003, table 1.24, table 1.25. 

Note:  These totals will be considerably understated by naturalisation in the case of western countries, and by non-registration of illegal immigrants in both but 
especially in the UNECE countries. 
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‘developed world’: 56 million in Europe (8.5 per cent of 
population), 46 million in the countries of the English-
speaking world overseas (13.8 per cent, most of them – 
35 million – in the United States) and 4 million in the 
Asian industrial countries.  The ‘European’ figure of 56 
million, however, is misleadingly high.  It includes over 
24 million residents of the republics of the former Soviet 
Union.  Most of these were born in other republics of the 
former Soviet Union, very few from outside its borders.  
Until 1992 few would have been classified as having 
been born in a foreign country.  The events of 1992 
transformed their status overnight into that of foreigner. 

In about 2001, Europe west of the former Iron 
Curtain had the largest number of immigrants of any 
region of Europe; that is persons born abroad (18.8 
million) and the highest proportion relative to population 
(10.3 per cent).  France and Germany had 6 and 7 million 
respectively, about 10 per cent of the population, the 
same as in the Netherlands (1.6 million).  That is almost 
as high as the proportion of immigrants in the United 
States (12.4 per cent).  In Switzerland and in the small 
population of Luxemburg, over 20 per cent were born 
abroad, about the same as in the countries of the English-
speaking world overseas (e.g. Canada 19 per cent) 
(table 5). 

In Northern Europe, demographically dominated by 
the United Kingdom, the foreign-born population 
comprises a slightly smaller proportion of the total at 7.8 
per cent.  Latvia and Estonia have much higher 
proportions as a result of planned ‘Russification’ in 
Soviet times.  The rise of the foreign-born population in 
the Republic of Ireland to 8 per cent is new; a proportion 
of those are returned expatriates of Irish origin. 

These data on birthplace ignore citizenship.  Most 
immigrants are foreign citizens.  Returning citizens, or 
those entitled by ancestry to citizenship form only a small 

part.  East European aussiedler of (often remote) German 
origin, mentioned above, have moved to West Germany 
in large numbers since the Basic Law established their 
entitlement under the jus sanguinis: 2.3 million from 
1987 to 1996.  Their return peaked as recently as 1992 
and is continuing (105,000 in 1999).  They are not 
included in statistics of the foreign population but they 
are included in the statistics on naturalisation.  The 
Southern European countries share similarly low 
proportions of immigrant population according to official 
figures.  However the 2-5 per cent reported for Italy, 
Portugal and Spain conceal a large number of illegal 
residents. 

Citizenship and naturalisation 

Citizenship is the usual indicator of immigrant 
status in continental Europe, and a misleading one, in 
both directions.  Naturalisation makes foreigners 
disappear, often in large numbers.  It accounts for the 
apparent absurdity of the decline in the foreign 
population in France from 1982 (3.71 million) to 1999 
(3.26 million), in the Netherlands from 1990 (692,400) to 
1999 (651,500) and in Belgium over the same period.  It 
might be argued that this is only appropriate, as 
foreigners acquire new citizenship by having shown a 
commitment to and knowledge of their new homeland.  
This transubstantiation, however, may be very partial, 
especially in those countries where naturalisation is seen 
not as a reward for assimilation to the local culture but 
rather as a mechanism to encourage integration.  
Naturalisation has been powerful in reducing the apparent 
size of the foreign population (table 6).  In Europe in the 
mid-1990s, the proportion of foreign-born population 
who had not acquired host country citizenship had fallen 
to 48 per cent in the Netherlands while remaining as high 
as 92 per cent in Denmark. 

The broader net effect of international migration - 

 
TABLE 5 

Foreign population 1971-2001 (thousands and per cent) 

 1971 1981 1991 2001 

 Thousands Per cent Thousands Per cent Thousands Per cent Thousands Per cent 

Austria .................................................. 195 2.6 288 3.8 439 5.7 761 9.4 
Belgium ................................................ 663 6.9 861 8.7 905 9.1 862 8.4 
Denmark .............................................. 100 2.0 102 2.0 161 3.1 259 4.8 
France .................................................. .. .. 3 714 6.9 3 608 6.3 3 342 5.8 
Germany .............................................. 3 054 3.9 4 453 5.7 5 343 6.7 7 297 8.9 
Italy ...................................................... 122 0.2 211 0.4 566 1.0 1 271 2.2 
Netherlands ......................................... 247 1.9 521 3.7 692 4.6 668 4.2 
Norway ................................................. 76 2.0 83 2.0 143 3.4 184 4.1 
Spain .................................................... 148 0.4 183 0.5 279 0.7 896 2.2 
Sweden ................................................ 411 5.1 422 5.1 484 5.6 477 5.4 
Switzerland .......................................... 1 080 17.4 915 14.4 1 130 16.7 1 424 19.8 
United Kingdom ................................... .. .. 1 638 2.9 1 892 3.3 2 580 4.4 
Total ..................................................... 6 097  13 390  15 641  20 020  

Source:  Council of Europe 2002, table 1.8 and Eurostat 2002. 

Note:  Data source: Labour Force Survey.  France, Greece, Portugal, United Kingdom (2001 data); Italy (2000 data). 
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the growth of the immigrant-descended population - 
would be reflected by citizenship statistics if the children 
of foreign immigrants likewise retained the foreign 
citizenship of their parents.  This is apparent in the 
statistics from Austria, Switzerland and Germany where, 
until recently at least, naturalisation of foreign citizens 
was not easy.  That would give an estimate analogous to 
that of the ‘ethnic’ population categories used in the 
English-speaking world including the United Kingdom, 
but avoided elsewhere in Europe, with the partial 
exception of the Netherlands. 

Growth of immigrant and minority populations 

Many immigrant ethnic minority populations come 
from countries with incomplete fertility transitions.  The 
combination of immigration and high fertility, allied to a 
youthful age structure, has generated rapid growth.  In 
1951, the United Kingdom ethnic minority population, 
judging from birth-place data, is likely to have been 
below 50,000.  By 1971 it had grown to 1.4 million and 
by 2002 to 4.7 million, with an annual growth rate during 
the 1990s of 2.9 per cent.  In 2001, over half were born in 
the United Kingdom and the rest, including most adults 
and heads of household, were born abroad.  In the United 
States the most dramatic growth has been that of the 
Hispanic population.  Most are of recent immigrant 
origin.  When the ‘Hispanic’ category was first 
introduced into the United States census questionnaire in 
1970, 9.1 million were enumerated (4.5 per cent).  By 
2000 this had grown to 35.3 million (12.5 per cent of the 
total population), with the biggest ever increment (57.9 
per cent) occurring in the last intercensal period between 
1990 and 2000 (US Census Bureau, 2001b), an annual 
rate of 4.5 per cent per year.  This growth arose mostly 
through immigration even though the Hispanic TFR is 
almost 50 per cent higher (2.95) than the United States 
average (2.03).  The Asian population, entirely of 
immigrant origin, grew from 6.9 million, (2.8 per cent) in 
1990 to 10.2 million (3.6 per cent) in 2000 (US Census 
Bureau, 2002).  In the 2000 census 63.1 million people 
identified themselves as belonging to a non-white racial 
group (22.4 per cent of the total population).  An 
additional 6.8 million people (2.4 per cent) claimed 

descent from two or more races; this left about 75 per 
cent ‘white and other’ (US Census Bureau, 2001a; 
Goldstein and Morning, 2002).  In the United Kingdom, 
18.7 per cent of the ethnic minority population aged 0-15 
in 2000 was of mixed origin, mostly white / Caribbean.  
(Coleman and Smith, in preparation). 

Current levels of immigration into many western 
countries, together with the relatively higher rates of 
increase of some populations of immigrant origin, are 
transforming the structures and compositions of those 
societies.  Population projections of foreign-origin or 
ethnic minority populations are available only for a few 
countries (figure 18).  They show a striking similarity in 
the rate of increase of the ethnic or foreign-origin 
population, to reach between 20 and 30 per cent of the 
total population by mid-century and for the most part still 
increasing rapidly.  The foreign-origin populations here 
include foreigners of western origin as well as non-
western: these comprise about half the starting total in the 
case of the Netherlands, for example.  The number of 
these ‘western’ immigrants is projected to increase only 
slightly before stabilising or declining.  The native 
population of the countries concerned are projected to 
remain static or decline over the same period.  In most of 
the projections, higher immigrant birth rates are assumed 
to converge towards those of the general population.  It is 
continued immigration that makes the difference.  Variant 
projections with zero net migration assumptions show 
only modest further increases in foreign populations 
(figure 19).  If immigration to the developed world 
continues at recent levels, however, the ethnic and social 
composition of the population of many European 
countries, as well as that of the United States, will be 
radically and permanently transformed. 

Concluding remarks 

This paper has covered a wide area and does not 
address a single thesis.  These concluding remarks will 
address a small selection of topics, and attempt to bring 
together some of the themes discussed above. 

TABLE 6

Foreign and immigrant population compared, mid-1990s 

  Population Born abroad Born abroad Foreign nationality 

Foreign as 
per cent of 

immigrant pop..

  (millions) (thousands) (per cent) (thousands) (per cent)  

Denmark ............................ 1996 5.236 259.2 5.0 237.7 4.5 91.7 
Netherlands ....................... 1995 15.531 1 407.1 9.1 679.9 4.4 48.3 
Norway ............................... 1996 4.381 246.9 5.6 157.5 3.6 63.8 
Sweden .............................. 1996 4.381 246.9 5.6 157.5 3.6 63.8 
United Kingdom .................. 1991 54.889 3 746.1 6.8 1 791.0 3.3 47.8 

Source:  OECD 1998, table B.1.5, table B.1.6; Council of Europe 1998; United Nations 2002. 
 



New developments, continuing problems ______________________________________________________________ 35 

The turbulence created by the political and 
economic upheaval in Eastern Europe at the beginning of 
the 1990s remains the biggest demographic event of the 
past 15 years. 

At the beginning of 1990 the huge impact of the 
collapse of communism in 1989 was only just becoming 
apparent, the demise of the Soviet Union was still to 
come, Czechoslovakia and Yugoslavia had not yet 
broken up, and Germany was not yet unified.  These 
areas have seen profound demographic upheavals and the 
jury is still out on what the final outcome will be.  
Certainly the relative uniformity in the demographic, 
social and political spheres which characterised the 
communist bloc in 1990 has been shattered and its 
component populations are moving apart in divergent 
directions; some to a prosperity and stability which has 
taken them into the EU, albeit with some holding of 
breath; others still languishing in a post-communist 
economic, political and social tristesse of persistent high 
mortality, lowest-low birth rates and actual, not just 
prospective, population decline. 

Further West, international migration has dominated 
European population dynamics, often in unexpected 
ways.  While the great Soviet outflow did not materialise, 
the Yugoslav catastrophe forced two million to move, 
pushing migration to a peak in 1992 from which it 
receded only to increase once more following the more 
resistible rise of globalised asylum-seeking.  Perceptions 

have changed and changed again.  Migration, whose 
rapid rise in the early part of the decade provoked 
unprecedented across-party cooperation in Germany to 
stem it, lives under two parallel and incompatible 
pressures.  Elite opinion, and in Germany and the United 
Kingdom current government policy, favours more 
migration to promote the economy and gives high 
priority to preserving the principle of asylum.  Mass 
opinion in Europe, and some political parties in 
opposition (Germany) and in government (Denmark) 
increasingly opposes it, as communities change visibly 
under its impact, and for fear of the threat that it poses to 
employment and working conditions. 

In terms of public and political perception, the 
1990s were the decade of population ageing, as media, 
governments and pension systems finally woke up to the 
long-heralded prospect of the unsustainability and 
insolvency of their retirement and pension arrangements 
with respect to the labour market.  Never has the 
discipline of demography enjoyed such favour from the 
media, even if its reward is to be vulgarised as 
‘demographics’.  Fads have come and gone.  The concept 
of ‘replacement migration’ to prevent population ageing 
was shown by the UNPD to involve immigration and 
population growth levels implausible even to the most 
enthusiastic (United Nations, 2001).  Yet these 
hypothetical calculations were taken as necessary 
prescriptions by serious politicians.  Saner counsels have 
now abandoned those wilder shores of demography.  

FIGURE 18

Projected growth of population of foreign origin, 2000-2050 as per cent of population 
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However some governments, mostly English-speaking, 
cling to the notion that immigration offers economic - if 
not demographic - salvation and have promoted it to 
record levels in the last few years.  Meanwhile most of 
Europe tries to moderate flows, except those of the highly 
skilled. 

The conceptual landscape in demography has 
changed radically.  The Second Demographic Transition 
maintains its progress.  The trends that it describes have 
become more prevalent in the developed world and more 
popular as a scientific paradigm.  Only formulated in 
1987 to account for the rise of cohabitation, divorce and 
illegitimacy amidst the ebbing of marriage, this concept 
has seen its predictions of the globalisation of such 
behaviour in the modern world at least partly vindicated.  
In gaining wide acceptance, it has promoted a whole new 
industry of demographic research based on ideational 
change as the driving force.  New techniques have been 
developed for the analysis of the life course, for the 
‘correction’ of period fertility measures, for probabilistic 
population projection, for the integration of macro- and 
micro-scale effects, and these have transformed the 
analytical landscape.  Accordingly, demography has 
become much more complicated in the 1990s.  We know 
much more about the workings and relationships of the 
component parts of population processes.  But their 
future remains unknown territory. 

In the meantime, Europe has been radically 
rearranged.  The fall of the Iron Curtain, the collapse of 

the Soviet empire, and the break up of Czechoslovakia 
and Yugoslavia have greatly increased the number of 
European countries, even while Europe’s overall 
population is on the edge of decline.  Only one has 
disappeared, East Germany, being swallowed by the 
Federal Republic.  Fortunately the communist sub-
national republics had a good history of vital statistics.  
The new rearrangement of European countries by the UN 
may make geographic sense but it has created some very 
heterogeneous regions, as Northern and Southern Europe4 
have both acquired new and relatively poor former 
communist members.  The Russian republics of the 
Soviet Union, formerly a bloc unto themselves, now join 
Europe, taking its population to 728 million in 2000 and 
its boundaries from Reykjavik to Vladivostok. 

Convergence and divergence in the UNECE area 

We might ask if any tendency is apparent for the 
diverse populations of the UNECE area to converge on a 
common demographic pattern.  So far the answer appears 
to be rather little (Coleman, 2002a).  Neither is it 
regarded as being inevitable (De Beer and Van Wissen, 

                                                        
4 Countries of Northern Europe: Denmark, Estonia, Finland, 

Iceland, Irish Republic, Latvia, Lithuania, Norway, Sweden, United 
Kingdom. 

 Countries of Southern Europe: Albania, Bosnia and Herzegovina, 
Croatia, Greece, Italy, Malta, Portugal, Serbia and Montenegro, Slovenia, 
Spain, The former Yugoslav Republic of Macedonia (micro-states and 
dependencies omitted). 

FIGURE 19

Projected growth of population of immigrant or foreign origin 2000 - 2050 as per cent of total population, with zero net migration 
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1999).  Modern countries maintain long-standing 
differences of many kinds.  These include political 
systems and electoral preferences, national characteristics 
of various kinds (Inkeles and Masamichi, 1996), values 
and attitudes (Inglehart and Baker, 2000).  Whether 
welfare institutions, which may have important 
demographic effects, are converging remains 
controversial (Greve, 1994; Gauthier, 2002; Tomka, 
2003).  One striking example of non-convergence is the 
persistence of large differentials in standardised mortality 
rates from accidents and violence in 31 industrial 
countries; this is especially true for traffic accidents, 
despite nearly identical cars being driven, comparable 
standards of road and signs, the use of seat belts, laws 
against drink-driving and so on (Chesnais, 2003).  If 
symmetrical gender equity is an important determinant of 
fertility levels (McDonald, 2000), then convergence may 
indeed be slow, as such a change in the fundamental 
relations between men and women would require a major 
cultural transformation in Southern and probably also in 
Eastern Europe. 

In Eastern Europe, their unique political system had 
put these populations under unnatural constraints for 
decades (see Lutz, Scherbov and Volkov, 1994, part III; 
Meslé et al., 1996).  These constraints have driven them 
off the trajectory of improvement in survival which 
would have been expected earlier in the 20th century.  On 
top of that is the post-1990 rise in the death rate in many 
(though not all) of the countries in transition.  The 
convergence imposed by communism has given way to 
centripetal forces taking the former communist bloc in 
different directions, often to a demographic position 
closer to their geographical neighbours; for example 
Slovenia is leaving behind its ‘Balkan’ characteristics and 
coming to resemble somewhat its Austrian neighbour. 

The achievement of low mortality in the west is far 
from uniform.  Despite the triumphs of oldest old 
survival, mortality is not improving everywhere.  An 
early group of low mortality achievers - the Netherlands, 
Denmark and Norway, for example - have failed to make 
much recent progress, and none at all among Danish 
women.  The statistical mediocrity of survival in very 
successful economies such as that of Germany, with its 
high expenditure on medical services, suggests that 
further convergence cannot be expected simply on 
economic grounds.  Models of economic inequality 
(Wilkinson, 1996) compete with dietary hypotheses.  The 
superior survival of the populations of the ‘olive oil belt’ 
of poorer Southern Europe compared with the richer 
‘sausage, beer and chips belt’ of Northern Europe 
confounds economic explanation of mortality 
differentials.  The nutritional hypothesis receives further 
support from the relatively low mortality since the 1960s 
in such poor former communist countries as Albania 
(Gjonça et al., 1997) and FYR Macedonia, which follow 
a Mediterranean dietary regime. 

It may be that the 20th century saw so many 
upheavals that a forecast into the 21st century is beyond 
the reach of theory; the turbulence created in the 1990s 
has unhelpfully muddied the demographic waters.  The 
expectation for the future must be one of constrained 
variety, more in some areas than others.  Past trends may 
be some guide, in that some demographic characteristics 
do seem to be geographically clustered.  Some salient 
demographic characteristics today connect with the 
particularities of the past (Lesthaeghe and Neels, 2000), 
for example the familism and household patterns of 
Southern Europe (Reher, 1998) and the Scandinavian 
history of births outside marriage, now shared by Estonia.  
The ancient division of Europe by Hajnal’s line, which 
outlasted the Ottoman and Russian Empires, and was if 
anything reinforced by the Soviet one, looks as though it 
will not survive the end of the Iron Curtain. 

The demographic consequences of the EU and its 
expansion 

In the same decade that the communist block 
collapsed, the European Union made exceptional gains in 
acquiring additional countries as member states and 
additional power over policies, which indirectly, if not 
directly, affect fertility, migration and health.  Likely 
consequences include the convergence of family-
formation and family-building behaviour under the 
influence of increasingly common welfare and 
entitlement polices.  The EU Commission believes that 
EU demographic and other social characteristics are 
already converging (European Commission, 1995) and 
will need similar policy responses (Hantrais, 1997) as a 
result.  Demographic convergence is already regarded as 
one indicator of a desirable harmonisation of European 
social conditions.  Although so far no European Directive 
relating to standard European birth rates, death rates or 
household structure has been formulated, the possibility 
of harmonised EU demographic optima has already been 
raised (Gesano, 1999).  Since the Amsterdam Treaty and 
the Tampere meeting, migration and asylum policy has 
moved away from the responsibility of member states to 
Community competence.  A Europe-wide migration 
policy has been proposed (European Commission, 2000) 
despite the very diverse demographic and workforce 
conditions of different European states (Coleman, 2002a).  
The Cohesion Fund and the Structural Fund are intended 
to accelerate the removal of economic inequalities in the 
EU area, between and within countries; other things 
being equal that must be expected to make family 
formation patterns more uniform. 

However, if the economic problems of the Euro 
zone continue, the overall economic effects may not be 
favourable upon families.  Furthermore the effects of EU 
fiscal and competition rules on the new accession 
countries may, at least in the short run, be disruptive to at 
least some areas of their economy, especially agriculture 
and ‘Rust Belt’ industries.  The example of the former 
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East Germany in the nearly fifteen years after unification 
in 1990 is not encouraging from the viewpoint of 
economic or of demographic recovery.  Nonetheless 
some wish to see the expansion of the EU to embrace the 
more fragile economies and unsettled political systems of 
the Balkans and even of Turkey.  In that case its 
boundaries would include an even greater share of the 
population of the Eastern sector of the UNECE region.  
The goals of harmonising the economic and social 
institutions of the member states, and thereby - indirectly 
at least - the behaviour of its populations, would become 
less easy to realise.  Demographic diversity in Europe 
will be with us for some time. 
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CHAPTER 3 
 
RESPONSES TO THE NEW DEMOGRAPHICS: 
PRESENT AND FUTURE STRATEGIES FOR THE 
EUROPEAN UNION 

Jérôme Vignon 

 
As a policy maker working for the European 

Commission, it is a great pleasure for me to share with 
you a review of our present policies in view of European 
population trends and some visions for policy responses 
yet to be developed. 

Let me start by thanking the United Nations 
Economic Commission for Europe (UNECE) and United 
Nations Population Fund (UNFPA) for having organised 
this timely and stimulating event and the Swiss Federal 
Government for hosting it.  Also thanks to the UNECE 
for inviting me to deliver a keynote address at gathering 
with so many distinguished and eloquent experts on 
population change. 

This paper will focus on the policy responses of the 
European Commission to the new demographics in the 
European Union – that is the present EU 15 and the soon-
to-be EU 25. 

Given the geographical reach of the UNECE and 
my audience, I should probably also highlight that EU 
policies primarily are developed to facilitate and support 
the national efforts of our member states.  It is member 
states who bear the responsibility for establishing and 
implementing the actual measures that address or 
indirectly influence population changes.  National 
competences have not been shifted to the EU in this area. 

Our current policies focus on possible responses to 
the accelerating ageing of the EU population.  In the first 
part of this paper I will review the background and 
content of these policies.  Clearly they are comprehensive 
and potentially very effective. 

But – as I shall demonstrate in the second part – 
they also have important limitations.  Generally, they take 
population changes as given.  That is they concentrate on 
devising measures that – in the short to medium term – 
will allow us to adjust to the inertia of population 
developments resulting from past changes in fertility, 
mortality and migration.  Measures rightly focus on 
improving our ability to mobilise our existing population 
resources.  But although this approach is necessary, it is 
not sufficient, and policy makers are therefore also 

beginning to look at the contribution which could come 
from more pro-active and efficient immigration policies. 

However, even successful immigration policies 
cannot prevent the EU from being faced with a fall in the 
population of working age and thus with a syndrome of 
slow growth. 

In the third part of this paper I will therefore argue 
that we need to complement existing and emerging 
strategies with a more prospective approach; one that can 
help us to acquire a better balance in population 
structures in the medium to long term. 

Fertility is the variable that we need to think more 
about. 

For obvious historical and current reasons the idea 
of influencing fertility through public policy is rather 
sensitive and contentious in a European context.  I shall 
therefore devote some time to discussing what I think 
would be an appropriate and constructive way of 
addressing fertility and family issues at the EU level. 

A coordinated policy response to 
demographic ageing 

European’s growing concern about ageing 

Since the beginning of the 1990s, demographers 
and economists have frequently alerted the public to the 
strength of the parameters at the root of demographic 
ageing in European societies: increasing life expectancy, 
together with low to very low fertility rates and the 
prospect of the baby-boomers retiring from the labour 
force.  This has had a tremendous and ambiguous impact 
on policy making. 

European institutions, and the European 
Commission in particular, have worked on ageing issues 
since the late 1980s, but for a long while cooperation 
between EU member states was sparse and fairly non-
committal.  However, despite the variations in timing of 
the shift from baby boom to baby bust across the EU, 
awareness that the challenges ahead in many ways are 
common increased rapidly in the second half of the 
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1990s, and recent years have seen major developments in 
collaboration at EU level. 

Member states have committed themselves to close 
cooperation on ageing issues in the context of sound 
public finance, employment, social protection and 
sustainable development while, at the same time, 
maintaining these as national policies and taking into 
account the diversity of ageing situations. 

The EU’s integrated approach to ageing 

Since 2000 the heads of state and governments of 
the EU have promoted ‘active ageing’ as a strategic 
concept in all European Council meetings.  Tackling 
ageing is an integral part of our efforts to secure 
sustainable development, and is a driver for the 
integration of macroeconomic, employment and social 
policies, the so-called ‘Lisbon triangle’. 

In what sense is it a strategic concept?  It is strategic 
in the sense that it attempts to balance the conflicting 
expectations vis-à-vis ageing: 

• On the one hand people want to avoid the 
additional collective cost of ageing; 

• On the other, they wish to benefit fully from 
longer life expectancy and keep their social 
protection rights. 

The balancing nature of our policy response is 
reflected in the three main aspects of this active ageing 
strategy. 

Firstly, it is an integrated one. 

The European Union’s response to ageing is being 
developed as part of the overall strategy of mutually 
reinforcing policies launched at the European Council 
meeting at Lisbon and confirmed at subsequent European 
Council meetings in Nice, Stockholm, Gothenburg and 
Laeken.  As set out in the Economic Policy Coordination 
programme and the European Social Agenda, it 
encompasses the economic, employment and social 
implications of ageing. 

The Broad Economic Policy Guidelines, which are 
the key instrument for economic policy coordination and 
which provide the framework for policy 
recommendations and for monitoring the implementation 
of these recommendations, call for member states to 
develop comprehensive strategies for addressing the 
economic challenge posed by ageing populations. 

The Social Policy Agenda, which lists EU policy 
priorities in employment and social affairs, outlines how 
member states, through mutually reinforcing 
employment, social protection and economic policies can 
deal with the wider social and work-life related 
implications of ageing. 

Secondly, the strategic response to ageing builds on 
labour force and employment as inputs to economic 

growth.  The EU approach to ageing aims at mobilising 
the full potential of people of all ages.  The basic 
assumption is that adequate responses to ageing must go 
beyond attention to those currently old.  Adjusting well to 
population ageing is an issue for people of all ages, and a 
life course approach can help the development of 
adequate policy responses, taking account of the related 
age and gender specific issues. 

This results in an orientation towards active ageing 

policies and practices. 
Core active ageing practices include lifelong 

learning, working for more years, retiring later and more 
gradually, being physically and mentally active after 
retirement and engaging in health sustaining activities.  
Such practices aim to raise the average quality of 
individual lives and, at the same time, at societal level, 
contribute to increased growth, lower dependency 
burdens and substantial savings in pensions and health 
costs.  They therefore represent win-win strategies for 
people of all ages. 

The third strategic aspect lies in the involvement of 
all stakeholders in a spirit of dialogue and partnership.  In 
its various initiatives to improve and modernise the EU 
Social Model, in particular in the area of social 
protection, social inclusion and employment, the 
Commission therefore encourages the cooperation of all 
the relevant actors, including NGOs, social partners, and 
local and regional authorities. 

How does this work in practice? 

Coordination of structural policies 

Based on the model of coordination in the field of 
economic and monetary policies, the EU has set up a 
specific framework for coordination of national policies – 
the so-called Open Method of Coordination – through 
which employment and social protection concerns are 
integrated into the “Broad Economic Policy Guidelines” 
at each Spring Summit.  Securing the sustainability of 
public finances, promoting higher employment rates for 
all of working age and modernising social protection are 
the key components of our integrated response to 
population ageing. 

Let us have a look at the four main strands of EU 
policy coordination that are part of the active ageing 
strategy.  Integration means that those four strands will 
play complementary roles, while at the same time taking 
on board common concerns. 

I. Finance Ministers have been given the task of 
implementing a three-pronged strategy to anticipate and 
manage the budgetary challenges of ageing.  They will: 

1. Increase the revenue base and reduce the cost 
of transfers by raising the employment rates. 



Present and future strategies for the European Union ____________________________________________________ 47 

2. Run down public debt at a fast pace so that 
lower interest payments can offset some of the 
projected increase in spending on pensions 
and health care. 

3. Reform pension systems to maintain them on 
a sound financial footing. 

II. Employment Ministers have been given the 
task of raising overall employment rates and securing the 
conditions for longer and more effective working lives. 

The EU is faced with the prospect of an ageing and 
shrinking workforce, as shown in figure 1. 

But, when we look at current employment rates for 
older workers and the average age at which people stop 
working it becomes clear that the policy challenge does 
not just concern the impact of future ageing (figure 2). 

On the contrary it is very much related to the 
weaknesses of our present practices of age management. 

If current patterns of premature exit and retirement 
are continued by the big cohorts of baby boomers, this 
would greatly increase the demographically determined 
shrinkage of the work force, and thereby escalate labour 
shortages and the resulting problems of wage drift and 
inflation. 

Against that background the EU has set itself two 
important objectives by 2010: 

• to increase the employment rate of older 
workers to 50 per cent (Stockholm) 

• to delay by five years the age at which people 
stop working (Barcelona)  

These complementary goals are being pursued 
through a set of policies aimed at combating age 
discrimination, securing the employability of older 
workers, establishing good age management in work 
places and changing tax/benefit structures to make 
working longer more financially beneficial. 

III. Social Affairs Ministers are responsible for 
securing the social and economic sustainability of 
pension systems along 3 principles: 

1. Safeguarding the capacity of systems to meet 
their social objectives; 

2. Maintaining their financial sustainability; 

3. Adapting them to changing societal needs. 

Building on these three principles, member states 
have adopted 11 common objectives which will guide 
their efforts to make adequate pensions sustainable even 
at the height of ageing.  The aim is to reconcile social, 
economic and labour market concerns in relation to 
pensions. 

These common objectives are not a blueprint for a 
common pension scheme design.  They are compatible 
with a wide range of pension schemes, and there is no 
intention to harmonise pension systems across the EU. 

IV. Health Ministers of the 25 EU member states 
are likely, during the course of 2006, to receive a 
mandate to coordinate health and long-term care policies, 
also along three lines of common objectives: 

1. Maintaining universal access for all, health 
being a key element of an inclusive society 

FIGURE 1

Change in certain age groups between 2000 and 2015 and between 2015 and 2030, EU 25 

 

-15

-10

-5

0

5

10

15

20

25

30

0-14 15-29 50-64 65+ 80+

M
ill

io
ns

Change (millions) 2000-15 Change (millions) 2015-30

-4,2
(-6%)

-11,3
(-12%)

-8,5
(-11%)

+16,3
(+21%)

+0,8
(+1%)

+15,7
(+22%)

+23,3
(+27%)

+7,7
(+50%)

+7,2
(+31%)

-8,6
(-11%)

 

Source:  Eurostat 2000 Demographic Projections, Baseline Scenario. 
 



48 _______________________________________________________________________ The new demographic regime 

2. Ensuring financial sustainability of the health-
care systems 

3. Upgrading quality of health care in a broad 
sense, so as to prevent disease and promote 
new patient rights 

This overall picture of how Ministers in different 
policy areas are harnessing their efforts together would 
not be complete if I did not also underline that this active 
ageing strategy is positively correlated with one of our 
most well established, cross-cutting policies: the gender 
equality agenda. 

Active ageing and the gender dimension 

Because ‘active ageing’ implies the mobilisation of 
the full potential of human resources, its agenda is also 
linked to a strong driver of democratic and social change 
in Europe, namely the gender dimension. 

As highlighted by my Commissioner, Anna 
Diamantopoulou, in speeches to the World Assembly on 
Ageing in Madrid and the European follow-up at the 
Ministerial meeting in Berlin: 

“The gender dimension of ageing is particularly 
important, because women have a vital role to play in all 
policy responses to ageing. 

In most countries, women represent the major part 
of the potential additional labour reserve that could be 
mobilised in the face of the shrinking, ageing, work force. 

At the same time, women also provide the bulk of 
care for children and dependent older people. 

With women, on average, living six years longer 
than men, older women account for two-thirds of the 
European Union’s population over 60, and four-fifths of 
those over 80.  Thus our ability to prevent poor health 
and poverty among older women will determine future 
health costs. 

But ageing is not just about longevity.  It is about 
family formation and fertility.  And we need to look 
closely at the causes and consequences of falling fertility 
rates, and work to reverse recent trends. 

Therefore combining work with family 
responsibilities and improving the conditions for family 
formation, childbearing and childrearing has already been 
made a full part of the EU agenda.  By making it 
financially possible for people to raise children, we can 
establish a sustainable replacement of our populations. 

Limits to adjustment – new European views on 
immigration policies 

Public concern shifts towards the future scarcity 
of human resources 

The concerns of economists and finance ministers 
about long-term public finance sustainability have 
extended the time horizon of policy makers and business 
leaders.  Demographic projections, at the heart of the 
coordination mechanisms, also refocus attention from 
finance to the human resources perspective.  The 
shrinkage of the working age population will constrain 
our efforts to raise the volume of employment. 

FIGURE 2

Employment rates and the Lisbon and Stockholm targets (2002) 
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The Lisbon strategy covers the first decade of this 
century.  It seeks to use the so-called window of 
opportunity to prepare member states for the ageing to 
come in subsequent decades.  But it will need to take into 
account a more precise view on how ageing will unfold.  
One aspect of that is the increasing speed of ageing 
(figure 3). 

Accelerated population ageing is certain to be a 
dominant trend in demographic developments of the EU-
25 in the coming decade 2010-2020.  It is furthermore set 
to intensify and continue over the subsequent two 
decades.  Only after 2040 is this wave expected to 
subside.  The radical swing from baby boom to baby bust 
in post-war fertility levels will cause ageing to become 
particularly intense (figure 4). 

The speed and magnitude of the shift towards an 
older population during this period, when the bulk of the 
baby-boomers pass from active life to retirement, old age 
and death, will alter the premises for many of our present 
policies and will lead to calls for changes in these as well 
as for a widening of their scope. 

The sustained exit of large cohorts of baby-boomers 
and their replacement by chronically smaller cohorts is 
likely to lead to labour shortages and skill mismatches, 
even if the Lisbon goals of mobilising 70 per cent of the 
working age population into employment is achieved and 
maintained. 

The contraction of the working age population will 
soon make it impossible to counteract the impact on 
labour supply solely through higher activity rates.  

Economic growth will therefore increasingly depend on 
productivity gains (figure 5). 

But as the “active ageing” part of the Lisbon 
strategy primarily is focused on adjusting to the effects of 
the ageing process (rather than responding to its causes), 
through a higher mobilisation and better utilisation of 
existing endogenous human resources, the strategy will 
be increasingly less likely to be a sufficient response to 
demographic imbalances (figure 6). 

This leads us to the need for a new stance on 
immigration into the EU. 

A new approach to immigration is developing 

Because of regional demographic heterogeneity, the 
progressive application of ‘active ageing’ policies falls 
short of solving the human resource gap.  Already some 
regions (Northern Italy for example) as well as whole 
countries in the EU (e.g. the United Kingdom, Germany 
and the Nordic states) are developing new policies to 
influence and manage migration flows. 

If we take seriously the issue of immigration from 
the EU angle, together with the long-term outlook 
predicted by demographic analysis, a number of 
rationally convincing points emerge. 

1. Immigration into the EU has increased 
markedly over the last decade and has now 
become the main source of population growth 
in many member states.  

FIGURE 3

Change in the average age of working-age population (age 20-64), EU 15 

 

39

40

41

42

43

1975 1978 1981 1984 1987 1990 1993 1996 1999 2002 2005 2008 2011 2014

A
ge

 

Source:  Eurostat Demographic Projections, Baseline scenario. 
 



50 _______________________________________________________________________ The new demographic regime 

 

FIGURE 4

The swing from baby-boom to baby-bust in 5 EU states 

 

300000

400000

500000

600000

700000

800000

900000

1000000

1100000

1200000

1300000

1400000

1950 1955 1960 1965 1970 1975 1980 1985 1990 1995 2000

Y
ea

rly
 n

um
be

r 
of

 b
irt

hs

Federal Republic of Germany (including ex-GDR from 1991)
France
Italy
United Kingdom
Poland

 

Source:  Eurostat, New Chronos. 
 

FIGURE 5 

EU 15 Total population trends at regional level 
When does the working age population start declining?  
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2. The insufficient ability of member states to 
secure the integration of immigrants into 
economic and social life has barred the EU 
from reaping the full benefit from this increase 
in immigration.  Integration failures have also 
contributed to popular unease about 
immigration. 

3. National immigration policies have an impact 
on one another: immigration is an issue for the 
EU as whole. 

4. Immigration inflows are likely to increase, 
both as a result of external ‘push’ factors and 
the internal ‘pull’ factors of the ageing and 
shrinkage of the working age population. 

5. Increased immigration can make important 
contributions to labour supply and fertility 
levels in the EU, and thereby to overall growth 
and well-being, which will be direly needed. 

6. ‘Zero immigration’ is therefore not option. 

7. However, to benefit sufficiently from 
increased immigration, member states must 
ensure the economic and social integration of 
immigrants and achieve a fairer sharing of the 
costs and benefits of immigration, both within 
the EU and with their countries of origin. 

8. The EU needs a holistic approach to 
integration, encompassing access to the labour 
market, education and language skills, housing 

and urban issues, health and social services, 
social and cultural environment, as well as 
civil and political rights. 

Because the matter is already of common interest, 
in parallel with the Lisbon strategy, the EU has set up a 
comprehensive agenda (Helsinki, December 1999) aimed 
at: 

• Strengthening border controls for preserving 
internal security; 

• Improving their common framework for the 
integration of third country nationals. 

However, the implementation of that framework 
agenda, elaborated by Commissioners Vittorino and 
Diamantopoulou, is moving forwards only very slowly. 

The challenge for member states is to convince their 
public that the only way of fighting against illegal 
immigration is to accept and manage legal immigration 
flows and pay the price for the integration of immigrants. 

Increased fertility as an explicit aim of 
European policies? 

Ambitious immigration and integration policies 
will not be sufficient to shield the EU against 
the risk of a sharp fall in growth potential 

The drop in fertility rates across Europe has been so 
strong and sustained that it will be impossible to avoid a 
significant drop in the labour force and subsequently in 

FIGURE 6

Lisbon employment objectives and potential for employment growth, EU 15 
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the EU’s economic growth potential.  Active immigration 
policies can only moderate and postpone this drop.  
Therefore, public opinion and policy makers will be 
faced with the need to reconsider public policies in 
relation to fertility and families. 

Enlargement will only accentuate this overall 
picture (figure 7). 

Even if we are successful in our efforts to counter 
the impact of the changing demography through “active 
ageing” and well managed, higher immigration, the 
demographic prospects of the EU are still rather 
challenging (figure 8). 

Therefore, with a view to a better balance in the 
longer term, we need to broaden the scope of social 
policy responses to include the promotion of proactive 
policies to support basic human capital formation. 

Chronically low fertility levels represent a critical 
issue.  Childbearing and child rearing, education and 
training and a better reconciliation of work and family 
life are areas that should be given higher priority in future 
social policy. 

Old and new trends in society should facilitate a 
new stance towards fertility and families 

How can politicians take the lead in an enlarged EU 
in promoting actions and policies conducive to higher 
fertility and better conditions for families?  Stemming 
from both older and somewhat outmoded ideas, together 
with new perspectives in European societies, the two 
approaches being proposed are “Choice enabling” and 
“Investing in basic human capital”. 

In the near future, policy makers in the EU will 
need to address their low fertility levels.  If they are to be 
effective, they must be able to combine and reconcile 
economic with social and ethical concerns. 

To that end what really matters is not so much 
policy-making as policy framing. 

This is about setting the scene for a new vision of 
European citizens about their own future.  Therefore 
language matters.  It should have a broad appeal and to 
the largest extent possible be non-contentious. 

Building upon existing, or sometimes old 
viewpoints, in the mindsets of European citizens, I see 
two constructive ways to frame the issue of counteracting 
depressed fertility levels: 

In the first instance it would be about  

Overcoming barriers to choice and preference (in 
relation to childbearing) 

In the second it would concern the economic and 
social necessity of  

Securing basic human capital formation (at 
reasonably sustainable levels) 

Enabling choice and preference 

In my view policy makers generally have no right to 
interfere in the decisions of citizens about when they 
have children and how many they elect to have. 

FIGURE 7

Total fertility rates EU 15 and new member states, 1991-2001 
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But if people to a large extent – as surveys of their 
preferences indicate – are barred from realising their 
choice and preferences, then policy makers have an 
obvious duty to seek to improve the conditions for family 
formation, childbearing and child rearing (figure 9). 

The agenda of necessary policy responses, which 
can be inferred, is primarily of a social policy nature.  But 
policies to secure a weighty contribution to the 
reconciliation of work and family life from the social 
partners would also be very important. 

The list of important policies is a long one: access 
to affordable housing, quality health care during 
pregnancy and infancy, quality childcare, good schools, 
community environments suited to the needs of children 
and parents, social services in support of families, jobs 
that can be combined with family obligations, affordable 
access to further education etc. 

The aim is to secure an environment that enables 
people to realise their preferences about the number of 
children they have and family size. 

Investing in basic human capital formation 
and development 

The productivity and size of the future work force 
depend on a wider range of policies than those related to 
employment and adult education.  All labour derives 
from human beings that have to be born, raised and  

educated over a 20-25 year period.  Indeed, a substantial 
part of vital human capital investment consists of the cost 
to parents in time and money and of public expenditure 
on families and children. 

The conditions for the welfare of children and the 
quality of family life are very important for the efficiency 
of formal education as well as for the decision of men 
and women to have children.  Family and other policies 
that affect childbearing, child rearing and the cognitive 
development of children may have significant 
implications on the size and quality of future labour 
supply. 

Hence, family policies should be treated as an 
integral part of future-oriented strategies for investment 
in human capital.  By nature the main return on policies 
affecting the reproduction and basic development of 
human capital accrues decades after initial investment.  
That is why we, in a rapidly ageing Europe, need to give 
much more emphasis to such policies. 

The extent to which fertility levels will increase as a 
result of policies that create better conditions for 
exercising one’s preferences as to family formation and 
children, and which invest in protecting and developing 
our basic human capital resources, is unknown – of 
course.  But if the effect is only slight or if we refrain 
from improving the conditions for family formation, 
then the objective pressure will only increase to develop  

FIGURE 8

Annual increase of migrant stock needed after having fulfilled the Lisbon target of 70 per cent employment rate by 2010 
(maximum employment rate), EU 15 
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programmes offering a higher quality and success rate in 
the raising of children and the development of their 
cognitive potential. 

With as scarce a base for human capital 
reproduction as the one set by current depressed levels of 
fertility, we can no longer afford to allow 20-30 per cent 
of a cohort to end up without a labour market education.  

Human capital concerns, and efforts to improve the stock 
we are left with, will only intensify (figure 10). 

It should be underlined that progress in gender 
equality and reconciliation between family and working 
life is our starting point for discussions about policies in 
and around fertility issues.  We absolutely refuse and  

FIGURE 9

Ideal and actual number of children among women with completed fertility (age 40-64) 
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FIGURE 10

Percentage of population that has completed at least upper secondary education, by age-group, 2001 
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FIGURE 11 

Median age of population aged 18+, EU 25 
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refute the idea of a need for a roll back to the days of “a 
woman’s place is in the home”. 

Improved fertility rates will, of course, only begin 
to affect the relative size of the working age population 
after a couple of decades.  But that could provide 
important help precisely at the time when present ageing 
trends are forecast to peak.  Moreover – and very 
importantly – it could help stabilise population 
developments in the longer term and moderate the long 
echoes of baby boom and baby bust (figure 11). 

Conclusion 
Having been brought to this conclusion by our 

analysis we are faced with the practical dilemma of 
generating support for extending of EU policies to 
address fertility as a fundamental cause of population 
changes. 

In the face of increasing pressure from a population 
of ageing voters, the challenge for politicians will be to 
find ways to drive home the message that securing access 
to pensions and health care – and indeed to well-being for 
all – will require larger investments in removing barriers 
to reproductive choice and in our young people. 

The good news that policy makers must imprint on 
the minds of politicians is that it is not too late to act and 
that changes in the policy environment will have an 
impact.  Indeed, considering the extremely low fertility 
levels which some of our member states have, even small 
upward changes in fertility levels will be of great 
importance. 
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CHAPTER 4 
 
POPULATION CHALLENGES AND POLICY 
RESPONSES: THE AUSTRIAN APPROACH 

Ursula Haubner 

 

 
This European Population Forum gathering, which 

has assembled economists, politicians and members of 
civil society here in Geneva, cannot be sufficiently 
appreciated.  We have come together in order to review 
what has been achieved in the ten years since the Cairo 
summit, to assess developments and to discuss the next 
steps which will be necessary to take.  My special thanks 
therefore go to Ms. Schmögnerová, Executive Secretary 
of UNECE, Ms. Obaid, Executive Secretary of UNFPA, 
and, of course, the Swiss Federal Government for their 
great support granted to this conference. 

Introduction 

The importance of the Cairo International 
Conference on Population and Development 

The International Conference on Population and 
Development (ICPD) in Cairo can rightfully be seen as a 
milestone: for the first time in the history of the 
international community of states, a direct link was 
established between the rapid and uncontrolled 
population growth in large parts of the world on the one 
hand and issues of social development and women’s 
empowerment on the other.  The chief goal was to curb 
and stabilise the rise in the global birth rate.  The 
Conference adopted an ambitious action programme that 
set new guidelines for population policy at both national 
and international levels for the next 20 years.  Among 
other objectives, health care for pregnancy and birth, 
preventive health education against HIV/AIDS and 
family planning were intended to be made universally 
available by 2015.  The Cairo Programme of Action 
emphasised the role of women for the future of 
humankind.  It is only where the social, political and 
economic position of women is improved that sustained 
success can be expected in family planning.  Women and 
girls should be given access to education, income, health 
care and birth control.  Understanding that family 
planning needs to be more than just the provision of birth 
control, delegates in Cairo produced a comprehensive 
programme for reproductive health, which focused on 
reducing the disastrously high mortality of women in 

connection with pregnancy and birth, as well as infant 
and child mortality.  Attention was thus concentrated on 
pregnancy health care, obstetrics and the care of newborn 
babies. 

In the first five years of the follow-up process, it 
was found that the Cairo Programme of Action was being 
implemented, despite plenty of obstacles and many 
setbacks.  An overview of the progress made was 
presented at the Special Session of the United Nations 
General Assembly held in New York in 1999, which 
produced a further impetus to implement the Cairo 
decisions.  Much has been done over the past decade, but 
much more still remains to be done.  To give just a few 
examples: we need to continue to reduce maternal 
childbirth mortality and check the spread of HIV/AIDS.  
Every 14 seconds, a child or adolescent is infected with 
HIV/AIDS; almost half of all the newly infected are 
juvenile and, with a total of 1.2 billion, we now have 
more young people living in this world than ever before 
in the history of humankind. 

Dimensions of global ageing 

One of the achievements of the ICPD was that the 
international community pointed out the enormous 
challenges arising from demographic ageing.  Already 
the International Action Plan on Ageing, adopted in 
Vienna in 1982, highlighted this development.  Since 
1950, worldwide average life expectancy at birth has 
risen by 20 years, to 66 years. By 2050, it is expected to 
rise by another 10 years.  This trend means that the 
number of over-60 year-olds will jump from some 600 
million in 2000 to almost 2 billion in 2050.  The growth 
will be most rapid and intense in the developing countries 
where the number of older people is envisaged to 
quadruple over the next 50 years. 

At the second World Assembly on Ageing, held in 
Madrid in 2002, Kofi Annan, Secretary General of the 
United Nations, fittingly talked of an ‘age quake’.  
Nevertheless, it is a positive tremor, because the rise in 
life expectancy which it denotes is one of the greatest 
achievements in human history, induced by successful 
social and health policies. 
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Dimensions of population development in the 
UNECE region 

In his remarkable paper, Professor Coleman has 
provided a brilliant analysis of population trends in the 
highly heterogeneous ECE region.  Permit me to once 
again summarise the chief trends: 

• Population growth in the UNECE region is 
concentrated in West and Central Asia.  North 
America will also add to its population thanks 
to its higher fertility rates and ongoing 
immigration. 

• In most of the European States, however, the 
fact is that there are ever fewer children and 
ever more older people. Southern Europe and 
the transition countries of Eastern Europe are 
reporting the world’s lowest birth rates.  ‘Old 
Europe’, a term much used in global politics, 
is thus quite correct, at least when we refer to 
the demographic situation.  The average age of 
the European population is higher than in any 
other region, and it continues to rise annually. 

There is little to enjoy from the overall findings 
signalled from these figures: the ECE region in general is 
being ‘marginalised’ in terms of demography, and its 
share of the world population is declining, due to ever 
rising life expectancy, combined with declining or 
stagnating reproduction rates. 

Consequences and challenges of the 
demographic developments 
A decade after Cairo, the demographic 

developments, and specifically their consequences, are 
being discussed at great length at the political level.  So, 
what are the political challenges that we face from 
demographics? 

Challenges for the economy and labour market 

A region’s economic competitiveness is the 
foundation for employment and social security.  It would 
appear that, contrary to earlier forecasts (such as those 
made by the Club of Rome) that we will run out of work, 
we will rather be threatened by a shortage of employees 
over the coming decades – in spite of current 
unemployment in some sectors and regions.  Since 2002, 
some 2 million employees have retired in the EU 
countries alone, while only 1 million have newly entered 
the labour market.  Due to their younger age structures, 
the United States, as well as the Asian economies, enjoy a 
clear competitive edge over us. 

The central challenge for economic and labour 
market policies is thus to address all labour market 
reserves and in particular to boost employment of women 
and older employees.  However, it requires specific 
policies to increase gainful employment among older 

people. Business needs to expect and adjust not only to 
mature consumers but also to a mature workforce.  In 
future, no company will be able to afford (as is the case 
today) to invest only in younger employees and push 
older ones into retirement.  Continuing education for 
older employees and the best possible exploitation of 
their skills and understanding of their needs are the basis 
for tomorrow’s opportunities for growth.  We need to 
make the business and working world fit for older 
employees so that they can keep our economy fit for 
competition. 

Of great importance will be the manner in which 
companies handle the internal generational mix and the 
growing number of older employees in their workforce.  
This is where innovative approaches are in great demand.  
Scandinavian countries especially, as well as Switzerland, 
the host of our conference, report employment rates of up 
to 67 per cent for their over-60s, due in part to targeted 
policies that create incentives for companies to employ 
older employees, but also due to a re-assessment of the 
‘right to work’ in the minds of employees themselves.  In 
Finland, to give but one example, a cross-sector training 
programme was developed which boosted productivity 
among the 55-plus generation by 50 per cent in just three 
years. 

Increasing the share of older employees is a key 
objective in Austria as well.  Their know-how and 
potential must not be lost to our economy and society. 

Challenges for income equity 

The second critical challenge faced by politics from 
the demographic changes is how to secure income equity.  
The social welfare systems should not just operate for 
today, but should still be available tomorrow.  Future 
generations should be burdened as little as possible, not 
just in terms of our environment but also in the social 
welfare context.  A particularly critical challenge is posed 
by the problem of securing old-age pensions.  In societies 
where ever fewer young employees are faced with an 
ever greater number of pensioners it is indispensable that 
adjustments are made to the benefits of the old-age 
pension system. 

The pension reforms adopted over the past three 
years in Austria aim to bring actual retirement age more 
in line with the statutory age and to have older people 
work longer by introducing relief measures for the 
economy.  As an incentive to employ older employees, 
the unemployment insurance contribution will be waived 
for women aged 56 and over and for men aged 58 or 
over; thus the non-wage labour costs will decline by up to 
12 percentage points.  Increasing the employment rate of 
older employees obviously also has an impact on pay-as-
you-go pension systems: it increases the number of 
contributors, a fact that is of crucial importance for the 
survival of any pension system. 
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In Austria, the further development of the old-age 
pension system is supported by the introduction of two 
complementary pension schemes in addition to the 
statutory one, known as the second and third pillars.  For 
the third pillar, the State has provided an attractive 
retirement income provision scheme, and the second 
pillar is based on a new severance pay scheme that will 
benefit all employees rather than just those who have 
been fired, as had been the case in the former scheme. 

Challenges with regard to the special situation of 
women 

For women, a secure income in old age is a special 
challenge.  Many have only an indirect claim to a 
pension, so poverty is an acute risk for elderly women, 
and this needs to be tackled at the political level.  We in 
Austria believe that we have found a solution to this 
particular problem as well. 

In the course of the pension reform of 2003, we 
increased the number of months counting towards 
eligibility for a pension for recipients of the Austrian 
childcare benefit from 18 to 24 months, thus reducing the 
requirement of 15 contributory years for a basic pension 
entitlement by two years for each child.  That means, for 
example, that a mother giving birth to three children 
currently needs only nine more contributory years to 
receive a minimum pension.  In future the contributory 
years granted on the grounds of giving birth to a child 
will be increased to four years for each child and counted 
as full contributory periods qualifying towards a pension, 
using a fictitious monthly income of €€ 1,350.  The ‘new’ 
severance pay scheme (second pillar) includes 
advantages for women especially who have so far been 
unable to become eligible for severance pay due to 
shorter employment periods (because of frequent breaks 
for family work such as child-raising or long-term care).  
For the first time, care of children or the elderly is 
recognised as work, which will have a positive impact on 
a woman’s own retirement income. 

An important innovation for female caregivers – 
who typically have only a derived or lower pension claim 
– is the option to obtain low-cost pension insurance: even 
in those cases where the caregiver has left gainful 
employment due to nursing a family member and is 
therefore no longer covered by the compulsory insurance 
scheme, she can still obtain low-cost coverage to qualify 
for a pension claim of her own.  The family hospice 
leave, an initiative that has drawn considerable 
international attention, also provides benefits for women: 
such leave to care for a dying or seriously ill family 
member may be granted for three months and extended to 
six months.  During this time the caregiver remains 
covered by health and pension insurance. 

These are current examples of how to improve 
security for women in old age.  There is still much scope 
for action with regard to wages and salaries.  The 

principle promoted by the International Labour 
Organization (ILO) ‘Equal pay for equal work’ is still 
mostly theory. The reality is that women on average earn 
a third less than men for equal work, due to their choice 
of occupation, interrupted employment, part-time work or 
the marginal part-time jobs held by women. Lower pay 
naturally affects retirement income.  Abandoning what 
was once typically women’s work should help narrow the 
pay gap between women and men.  In Austria, business 
associations have recently introduced initiatives to recruit 
more women to technical jobs.  Large corporations 
specifically target girls for what were once typically male 
jobs.  The principle of income equity applies to the young 
and old as much as to men and women and those 
gainfully employed with children and those without 
children, and cannot be separated. 

Challenges for fighting poverty 

At the EU summit of Nice in 2000, the European 
governments undertook to draw up national action plans 
to fight poverty and social marginalisation.  The goals 
are: 

• to improve life opportunities by promoting 
participation in the employment process and 
access for everybody to resources, rights, 
products and services; 

• to prevent poverty by preventing social 
exclusion; 

• to fight poverty among those that are most 
affected by exclusion; 

• to socially integrate people affected by 
poverty as well as launching social initiatives. 

The action plan drawn up by the Austrian Federal 
Government was furnished to the EU Commission in 
August. Fighting poverty requires the bundling of all 
resources.  To give an example: the Austrian childcare 
benefit introduced in 2002 has, just by itself, made it 
possible to raise 21 per cent of poverty-prone families 
above the subsistence minimum.  The OECD report 
confirms that Austria leads other countries in support 
schemes for infants. 

Challenges for intergenerational solidarity 

A major challenge posed by demographic changes 
is how to secure solidarity between the generations.  
Fewer children on the one hand and more older people on 
the other create a situation where questions of income 
distribution arise that need active solidarity between the 
generations in order to be solved.  Here, politics is called 
upon to emphasise the productive contributions made by 
older people towards the common wealth.  Older people 
contribute indispensable work in the form of educational 
and care work for children, elderly or disabled family 
members.  They also provide an enormous potential for 
intergenerational voluntary commitment.  With their 
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increased visibility it becomes increasingly clear that 
older people are not just passive recipients of benefits but 
contribute actively to society, and that they have 
resources and potential that all of society can profit from.  
Voluntary work is not only indispensable for the 
community, but it also offers to the retired the 
opportunity to have a purposeful and self-fulfilled life – 
thus helping, in line with the concept of active ageing, 
older people to live out a healthy and socially integrated 
old age.  Initiated already in the late 1990s by my 
Ministry, the Citizens’ Centres for Young and Old 
(currently there are 30 in all of Austria), are platforms for 
voluntary work that enable older people to commit 
themselves to self-determined, interest-driven voluntary 
work for the common good. 

Obviously, the barriers need to be dismantled that 
obstruct the re-entry of older people into the labour 
market.  In Austria we have numerous senior-citizen 
managers who give a helping hand to young 
entrepreneurs in setting up their companies.  This may 
well lead to an entrepreneurial career for the retiree.  
These senior-citizen supported startups make it clear that 
white hair can get a company into the black.  All this is a 
loud signal that the older generation does not simply 
retire to their deckchairs but contributes actively to a 
society’s well-being. 

In Austria we are in the lucky position that 
intergenerational solidarity is at high level.  The older 
generation still outscores the younger generations in 
social and monetary transfers within the family.  
Scientific studies have found that younger and older 
people are more ready and willing to approach and help 
each other than had been assumed.  A study in 1998 on 
‘Intergenerational relations in Austria’ commissioned by 
my Ministry found that it is still families which constitute 
the fulcrum of solidarity and which provide protection in 
an emergency and in situations when help and support are 
needed.  None of the respondents was refused adequate 
help from their families. 

Intergenerational solidarity requires older people to 
adequately participate in society, in life-long learning, in 
new technologies and, especially, in the fields of politics 
that concern them.  With regard to the older generation’s 
political participation, Austria has started a novel 
initiative.  The Federal Senior Citizens Act opened a new 
area of representation for senior citizens in Austria: the 
Austrian Senior Citizens Council acts as an umbrella 
organisation for associations in the field and officially 
represents all Austrian senior citizens.  In all matters 
concerning older people in Austria, the Council enjoys a 
status equal to that of the statutory interest groups 
representing employees, business and farmers.  With our 
Austrian model of formally anchored participation and 
co-determination for older people, we are in a pioneering 
and exemplary situation in Europe.  Subsequent to this 
Act, we also guaranteed similar participatory rights to 
young people with the Federal Youth Representation Act 

of 2001.  Their representatives have the same status as a 
statutory interest group as the Council representing older 
people. 

Importance and tools of family policy 
Family policy is the paramount instrument for 

population development. In any society, the future begins 
with children.  It is important to have policies that 
encourage people to have children and do not leave those 
courageous enough to do so to their own devices.  
Families fulfil tasks in their role as providers – from 
child-raising to caring for the elderly – and they need to 
be strengthened and supported.  This is not a purely 
Austrian phenomenon, but can be observed in many 
countries in Europe. 

Key family benefits 

In Austria, family benefits are paid from two 
sources: 

(1) from the Family Burdens Equalisation Fund, 
created in the 1950s and financed by 
employers’contributions in accordance with 
their payroll, and 

(2) from general tax revenues. 

The Fund is based on the political concept that the 
additional financial burden caused by children should at 
least partly be covered by the state.  In the late 1990s, 
Austria furthermore returned to the idea of granting tax 
breaks to families and financial benefits to families with 
multiple children. 

Key benefits for families are: 

1. the family allowance, paid to the parents or 
mother, regardless of employment and 
income.  A multiple-child bonus is paid for 
every child after the second one; 

2. a tax credit for children, which is the same for 
all eligible persons; 

3. a confinement benefit and temporary help 
allowance for self-employed women.  This 
benefit is paid for a period that starts eight 
weeks prior to the expected delivery and ends 
eight weeks afterwards. 

Family policy was given a substantial re-orientation 
with the childcare benefit introduced two years ago.  
Contrary to its predecessor, the parental leave benefit, 
which was paid only to gainfully employed women or 
men as a benefit from unemployment insurance, this new 
benefit is due to all women and men, thus enabling 
students, farmers and the self-employed to enjoy equal 
rights.  It is paid for 30 months, or even 36 months if both 
partners alternate in their childcare work.  The limit for a 
permissible additional income was set high so that a 
parent can remain gainfully employed and keep in 
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contact with the working environment while still caring 
for the child.  This benefit has made the Austrian system 
for helping families among the best in Europe. 

The childcare benefit is financed from the Family 
Burdens Equalisation Fund, which also pays for credits 
towards a pension and for the health insurance linked to 
payment of the childcare benefit.  It also supports 
severance pay contributions for the periods in which 
childcare benefit is received, as well as during parental 
leave, educational leave, part-time employment and 
family hospice leave. 

A scientific study of the effect of the childcare 
benefit has shown that: 

• Our innovative family policy approach is 
widely accepted: two out of three beneficiaries 
polled viewed the childcare benefit as better 
than the former parental leave benefit which 
had been paid only to gainfully employed 
mothers or fathers. 

• Three out of four people polled felt that the 
childcare benefit adequately recognises the 
work put into family- and childcare and 
enables beneficiaries to reconcile work and 
family. 

• The evaluation showed that low-income 
families in particular profit from the childcare 
benefit.  For such families, the benefit 
constitutes a substantial contribution towards 
ensuring a minimum standard of living. 

• About one quarter of those who receive the 
childcare benefit are ‘new beneficiaries’, i.e. 
housewives and students who, thanks to the 
benefit, find themselves as recipients under the 
new social legislation and who are even 
awarded contributory years to qualify for their 
old-age pension. 

Measures to reconcile work and family 

Apart from improving family financial support, 
measures to reconcile work and family are a key field for 
family policy action.  Women are increasingly entering 
gainful employment in a trend that can be observed in all 
industrialised countries.  In combination with a change of 
values, women’s growing participation in gainful 
employment is having an impact on reproductive 
behaviour.  Marriage is postponed and women are having 
fewer children.  Austrian women on average would like 
to have 1.9 children, whereas the actual reproduction rate 
is 1.34.  The problem is whether and how to reconcile the 
wish for children and work.  Some countries of the ECE 
region have shown (at least at some point in time) that 
high employment rates among women do not necessarily 
translate into a decline of fertility rates.  One example of 
this was Sweden in the 1980s.  The still satisfactory 
population development in France is primarily the result 

of the wide range of whole-day childcare services which 
have been traditionally offered: from the nursery-stage 
école maternelle to the subsequent whole-day school 
programmes (école primaire, collège, lycée).  Full-day 
schooling has been the standard in France since 1881 in 
comparison to the Austrian norm where regular school 
finishes at lunchtime or in the early afternoon.  This 
educational tradition enables women to both work and 
raise children. 

Childcare services 

For parents to be able to reconcile work and family, 
they need to have adequate and – even more importantly 
– flexible childcare facilities at their disposal.  Parents’ 
employment opportunities directly depend on the 
childcare facilities available for their children.  Extension 
schemes at state and municipal levels and federal 
financial support have in recent years added a large 
number of additional places and extended opening hours 
to afternoons and holiday periods. 

A family-friendly work environment 

The basis for new Austrian family policy focuses on 
measures promoting a family-friendly work environment. 

All measures towards this end are based on ensuring 
the parents’ discretionary choice in arranging family and 
work, because it is only the parents who know what 
works best for themselves regarding their partnership and 
children. 

Family and work must not stand in each other's 
way, yet it must also be possible for people to choose a 
temporary phase of exiting from work or reducing 
working hours.  Society as a whole needs both: work in 
the family and independence within the scope of work – 
especially for women.  It is a key aspect of a country’s 
economic development potential. 

The Family and Work Audit, carried out by the 
Federal Ministry for Social Security and Generations, is 
used to make an internal evaluation within enterprises 
with the aim of implementing family-conscious human 
resources policies and attendant measures within three 
years. 

A programme to translate family skills into 
qualifications for the labour market is offered by Austrian 
family counselling services as a key qualification for 
greater success at work.  This coaching programme helps 
men and women to re-enter the working world after a 
prolonged period of family-caused absence. 

In this field, my department was, in the last quarter 
of 2002, entrusted by the European Commission to carry 
out an EU project on the reconciliation of work and 
family.  Contributors to the project were Italy, France, 
Germany and Hungary.  All reconciliation activities are 
bundled at a national level and networked at a European 
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level in a way that allows single member states to adopt 
good practice and to implement it on the national level. 

Together with the business community, we have 
also found ways and means to enable women to enter 
part-time jobs up to the time the child attends school, 
which is what is desired by many women.  The right to a 
part-time job until the child is seven years old is designed 
to help working women to re-enter the working world, 
while at the same time preserving time resources to raise 
their children.  This scheme is an important contribution 
to reconciling work and family. 

Evaluation by the OECD 

The impact of measures taken by Austria to 
improve the reconciliation of work and family was 
recently evaluated in an OECD audit.  Together with 
Ireland and Japan, Austria participated in the second 
round of country audits on this subject, which analysed 
the issue from an economic point of view. 

The OECD report points out, among other aspects, 
the comprehensive benefits allowed to infants, the high 
women’s employment rate and the effectiveness of the 
Family and Work Audit.  With the introduction of the 
childcare benefit, births in 2002 rose by 2,941 to 78,399 
(an increase of 3.6 per cent), which translated into a 
surplus of 2,268 births over deaths (compared to 691 in 
2001), the largest since the early 1990s.  The preliminary 
total for the 12 months from September 2002 to August 
2003 shows an increase of 1.3 per cent compared to the 
previous 12-month period.  Although no concrete figures 
can be given regarding a connection between births and 
family benefits, we have nevertheless seen birth rates 
beginning to stabilise at a higher level. 

The assumption made in the OECD report for 2002-
2003 that the childcare benefit would reduce the pool of 
female employees turned out to be wrong.  Between 
January and December 2002, the number of beneficiaries 
whose work put them above the marginal earnings 
threshold doubled. Altogether, about a quarter of 
beneficiaries were working at the end of 2002.  The 
additional income option also enables women in an 
effective employment relationship to respond more 
flexibly to the requirements of the labour market. 

Résumé and outlook 
In an ageing society such as ours, policies to 

improve population development need to focus on 
fertility. Any change in fertility has an impact not just on 
the number of children, but also has a ripple effect on the 
number of grandchildren and great-grandchildren.  For 
this reason, a relatively minor change in the fertility rate 
can substantially affect the size and age structure of the 
future population.  This offers us a window of 
opportunity which we must use by pursuing a pro-natal 
family policy. 

In advocating a policy that encourages people to 
start a family and have children, we need specifically to 
establish a positive framework to: 

• improve the overall climate of child-
friendliness in our society; 

• work towards further improving the 
compensation for the burden borne by families 
with children; 

• improve the reconciliation of work and family; 

• offer women fair opportunities and fair 
earnings in the labour market; 

• extend childcare facilities so that they offer 
flexible services in line with the needs of 
parents. 

These are the key factors that we need to develop in 
order to obtain an intelligent policy mix that will boost 
fertility rates. 

Migration – as sometimes proposed as an option to 
cope with the consequences of populations ageing – is 
not a solution.  Immigration cannot be expected to inject 
dynamism into demographic processes, as immigrants 
tend to adapt quickly to European fertility rates.  In 
addition, Europe needs to ask the question of whether it 
wishes to follow its own trajectory regarding the 
preservation of cultural identity and spiritual traditions, 
which would doubtlessly be changed by immigration 
from outside Europe.  Understanding and using migration 
solely as a measure to obtain labour would surely be 
wrong.  And as a family politician I am primarily talking 
about human beings and their individual interests rather 
than about human resources development. 

There is no doubt that ensuring the future wealth of 
our region is a challenge to our innovative capacity.  Our 
region will be successful in the medium to long term not 
because we have the largest and cheapest labour force, 
but because our countries are high-tech locations.  And, 
indeed, this is the best insurance - to make sure that up - 
and downstream economic sectors and service providers 
do not vanish into a global nirvana but continue to 
operate and be available to us in our own countries.  In a 
globalised and competitive world it is necessary, in spite 
of the merits of an international division of labour, to 
further develop our own strengths rather than to trust on 
support from others.  This applies to the economy as 
much as to population policy. 

New social challenges need new social answers. 

Against this background, I hope that the European 
Population Forum 2004 will provide us all with a fruitful 
platform to exchange information and experiences on the 
most effective responses to meet the major challenges of 
our current demographic transformation. 
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CHAPTER 5 
 
PARTNERSHIP, CHILDBEARING AND PARENTING: 
TRENDS OF THE 1990S 

Francesco Billari 

 

 

Introduction 
The patterns of partnership formation and 

dissolution, childbearing and parenting in the UNECE 
during the 1990s are often heterogeneous, with 
fundamental differences between nations.  However, if 
we want to characterise the unifying direction, we can use 
a single keyword: postponement.  In general, with some 
exceptions, key demographic events, and more 
specifically events leading to the formation of new 
households and families, have been increasingly 
postponed in the lives of women and men.  In the new 
millennium, leaving the parental home, forming a new 
union, getting married and becoming a parent are being 
experienced on average later than ever before.  Although 
there is a convergence across the region in terms of 
postponing key demographic transitions in early 
adulthood, some countries (mostly in Southern Europe) 
have been characterised by extreme levels of 
postponement, experiencing the so-called latest-late 
pattern of transition to adulthood. 

This general trend towards postponement had been 
foreseen by scholars who have talked of the existence of 
a Second Demographic Transition pervading 
demographic change; a transition which started in 
Northern Europe and has diffused to the whole area of 
industrialised countries.  Other authors have focused 
more specifically on the timing of events and have 
spoken of a postponement transition, which is likely to be 
irreversible.  Some of the events, like the transition to 
motherhood, have been postponed to ages that have never 
been observed in the past, and becoming a mother above 
age 40 is now an issue.  Within reproductive ages, the 
general trend towards postponement is being 
accompanied by an increasing de-standardisation of life 
courses, with varying speeds of change in different 
cultures. 

Nevertheless, diversity is still pervading fertility and 
family patterns in the UNECE region: there are marked 
differences between nations in terms of childbearing and 
parenting.  The number of children per couple, although 
at below replacement levels in almost all countries, has 
begun fluctuating, generally around relatively low levels, 

though in some countries not far below the replacement 
level.  In other countries, fertility has reached levels that 
can be defined as very low, i.e. below 1.5 children per 
woman.  During the 1990s, lowest-low fertility - below 
1.3 children per woman - has emerged in a number of 
countries of Southern, Central and Eastern Europe.  The 
emergence of lowest-low fertility is thus one of the most 
significant novelties of the 1990s in the UNECE area.  
This new phenomenon has also been accompanied by the 
reversal of several well-established inter-country 
relationships between fertility levels and related 
behaviour: labour force participation rates for women are 
no longer negatively correlated with total fertility rates, 
while the correlation between marriage indicators and 
total fertility is either weakening or reversing.  Adolescent 
childbearing is decreasing in the whole area, but it still 
exhibits great differences between countries. 

The role and prevalence of cohabitation is still 
remarkably dissimilar among countries, as is the link 
between partnership form and fertility.  During the 1990s, 
the proportion of extra-marital births to all births 
increased in virtually all UNECE countries.  In terms of 
partnership dissolution, levels of divorce rates are still 
very different across countries, but the general trend is 
towards less stable unions.  As a consequence, unions of 
higher order have become more widespread in women’s 
and men’s lives.  In addition, the divorce rate is no longer 
inversely correlated with total fertility at a cross-country 
level.  The differences in the types of partnerships, and in 
dissolution rates, translate to significant heterogeneity in 
parenting experiences and in the lives of children, who 
experience living with their parents in different ways 
across countries.  As an example, the length of parenting 
itself is markedly different from one country to another 
according to the years spent by young adults in their 
parental home. 

Several ‘families’ of explanations can be used to 
discuss trends and differences.  At the macro level, 
economic trends and socio-economic policies have often 
changed during the 1990s, sometimes in an unpredictable 
way.  After the fall of socialist regimes at the beginning 
of the decade, institutional settings - for instance the main 
features of the welfare state - have become relatively 
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stable, though with marked exceptions in areas of 
conflict; institutional heterogeneity may explain 
significant international differences in behaviour.  Long-
term, stable cultural factors also contribute to reinforcing 
differences which then determine the path followed by 
different societies, even when they follow common 
trends.  However, ideational change may also affect 
demographic change in the shorter run, as in the 
developments of the Second Demographic Transition.  
These societal-level dynamics interact with micro-level 
factors which determine international differences and 
trends in behaviour. 

Micro-level factors also underpin trends in 
partnering, childbearing and parenting behaviour.  What 
is most relevant for an international perspective are the 
micro-macro interactions: factors at the micro (individual 
or household) level have a potentially different impact on 
behaviour within different macro contexts.  Equality in 
gender relationships - for instance, in the labour market 
(at the macro level) as well as in the household (at the 
micro level) - has an important role in shaping family 
behaviour.  The influence of economic factors at the 
micro level (such as income, economic security and 
housing circumstances) is buffered by the welfare state, 
which varies markedly from one country to another.  The 
opportunity cost of time dedicated to the family, and the 
quality and quantity of time spent parenting within a 
family, are also affected by the interaction between 
micro- and macro-level opportunities and constraints.  
Social and economic policies may vary over time within 
a society and also vary in their impact on different 
societal strata.  For these reasons, for almost no micro-
level factor is it possible to assess its ‘true’ role in 
shaping partnering, childbearing and parenting, without 
taking the macro-level situation into account.  Social 
interactions, in addition, contribute to maintaining the 
persistent diversity of behaviour between countries, even 
when the original differences have been removed. 

This background paper is structured as follows.  
Section 2 deals with the situation and trends in the 
UNECE region during the 1990s for partnership 
formation and dissolution, childbearing, and parenting.1  
Reference to comparative data is a crucial ingredient for 
this section, with the Fertility and Family Surveys project 
being an important new comparative data source for the 
decade (although most surveys of this series took place 
too early to track the trends during the 1990s).2  In section 

                                                        
1 Given the scope of this paper, we focus on nations as the relevant 

macro-level unit.  Although it is clear that in many specific situations the 
choice of the national level for both describing trends and explaining 
behaviour is not adequate, such a focus remains the most straightforward 
in terms of information available and usefulness when studying a large 
group of countries and the changes in their cross-country relationships 
over a period of time. 

2 In this paper we generally focus on the experience of women.  This 
choice was only affected by the desire to be concise and to use the best 
and most relevant statistical sources, in order to give an overview of the 

3 we selectively review the literature which aims to 
explain the trends and differences outlined in section 2, 
with an emphasis on the different schools of thought 
existing in the literature.  Section 4 contains an outlook 
for the future. 

Situation and trends in the UNECE region 
during the 1990s 

Partnership formation in an era of spreading 
cohabitation and the emergence of ‘latest 
late’ transition to adulthood 

At the beginning of the third millennium, marriage 
is no longer as central to the formation of co-residential 
and long-term partnerships as it was in the latter decades 
of the 20th century.  This is undoubtedly a consequence of 
ideational change, with the relaxation of social norms 
pushing young adults towards marriage.  Although 
marriage is still experienced by the vast majority of 
individuals living in the UNECE region at some stage 
during their life, in most countries it is less and less 
common to experience marriage without premarital 
cohabitation.  Moreover, in several countries, being 
married is no longer seen as a precondition for becoming 
a parent. 

We first of all focus on partnership formation 
during early adulthood.  Partnership formation is indeed a 
crucial point in the process of transition to adulthood, and 
in general it is being increasingly postponed.  Is this part 
of the general shift of the transition to adulthood towards 
ages that were considered as ‘late’ in the past, to a so-
called latest late pattern of transition to adulthood (Billari 
et al., 2002)? 

When we wish to study the timing of union 
formation, we have access to the official statistics for 
marriages, but data on cohabitation is not yet provided in 
official comparative statistics (United Nations, 2002).  In 
table 1, we report the mean age for women at first 
marriage in 1980, 1990 and 2000 for countries belonging 
to the Council of Europe, plus Canada and the United 
States.  The postponement of first marriage is clearly 
visible in the 1990s for all UNECE countries. In 1980, in 
most countries, first marriage was experienced on 
average before age 25 for women: only a few exceptions 
existed.  This pattern completely changed in the next 20 
years: by 2000, in only a small minority of countries is 
the mean age at first marriage lower than 25.  Later (and 
less frequent) marriage has become the rule in the Nordic 
countries, following their unique pattern.  Late marriage 
has also spread in all Western European countries.  
Within Europe, as far as East-West differentials are 
concerned, the ‘Hajnal’ line (Hajnal, 1965) seems to still 
hold its separation power.  To the east of this imaginary  

                                                                                            
complex issues.  When trends for men and women are different, or gender 
interactions need to be discussed, then we use data on both genders. 
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line connecting Saint Petersburg and Trieste, earlier and 
more universal marriage still prevails (Monnier and 
Rychtarikova, 1992), though perhaps it could be refined 
as the ‘Philipov’ line (an imaginary line connecting St 
Petersburg with Dubrovnik) (Philipov, 2001).  Central 
European countries all occupy intermediate positions and 
some of them (Croatia and Slovenia) are clustered with 
the West.  The postponement of marriage is 
accompanied, as we shall see in detail below, by a 
postponement of first births - although the links between 
marriage and fertility show some surprising trends, which 
we shall discuss later in Section 3.  In figure 1 we plot the 
increase in mean age at first marriage and at first birth 
during the 1990s in the countries of the Council of 
Europe; the postponement of first marriage (on the 
horizontal axis) is usually stronger than the postponement 
of first births, with only Sweden and the Russian 
Federation as exceptions.3 

The postponement of marriage is part of a more 
general increase in postponement in the transition to 
adulthood that is not likely to be reversed in the near 
future.  The concept of a ‘postponement transition’ has 
been discussed for fertility by Kohler et al. (2002) who 
present the idea that the pace of postponement of first 
birth develops in a similar manner in different countries 
even if the postponement starts in different years.  
Mamolo (2004), in analysing European countries, defines 
the year of onset of the postponement transition for first 
marriage similarly to Kohler et al., as the first year of 
three consecutive years during which the mean age at 
first marriage increases by more than 0.2 years (figure 2).  
After the onset of postponement, the pattern is similar for 
almost all countries, although with some exceptions, e.g. 
Serbia and Montenegro and Croatia.  The postponement 
of marriage strongly influences period measures of the 
quantum of marriage, such as the total first marriage rate, 
TFMR (table 2): these measures are simultaneously 
depressed by the lower lifetime probability of ever 
marrying and the postponement of marriage.  For the 
same reason, during periods when marriage timing 
becomes earlier, TFMRs may reach levels higher than 
100 per cent.  Looking at cohort data can give us better 
insights on the actual prevalence of union formation at 
different ages. 

If we use data from a targeted comparative survey 
project like the series of Fertility and Family Surveys 
(FFS) coordinated by the UNECE, it is possible to look at 
more detailed data for cohorts.  Before doing this, we 
should alert the reader to the fact that the FFS is a set of 
retrospective surveys, mostly carried on during the first 
half of the 1990s.  The FFS thus provides retrospective 
information on the period before the 1990s and cross-
sectional information for the 1990s.  Most of the changes 

                                                        
3 Similar analyses on a wider range of indicators related to fertility 

and partnership in Western and Eastern Europe are presented in Macura et 
al. (2002). 

TABLE 1

Mean age at first marriage (women) 

 1980 1990 2000 

Albania a ............................................. 22.2 23.2 23.5 
Armenia .............................................. .. 22.4 23.1 
Austria ................................................ 23.2 24.9 27.2 
Azerbaijan .......................................... .. 24.0 23.7 
Belarus ............................................... 22.9 22.0 22.6 
Belgium .............................................. 22.2 24.2 26.3 
Bosnia and Herzegovina .................... 22.0 23.3 .. 
Bulgaria .............................................. 21.3 21.4 24.1 
Canada ............................................... 23.4 26.0 27.6 
Croatia ................................................ 22.1 23.1 25.3 
Cyprus ................................................ 23.7 24.1 26.4 
Czech Republic .................................. 21.5 21.6 24.5 
Denmark ............................................. 24.6 27.6 29.5 
Estonia ............................................... 22.6 22.5 24.8 
Finland ................................................ 24.3 26.0 28.0 
France a .............................................. 23.0 25.6 27.8 
Georgia ............................................... 26.1 23.5 24.6 
Germany ............................................. 22.9 25.2 27.0 
Germany - former GDR ...................... 21.8 23.3 .. 
Germany - former FRG ...................... 23.3 25.7 .. 
Greece a ............................................. 23.3 24.6 26.6 
Hungary .............................................. 21.2 21.9 24.6 
Iceland ................................................ 23.7 26.7 29.9 
Ireland ................................................ 24.6 26.6 .. 
Israel ................................................... 22.4 23.9 .. 
Italy a .................................................. 23.8 25.5 27.0 
Kazakhstan b ...................................... 22.9 22.4 23.3 
Kyrgyzstan c ....................................... 22.7 22.4 22.9 
Latvia .................................................. 22.8 22.3 24.5 
Liechtenstein ...................................... 25.6 .. .. 
Lithuania ............................................. 23.0 22.3 23.5 
Luxembourg ....................................... 23.0 25.3 27.1 
Malta ................................................... 24.7 .. .. 
Netherlands ........................................ 23.2 25.9 27.8 
Norway ............................................... 23.5 26.2 28.2 
Poland ................................................ 22.7 22.6 23.9 
Portugal .............................................. 23.2 23.9 25.3 
Republic of Moldova ........................... 25.6 22.3 21.5 
Romania ............................................. 21.5 22.0 23.4 
Russian Federation ............................ 22.4 21.9 .. 
San Marino a ...................................... 24.1 27.1 28.4 
Serbia and Montenegro ...................... 22.5 23.4 25.0 
Slovakia .............................................. 21.9 21.9 24.0 
Slovenia .............................................. 22.5 23.7 26.7 
Spain .................................................. 23.4 25.3 27.8 
Sweden .............................................. 26.0 27.5 30.2 
Switzerland ......................................... 25.0 26.8 27.9 
Tajikistan d .......................................... .. 21.8 .. 
The former Yugoslav Republic of  
  Macedonia ........................................ 22.3 22.6 23.5 
Turkey ................................................ 20.7 21.5 22.3 
Ukraine ............................................... .. .. .. 
United Kingdom .................................. 23.0 25.0 27.2 
United States e ................................... 24.1 25.1 26.6 
Uzbekistan d ....................................... 22.8 21.6 .. 

Source:  Council of Europe (2002), UN (2002), UNECE Gender Statistics 
Database, UNECE/PAU Demographic Database, Schoen and Standish (2001). 

Notes: 
a Last figure is for 1999. 
b Second figure is for 1995. 
c First figure is for 1982; last for 1998. 
d Second figure is for 1991. 
e Second figure is for 1988; last for 1995. 
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we are thus describing compare the 1990s to the 
preceding decades. 

With FFS data, it is possible to focus more 
generally on union formation and not only on formal 
marriage.  In table 3, we report the share of women who 
had experienced the key demographic transitions into 
adulthood (leaving the parental home, entering their first 
co-residential union, becoming a mother) by their 25th 
birthday, in two birth cohorts born 10 years apart.  The 
rate of postponement can be seen for the different 
countries by looking at the rate of change (figure 3).  
With the exception of some Nordic and Eastern European 
countries, union formation has been postponed to a 
significant extent.  Southern European countries in 
particular are the ‘leaders’ of this postponement. 

The role of cohabitation is highly variable between 
countries, as well as changing over time.  Many authors 
have provided portraits on the diffusion of non-marital 
cohabitation.  Looking at Sweden, one of the first 
countries in terms of the spread of cohabitation, Hoem 
and Hoem (1988) provided an outline of its historical 
phases.  First, cohabitation spread to incorporate a small 
‘deviant’ group of the population.  It later emerged as a 
pre-marital probationary period, a gradual way of moving 
into a union.  In its third phase, cohabitation became a 

real substitute to marriage.  Finally, any distinction 
between cohabitation and marriage has tended to 
disappear.  A more complex typology, useful for 
international and inter-temporal comparisons, and based 
on the findings of the FFS, has been devised in a recent 
paper by Heuveline and Timberlake (2003).  They 
distinguish six typical roles of cohabitation, further 
developing the four-way classification by Hoem and 
Hoem (Heuveline and Timberlake, 2003, table 1): 

A) Marginal (“Cohabitation is not prevalent and is 
discouraged by public attitudes and policies”); 

B) Prelude to marriage (Cohabitation “exists as a pre-
reproductive phase for adults.  Unions tend to be 
brief and non-reproductive, but end in marriage”); 

C) Stage in marriage process (Cohabitation “exists as 
a transitory phase in reproduction.  Unions tend to 
be longer, and children more likely to be born into a 
cohabitation than in (B), but with short duration of 
exposure”); 

D) Alternative to singleness (“Cohabitation is primarily 
for brief, non-reproductive unions that end in 
separation instead of marriage”); 

 

FIGURE 1

The postponement of first marriage and motherhood during the 1990s in Europe 
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Source:  Billari (2004c), data from Council of Europe (2001). 
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E) Alternative to marriage (Cohabitation “is a discrete 
component of the family system.  Adult 
cohabitation is prevalent, and for longer duration 
than in (C).  A low proportion lead to marriage; 
there is more exposure to cohabitation during 
childhood than in (C) and for longer duration”); 

F) Indistinguishable from marriage (“Little social 
distinction between cohabitation and marriage. 
Children more likely than in (E) to experience the 
marriage of their parents, because cohabitation is 
not seen as an alternative to marriage”). 

TABLE 2

Total first marriage rate (women) 

 1980 1990 2000 

Albania ................................................ 0.77 0.99 .. 
Armenia .............................................. .. 0.92 0.34 
Austria ................................................ 0.68 0.58 0.54 
Azerbaijan .......................................... 0.98 1.04 0.54 
Belarus ............................................... .. .. 0.65 
Belgium .............................................. 0.77 0.72 0.51 
Bosnia and Herzegovina .................... 0.69 0.67 .. 
Bulgaria .............................................. 0.97 0.90 0.52 
Canada ............................................... 0.70 0.63 .. 
Croatia ................................................ 0.79 0.70 0.65 
Cyprus ................................................ 0.78 1.18 1.41 
Czech Republic .................................. 0.90 1.02 0.50 
Denmark ............................................. 0.53 0.60 0.73 
Estonia ............................................... 0.94 0.79 0.39 
Finland ................................................ 0.67 0.58 0.62 
France ................................................ 0.71 0.56 0.63 
Georgia ............................................... 0.99 0.80 0.41 
Germany ............................................. 0.69 0.64 0.59 
Germany - former GDR ...................... 0.81 0.64 0.46 
Germany - former FRG ...................... 0.66 0.64 0.62 
Greece ................................................ 0.87 0.72 0.52 
Hungary .............................................. 0.89 0.77 0.49 
Iceland ................................................ 0.55 0.45 0.70 
Ireland ................................................ 0.84 0.70 .. 
Italy ..................................................... 0.78 0.69 0.61 
Kazakhstan b ...................................... 0.96 1.07 0.66 
Kyrgyzstan c ....................................... 1.02 1.07 0.59 
Latvia .................................................. 0.97 0.92 0.40 
Liechtenstein ...................................... .. .. ... 
Lithuania ............................................. 0.94 1.06 0.54 
Luxembourg ....................................... 0.66 0.64 0.54 
Netherlands ........................................ 0.68 0.66 0.59 
Norway ............................................... 0.65 0.58 0.51 
Poland ................................................ 0.90 0.91 0.63 
Portugal .............................................. 0.89 0.88 0.74 
Republic of Moldova ........................... 1.11 1.19 .. 
Romania ............................................. 1.02 0.92 0.64 
Russian Federation ............................ 0.96 1.00 .. 
San Marino ......................................... .. 0.90 0.94 
Serbia and Montenegro ...................... 0.82 0.78 0.68 
Slovakia .............................................. 0.87 0.96 0.52 
Slovenia .............................................. 0.79 0.51 0.45 
Spain .................................................. 0.76 0.69 0.63 
Sweden .............................................. 0.53 0.55 0.53 
Switzerland ......................................... 0.66 0.74 0.64 
Tajikistan d .......................................... .. 1.08 .. 
The former Yugoslav Republic of  
  Macedonia ........................................ 0.92 0.87 0.83 
Turkey a .............................................. .. 0.84 0.76 
Ukraine c  ........................................... 1.06 1.07 0.65 
United Kingdom .................................. 0.76 0.62 0.54 
United States ...................................... 0.81 .. .. 
Uzbekistan e ....................................... 1.08 1.09 .. 

Source:  Council of Europe (2002), UNECE/PAU Demographic Database, 
INED (La Conjoncture des pays developpés en chiffres) 

Notes: 
a Last figure is for 1999. 

b First figure is for 1982; last for 1999. 

c First figure is for 1982; last for 1998. 

d Second figure is for 1991. 

e First figure is for 1983. 

 

FIGURE 2 

The “postponement transition” for first marriage in some European 
countries with reference to the Netherlands 
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What is crucial for our analysis is that in the 
UNECE region (at least among those who participated in 
the FFS comparative program) it is possible to find 
countries exhibiting each type of role (table 4).  For 
instance, the role of cohabitation is marginal (A-type) in 
countries like Belgium, Hungary, Poland, Italy and Spain, 
but it is more important in other countries.  In a country 
like Sweden, cohabitation is now clearly the primary and 
almost only pathway to union formation, and marriage is 
likely to follow parenthood rather than vice-versa - this 

does not imply that marriage has disappeared, but that if 
it is experienced, it happens at a later stage of the life 
course. 

The alternatives of cohabitation and marriage do not 
necessarily exhaust all possible partnership choices.  In 
fact, there are increasingly diverse possibilities, and 
observed choices, in living arrangements and 
partnerships.  In terms of opportunities, some countries 
have introduced new forms of relationships that are 
legally recognised.  An important example is the PACS 
(Civil Solidarity Pact) in France.  This legalised form has 
become a sort of ‘competitor’ to marriage which, 
however, has not prevented marriages from being 
formalised as well (Pison, 2002).  In 2000, the first full 
year of PACS, the number of contracts signed amounted 
to almost 8 per cent of marriage contracts.  Numbers have 
since decreased; nevertheless, this type of non-marital 
union is a new option, opening the space for additional 
choice in partnership formation.  Further research and 
data collection are necessary to assess the role of 
formalised non-marital partnerships from an international 
perspective.  A linked issue relates to same-sex 
partnership (the PACS for instance can also be subscribed 
to by two individuals of the same sex); few data are 
available on this issue, although there are estimates (e.g. 
about 1 per cent of men and the same percentage of 
women were estimated to be living in same-sex 
partnerships in the United States in 1990; Black et al., 
2000). 

Living apart together (LAT) is often a stage towards 
the formation of a more stable co-residential union, or 
marriage.  It can also become a medium- or long-term 
choice for a flexible type of living arrangement.  
Furthermore, living apart together can be forced upon 
couples by their life course situation (e.g. the necessity to 
work in different cities).  Using FFS data, Kiernan (2002) 
has analysed, among other issue, the role of LAT in the 
life of never-partnered women aged 20-39.  We report 
part of Kiernan’s results in table 5.  The heterogeneity of 
countries with respect to LAT is clearly visible.  For 
instance, in Germany (in particular, in the part formerly 
constituting the Federal Republic of Germany), half of 
the women who have never co-resided with a partner are 
in a LAT relationship.  Of them, three-quarters declare 
that they want to live separately.  Figures are very 
different for other countries (e.g. in France where only 
one quarter of women in a LAT relationship say they 
want to live separately).  The emergence of LAT as a 
generalised long-term choice is not foreseeable; however 
it constitutes an additional partnering choice that may be 
becoming increasingly common. 

Trends and variations in partnership dissolution 

Partnerships have become increasingly less stable 
all over the UNECE area during the 1990s.  Nevertheless, 
within this general trend towards greater union instability, 
there is a wide variation between nations.  The variation 

TABLE 3

Per cent of women who have experienced demographic events by 
their  25th birthday; two cohorts 10 years apart; estimates from the 

FFS 

 Cohorts 

Have left 
the 

parental 
home 

Have 
entered a 
coresident 

union 

Have 
become 
mothers

Austria ..................................... 1956-1961 86.1 74.8 52.5 
 1966-1971 83.0 70.2 43.4 
Belgium (Flemish speaking) .... 1951-1956 89.3 86.1 47.1 
 1961-1966 82.3 75.7 26.3 
Bulgaria ................................... 1958-1962 .. 75.6 69.6 
 1968-1972 .. 71.9 69.4 
Canada .................................... 1945-1949 87.8 81.5 52.5 
 1955-1959 83.4 80.6 44.6 
Czech Republic ....................... 1958-1962 84.2 68.8 76.6 
 1968-1972 86.9 78.0 72.4 
Estonia (native born) ............... 1954-1958 79.1 73.2 68.2 
 1964-1968 76.0 79.0 69.1 
Finland ..................................... 1950-1954 90.2 75.7 49.1 
 1960-1964 91.0 77.8 36.1 
France ..................................... 1954-1958 88.8 81.7 57.5 
 1964-1968 86.6 76.1 36.4 
Greece ..................................... 1960-1964 83.3 75.5 54.5 
 1970-1974 72.8 54.9 34.8 
Hungary ................................... 1953-1957 80.4 85.9 71.8 
 1963-1967 80.6 83.8 66.0 
Italy .......................................... 1956-1960 67.7 61.2 44.3 
 1966-1970 64.7 40.7 23.5 
Latvia ....................................... 1955-1960 71.3 81.4 70.6 
 1965-1970 58.8 80.8 68.6 
Lithuania .................................. 1955-1960 74.4 77.5 62.4 
 1965-1970 63.7 76.9 70.4 
Netherlands ............................. 1953-1958 92.6 81.1 32.3 
 1963-1968 88.9 71.3 19.8 
Norway .................................... 1950 88.7 78.0 58.1 
 1960 90.7 78.5 44.2 
Poland ..................................... 1952-1956 66.8 73.0 64.2 
 1962-1966 62.3 74.0 65.4 
Portugal ................................... 1967-1972 72.1 70.6 61.8 
 1957-1962 60.7 58.5 43.5 
Slovenia ................................... 1956-1960 82.0 84.9 80.5 
 1966-1970 77.4 83.8 69.7 
Spain ....................................... 1955-1960 73.3 71.2 50.0 
 1966-1970 56.6 53.3 33.2 
Sweden ................................... 1954 95.0 82.2 47.6 
 1964 96.7 79.8 36.9 
Switzerland .............................. 1950-1954 95.0 68.1 34.7 
 1940-1964 93.9 66.2 27.1 

Source:  UNECE FFS Standard Country Tables 
(http://www.unece.org/ead/pau/ffs/ffs_standtabframe.htm) 
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can be decomposed into two main components.  First, the 
stability of marriage (as measured for instance by total 
divorce rates) varies widely between countries.  Second, 
as cohabiting unions are subject to higher dissolution 
rates, the varying prevalence of cohabitation, that we just 
outlined, influences the average stability of co-residential 
partnerships for a given society. 

We first focus on the dissolution of marriages.  
Total divorce rates (table 6) have increased in the 1990s 
in almost all countries, with a few exceptions of countries 
in Central and Eastern Europe and the former USSR 
(Kazakhstan, Kyrgyzstan, Latvia, Serbia and 
Montenegro), as well as Switzerland.  The variation in 
divorce rates is, however, of great magnitude, with the 
lowest values being in Turkey, Azerbaijan, the Southern 
European countries and Poland.  The highest levels in 
1980 were observed in the United States.4  There is no 

                                                        
4 Unfortunately it is not possible, with current available data, to 

track the trend for the United States in a comparative fashion. 

apparent upper limit to total divorce rate, although it is 
logically difficult to foresee levels close to 100 per cent. 

Analysing FFS data, it is possible to compare 
dissolution rates of different types of union across 
countries.  The analysis by Andersson (2002) on 17 
countries of the UNECE area shows that - without 
exception - cohabiting unions are less likely to survive 
compared to unions that started directly as marriages.  
This is visible even in Sweden, a country in which, 
according to Heuveline and Timberlake (2003), marriage 
and cohabitation are indistinguishable.  The varying 
prevalence of cohabitation is thus linked per se with 
higher union instability: countries with higher shares of 
cohabiting unions will also experience a higher share of 
unstable, dissolving unions.  In addition, among married 
people, those who experienced pre-marital cohabitation 
have higher risks of divorce (see figure 4 and table 7).  
The causal links are, however, not easy to grasp.  
Recently, Dourleijn and Liefbroer (2002) have used FFS 
data to test the hypothesis that the differences in 
dissolution rates are linked to the diffusion of non-marital 

FIGURE 3

The postponement of leaving the parental home and first union in Europe 
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cohabitation within a population.  However, in fact, they 
found evidence of a selection effect (individuals who 
cohabit are more likely to experience union dissolution 
because of their individual characteristics), but also there 
is evidence of a general stabilising role of marriage 
(getting married has a causal impact in improving union 
stability).  It thus seems that marriage as an institution 
protects against instability (Brines and Joyner, 1999) 
across a number of countries. 

Rising rates of union dissolution are contributing to 
the growth in numbers of unions subsequent to the first 
union.  This includes not only the remarriage of divorced 
women and men, but also of second and subsequent 

cohabiting unions, as well as cohabiting unions after 
divorce.  Again, FFS data from the 1990s have enabled 
us to evaluate international differences and trends in birth 
cohorts.  A study by Fürnkranz-Prskawetz et al. (2003) 
analyses the pathways to stepfamily formation for 19 
European countries.  Their analysis indicates that, within 

TABLE 4

Countries by their different roles of cohabitation and related 
indicators 

Role Country 

Incidence 
of 

cohabita- 
tion 

(per cent) 

Median 
duration 
(years) 

Per cent 
ending in 
marriage

Marginal ................................Belgium 19.9 .. .. 
 Hungary 19.8 .. .. 
 Italy 7.0 .. .. 
 Poland 4.7 .. .. 

Prelude to marriage ...............Czech Republic 33.4 .. .. 
 Switzerland 58.5 2.11 80.3 

Stage in marriage process .....Austria 49.4 2.47 83.0 
 Finland 53.6 1.92 85.0 
 Germany 38.4 2.10 74.2 
 Latvia 37.5 0.94 91.2 
 Slovenia 35.5 1.97 90.4 

Alternative to single ...............United States 45.4 1.15 51.5 

Alternative to marriage ..........Canada 35.9 3.51 47.4 
 France 58.2 3.62 69.5 
Indistinguishable from 
marriage ................................Sweden 82.6 3.56 54.7 

Source:  Heuveline and Timberlake (2003), data from the FFS. 

TABLE 5 

Proportion of women aged 20-39 “living apart together” among 
never partnered women 

 Per cent living 
apart together 

Of which  
“wanted” 

Austria ................................................ 47 48 
France ................................................ 48 27 
Germany – former FRG ...................... 48 74 
Germany – former GDR ..................... 39 42 
Hungary .............................................. 38 42 
Italy ..................................................... 49 43 
Latvia .................................................. 44 .. 
Spain .................................................. 36 27 
Switzerland ......................................... 51 66 

Source:  Kiernan (2002), analyses of FFS data.  

Note: This is the proportion of never-partnered women who have an intimate 
relationship with someone who lives in a separate household.  The last column 
reports the proportion among those saying that they live apart together because 
they want to. 

 

TABLE 6 

Total divorce rate (female)  

 1980 1990 2000 

Armenia ............................................... 0.17 0.18 .. 
Austria ................................................. 0.26 0.33 0.43 
Azerbaijan ........................................... .. .. 0.10 
Belarus ................................................ .. .. 0.53 
Belgium ............................................... 0.21 0.31 0.45 
Bosnia and Herzegovina ..................... .. 0.05 .. 
Bulgaria ............................................... 0.18 0.16 0.21 
Canada ............................................... 0.33 0.38 .. 
Croatia ................................................ 0.13 0.15 0.15 
Cyprus ................................................. 0.04 0.07 0.21 
Czech Republic ................................... 0.31 0.38 0.41 
Denmark ............................................. 0.40 0.44 0.45 
Estonia ................................................ 0.50 0.46 0.47 
Finland ................................................ 0.28 0.42 0.51 
France ................................................. 0.22 0.32 0.38 
Georgia ............................................... .. .. 0.07 
Germany ............................................. 0.25 0.29 0.41 
Germany - former GDR ...................... 0.32 0.24 .. 
Germany - former FRG ....................... 0.23 0.31 .. 
Greece a ............................................. 0.10 0.09 0.16 
Hungary .............................................. 0.25 0.27 0.38 
Iceland ................................................ 0.28 0.34 0.40 
Italy ..................................................... 0.03 0.08 .. 
Kazakhstan b ...................................... 0.35 0.38 0.34 
Kyrgyzstan b ....................................... 0.27 0.29 0.22 
Latvia .................................................. 0.54 0.44 0.34 
Lithuania ............................................. .. .. 0.39 
Luxembourg ........................................ 0.26 0.36 0.47 
Netherlands ........................................ 0.25 0.30 0.38 
Norway ................................................ 0.25 0.43 0.45 
Poland ................................................. 0.14 0.15 0.17 
Portugal ............................................... 0.07 0.12 0.26 
Republic of Moldova ........................... .. .. 0.28 
Romania .............................................. 0.19 0.19 0.19 
Russian Federation ............................. 0.42 0.40 .. 
San Marino ......................................... .. .. 0.13 
Serbia and Montenegro ...................... 0.14 0.14 0.13 
Slovakia .............................................. 0.18 0.23 0.27 
Slovenia .............................................. 0.16 0.14 0.21 
Spain ................................................... .. 0.10 .. 
Sweden ............................................... 0.42 0.44 0.55 
Switzerland ......................................... 0.27 0.33 0.26 
The former Yugoslav Republic of  
  Macedonia ........................................ 0.06 0.05 0.09 
Turkey ................................................. 0.05 0.06 0.06 
Ukraine ................................................ 0.36 .. .. 
United Kingdom .................................. 0.38 0.42 .. 
United States ...................................... 0.59 .. .. 
Uzbekistan c ........................................ 0.22 0.24 .. 

Source:  Council of Europe (2002), UNECE/PAU Demographic Database, 
INED (La Conjoncture des pays developpés en chiffres). 

Notes: 
a Last figure is for 1999. 

b First figure is for 1982; last figure for 1998. 

c First figure is for 1982; second for 1989. 
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the birth cohort 1952-59, the likelihood of starting a 
second union before age 35 - for women who had 
experienced a first union - was as high as 28 per cent in 
Sweden and 25 per cent in Estonia.  In almost all the 
countries examined by Fürnkranz-Prskawetz and 
colleagues, the majority of women who dissolved a first 
union had actually entered a second union.  The only 
exceptions to this were Italy, Lithuania and Spain.  The 
experience of a second union is thus becoming 
increasingly common in the lives of Europeans: the share 
of women having ever experienced a second union by age 
35 has risen from the birth cohort 1952-55 to the birth 
cohort 1956-59, even while we have seen first unions in 

general being postponed (table 8).  This indicates that an 
expansion of unions of higher order has taken place 
during the 1990s and is likely to continue. 

Childbearing in the 1990s: postponement and the 
emergence of lowest low fertility 

Over the last decade, fertility levels have fallen 
substantially and they have reached extremely low levels 
in a number of countries in the UNECE region.  For 
simplicity, we will speak of low fertility levels when 
fertility is below replacement (see for instance United 
Nations, 2002).  We will speak of very low fertility when 

FIGURE 4

Relative risk of union dissolution for women in different types of union 

 

 

      direct marriage                 married after cohabitation                    cohabiting 
 

 

Source:  Dourleijn and Liefbroer (2002), analyses of FFS data 

 

TABLE 7

Cumulative per cent separated, by exact time since union formation 

Begun as marriage Begun as cohabitation 

 Period After 1 year After 3 years After 7 years After 15 years After 1 year After 3 years After 7 years After 15 years

Austria ....................................... 1990-96 2 7 16 26 4 19 33 45 
Belgium (Flemish speaking) ..... 1985-92 1 2 7 15 4 13 25 38 
Czech Republic ........................ 1992-97 1 6 14 26 7 19 29 39 
Finland ...................................... 1983-92 1 5 12 21 6 18 32 42 
France ....................................... 1988-94 1 3 8 16 8 20 36 48 
Germany - former GDR ............ 1984-89 1 5 13 24 8 21 37 49 
Germany - former FRG ............ 1986-92 0 7 16 24 5 23 38 51 
Hungary .................................... 1988-93 2 6 12 20 10 26 40 53 
Italy ........................................... 1990-95 0 2 4 8 18 29 36 43 
Latvia ........................................ 1989-95 2 10 24 35 13 29 47 57 
Lithuania ................................... 1989-95 1 3 11 19 8 20 41 55 
Norway ...................................... 1983-89 0 5 13 23 8 22 34 45 
Poland ....................................... 1986-91 1 2 5 8 5 12 15 21 
Slovenia .................................... 1989-95 1 1 3 7 3 11 16 22 
Spain ......................................... 1989-95 0 1 4 7 21 33 47 55 
Sweden ..................................... 1985-93 3 5 8 20 8 26 43 55 
United States ............................ 1989-95 5 14 25 38 25 46 60 72 

Source:  Andersson (2002), analyses of FFS data. 
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fertility is below 1.5 children per woman (see for instance 
Lesthaeghe and Willems, 1999; Caldwell and 
Schindlmayr, 2003).  We will speak of lowest low 
fertility when fertility is below 1.3 children per woman 
(Kohler et al., 2002).  In table 9, we report the total 
period fertility rates for the countries of the UNECE area 
in five-year intervals for the period 1980-2000.  In 1980, 
only a few cases of ‘low’ fertility levels were recorded 
(for the former Federal Republic of Germany, 
Luxembourg and San Marino).  By 2000, 11 countries 
have ‘lowest low’ fertility and 11 have ‘very low’ (but 
not lowest low fertility).  At the beginning of the new 
millennium, very low fertility is pervading the UNECE 
area, and lowest low fertility is present in a substantial 
group of countries.  In fact, very few countries, which 
belong to quite different regions, have fertility above two 
children per woman (Iceland, Israel, Kyrgyzistan, 
Turkey, the United States and Uzbekistan).5 

A critical issue at low fertility levels is the impact of 
even small differences in fertility on overall population 
dynamics: differential levels between lowest low and 
very low fertility levels may appear small, but in fact 
these small differences have a significant effect (as 
outlined in Kohler et al., 2002).  When fertility is below 
replacement, a difference of 0.2 births is not ignorable for 
population dynamics, as it becomes more significant in 
relative terms.  By simple calculations using standard 
stable population theory, one finds that, if total fertility 
stabilises at 1.3, the long-term growth rate will be 1.57 
per cent, which translates into the population halving in 
44.3 years.  If total fertility stabilises at 1.5, the rate 

                                                        
5 Among countries for which official comparative estimates of the 

period TFR were not available when drafting this paper, Albania, 
Tajikistan and Turkmenistan are likely to have a period TFR greater than 
2 in 2000. 

TABLE 8

Percentage of women who entered a second union by age 35 

 Cohort 1952-1955 Cohort 1956-1959

Austria ............................................ 14.5 14.9 
Belgium (Flemish speaking) ........... 7.7 6.3 
Czech Republic .............................. 14.9 15.9 
Estonia ........................................... 23.0 2.4 
France ............................................ 13.4 11.7 
Germany - former-GDR .................. 14.6 14.8 
Germany - former FRG .................. 12.6 14.8 
Hungary .......................................... 14.9 12.8 
Italy ................................................. 1.7 2.4 
Latvia .............................................. 18.8 20.4 
Lithuania ......................................... 9.1 7.6 
Poland ............................................ 3.3 3.7 
Slovenia .......................................... 7.8 8.2 
Spain .............................................. 3.0 4.8 
Sweden .......................................... 20.6 26.7 
Switzerland ..................................... 15.2 17.2 

Source:  Fürnkranz-Prskawetz et al. (2003), analyses of FFS data. 

 

TABLE 9 

Total period fertility rates 

 1980 1985 1990 1995 2000 

Albania ..................................... 3.62 3.21 3.00 2.62 .. 
Armenia ................................... 2.33 2.56 2.63 1.63 1.11 
Austria ...................................... 1.65 1.47 1.45 1.40 1.34 
Azerbaijan ................................ 3.23 2.94 2.62 2.30 1.71 
Belarus .................................... 2.04 2.08 1.90 1.38 1.31 
Belgium .................................... 1.68 1.51 1.62 1.55 1.66 
Bosnia and Herzegovina ......... 1.93 1.89 1.71 .. .. 
Bulgaria ................................... 2.05 1.98 1.82 1.23 1.26 
Canada .................................... 1.68 1.61 1.71 1.67 1.60 
Croatia  .................................... 1.92 1.81 1.67 1.50 1.40 
Cyprus ..................................... 2.46 2.38 2.42 2.13 1.83 
Czech Republic ....................... 2.10 1.96 1.90 1.28 1.14 
Denmark .................................. 1.55 1.45 1.67 1.80 1.77 
Estonia ..................................... 2.02 2.12 2.04 1.32 1.39 
Finland ..................................... 1.63 1.64 1.78 1.81 1.73 
France ...................................... 1.95 1.81 1.78 1.71 1.89 
Georgia .................................... 2.26 2.27 2.19 1.69 1.35 
Germany .................................. 1.56 1.37 1.45 1.25 1.38 
Germany - former GDR ........... 1.94 1.74 1.50 0.84 1.22 
Germany - former FRG ........... 1.45 1.28 1.45 1.34 1.38 
Greece ..................................... 2.23 1.67 1.39 1.32 1.29 
Hungary ................................... 1.91 1.85 1.87 1.57 1.32 
Iceland ..................................... 2.48 1.94 2.30 2.08 2.08 
Ireland ...................................... 3.24 2.48 2.11 1.84 1.88 
Israel ........................................ 3.10 .. 3.00 2.88 2.95 
Italy .......................................... 1.64 1.42 1.33 1.20 1.24 
Kazakhstan a ........................... 2.90 3.00 2.70 2.13 1.83 
Kyrgyzstan a ............................ 3.98 3.98 3.69 3.30 2.80 
Latvia ....................................... 1.90 2.09 2.01 1.26 1.24 
Liechtenstein ........................... 1.75 1.50 1.45 1.20 .. 
Lithuania .................................. 1.99 2.09 2.02 1.49 1.33 
Luxembourg ............................. 1.49 1.38 1.60 1.69 1.76 
Malta ........................................ 1.98 1.99 2.04 1.82 1.66 
Netherlands ............................. 1.60 1.51 1.62 1.53 1.72 
Norway ..................................... 1.72 1.68 1.93 1.87 1.85 
Poland ...................................... 2.26 2.32 2.05 1.62 1.34 
Portugal ................................... 2.25 1.72 1.57 1.40 1.55 
Republic of Moldova ................ 2.41 2.75 2.39 1.74 1.30 
Romania .................................. 2.43 2.32 1.84 1.34 1.31 
Russian Federation ................. 1.86 2.05 1.90 1.34 1.21 
San Marino .............................. 1.46 1.14 1.31 1.11 1.24 
Serbia and Montenegro ........... 2.29 2.22 2.10 1.89 1.66 
Slovakia ................................... 2.31 2.26 2.09 1.52 1.29 
Slovenia ................................... 2.10 1.71 1.46 1.29 1.26 
Spain ........................................ 2.20 1.64 1.36 1.18 1.24 
Sweden .................................... 1.68 1.74 2.13 1.73 1.54 
Switzerland .............................. 1.55 1.52 1.58 1.48 1.50 
Tajikistan b ............................... .. .. 5.16 3.61 .. 
The former Yugoslav Republic 
  of Macedonia ......................... 2.47 2.31 2.06 2.13 1.88 
Turkey ...................................... 4.36 3.59 2.99 2.62 2.52 
Turkmenistan c ........................ .. .. 3.80 .. .. 
Ukraine .................................... 1.95 2.02 1.89 1.38 .. 
United Kingdom ....................... 1.89 1.79 1.83 1.71 1.65 
United States ........................... 1.85 1.84 2.08 1.98 2.06 
Uzbekistan c ............................ 4.74 4.70 4.13 3.54 3.08 

Source:  Council of Europe (2002), Frejka and Sardon (2003), UNECE/PAU 
Demographic Database, UNECE Gender Statistics Database. 

Notes: 
a First figure is for 1982; last figure is for 1998. 

b Fourth figure is for 1994. 

c Third figure is for 1989; fourth figure is for 1994; last figure is for 1997. 
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becomes 1.07 per cent, with a population halving time of 
64.7 years.  Moving 0.2 children downwards from 1.3 to 
a total fertility of 1.1, the rate becomes 2.14 per cent, with 
a population halving time of 32.4 years6 (Billari, 2004a). 

The most important issues concerning childbearing 
in the UNECE area are now related to lowest low fertility 
levels.  These extreme cases are the focus of researchers’ 
attention insofar as they signal a path that might well be 

                                                        
6 Calculations assume that the mean age at childbearing is 29 years 

and the net reproduction rate is 0.4886*TFR. 

followed by other societies.  Lowest low fertility levels 
were recorded at a national level for the first time in 
Spain and Italy in 1992/1993 (Kohler et al., 2002), and 
have subsequently spread to Central and Eastern Europe.  
Broadly speaking, we can distinguish two ‘patterns’ of 
lowest low fertility (Billari and Kohler, 2004): a Central 
and Eastern European pattern and a Southern European 
pattern.  In most of the transition economies, fertility 
declined very steeply during the 1990s, in some cases 
immediately after the fall of socialist regimes, in other 
cases a few years later (UNECE, 2000; Macura and 
MacDonald, 2003; Philipov and Dorbritz, 2003).  We 
shall see later that childlessness is not necessarily more 
prevalent in lowest low fertility countries but that each 
family tends to be very small.  Countries in Central and 
Eastern Europe differ from Southern Europe with respect 
to the onset and extent of the postponement of 
motherhood: the possibility of further postponement has 
led Kohler et al. (2002) to foresee a longer-term 
persistence of lowest low fertility in countries that have 
not yet been sharply affected by the postponement of 
births (most of them in Eastern Europe).  This feature is 
indeed the main characteristic of lowest low fertility in 

TABLE 10

Mean age at first birth 

 1980 1990 2000 

Armenia .............................................. 22.1 22.8 23.0 
Austria ................................................ .. 25.0 26.3 
Azerbaijan .......................................... .. .. 24.7 
Belarus ............................................... .. 22.9 23.4 
Belgium .............................................. 24.7 26.4 .. 
Bosnia and Herzegovina .................... 23.3 23.6 .. 
Bulgaria .............................................. 21.9 22.2 23.5 
Canada ............................................... 26.5 28.5 29.9 
Croatia ................................................ 23.4 24.1 25.5 
Cyprus ................................................ 23.8 24.7 26.2 
Czech Republic .................................. 22.4 22.5 24.9 
Denmark ............................................. 24.6 26.4 .. 
Estonia ............................................... 23.2 22.9 24.0 
Finland ................................................ 25.6 26.5 27.4 
France *............................................... 25.0 27.0 28.7 
Georgia ............................................... .. .. 24.2 
Germany ............................................. 25.0 26.6 28.2 
Germany - former GDR * .................... 23.5 24.6 27.6 
Germany - former FRG * .................... 25.5 27.0 28.0 
Greece * .............................................. 24.1 25.5 27.3 
Hungary .............................................. 22.4 23.1 25.1 
Iceland ................................................ 21.9 24.0 25.5 
Ireland ................................................ 25.5 26.6 27.8 
Italy ..................................................... 25.0 26.9 .. 
Latvia .................................................. 22.9 23.0 24.4 
Lithuania ............................................. 23.8 23.2 23.8 
Luxembourg ....................................... .. .. 28.4 
Netherlands ........................................ 25.7 27.6 28.6 
Norway ............................................... .. 25.6 26.9 
Poland ................................................ 23.4 23.3 24.5 
Portugal .............................................. 24.0 24.9 26.5 
Romania ............................................. 22.4 22.7 23.6 
Russian Federation ............................ 23.0 22.6 .. 
San Marino ......................................... 24.1 26.7 30.2 
Serbia and Montenegro ...................... 23.3 23.9 25.0 
Slovakia .............................................. 22.7 22.6 24.2 
Slovenia .............................................. 22.9 23.7 26.5 
Spain .................................................. 25.0 26.8 29.1 
Sweden .............................................. 25.3 26.3 27.9 
Switzerland ......................................... 26.3 27.6 28.7 
The former Yugoslav Republic of  
  Macedonia ........................................ 23.2 23.4 24.3 
Turkey ................................................ 20.8 .. .. 
United Kingdom .................................. .. 27.3 29.1 
United States ...................................... 22.7 24.2 24.9 

Source:  Council of Europe (2002), Mathews and Hamilton (2002), UNECE 
Gender Statistics Database. 

Note:  *Last column is for 1999. 

 

TABLE 11 

Total cohort fertility rates 

 
Cohort 
1940 

Cohort 
1950 

Cohort 
1960 

Cohort 
1965 

Austria ..................................... 2.125 1.869 1.686 1.607 
Belgium ................................... 2.157 1.830 1.834 .. 
Bosnia and Herzegovina ......... 2.747 2.171 .. .. 
Bulgaria ................................... 2.083 2.067 1.954 1.829 
Canada .................................... 2.671 1.928 1.818 1.723 
Croatia ..................................... 1.959 1.864 1.967 1.856 
Czech Republic ....................... 2.066 2.095 2.025 1.913 
Denmark .................................. 2.241 1.908 1.895 1.913 
England and Wales ................. 2.348 2.057 1.960 1.862 
Estonia .................................... .. 1.974 2.034 1.827 
Finland ..................................... 2.039 1.857 1.954 1.898 
France ..................................... 2.410 2.109 2.103 1.982 
Germany - former GDR ........... 1.968 1.693 1.594 1.481 
Germany - former FRG ........... 1.982 1.791 1.795 1.561 
Greece ..................................... 2.095 2.019 1.924 1.717 
Hungary ................................... 1.921 1.951 2.018 1.958 
Italy .......................................... 2.115 1.863 1.680 .. 
Latvia ....................................... .. 1.870 1.940 1.757 
Lithuania .................................. 1.989 2.008 1.880 1.695 
Netherlands ............................. 2.221 1.889 1.849 1.756 
Norway .................................... 2.450 2.095 2.086 2.063 
Portugal ................................... 2.666 2.078 1.900 1.826 
Romania .................................. 2.392 2.433 2.163 1.909 
Russian Federation ................. 1.946 1.884 1.829 1.655 
Serbia and Montenegro .......... 2.377 2.281 2.278 2.132 
Slovakia ................................... 2.545 2.308 2.177 2.036 
Slovenia ................................... 2.008 1.897 1.874 1.756 
Spain ....................................... .. 2.160 1.753 1.565 
Sweden ................................... 2.049 2.001 2.037 1.953 
Switzerland .............................. 2.082 1.793 1.772 1.641 
The former Yugoslav Republic 
  of Macedonia ......................... 3.058 2.347 2.290 2.195 
United States ........................... 2.729 2.028 2.014 2.038 

Source:  Frejka and Sardon (2003). 
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Southern Europe.  In 2000, the mean age at first birth in 
Spain (see table 10) is similar to that now observed in the 
United Kingdom and higher than the one observed in the 
Netherlands.  The Netherlands, in particular, used to be 
seen as ‘the example’ country for high age at first birth 
before the emergence of lowest low fertility in Southern 
Europe. 

The postponement transition in fertility (Kohler et 
al., 2002) is clearly visible, with few exceptions, most of 
those being states belonging to the former USSR: the 
transition to motherhood is generally being postponed 
(table 10).  Women still become mothers much earlier in 
Eastern Europe and in the former Soviet states, and in 
some countries of that area the postponement of 
motherhood is more limited (in Armenia, for instance), 
although there are clear signs that other countries are 
heading towards western-type levels, especially among 
such Central European countries as Slovenia and Croatia 
(see also Macura and MacDonald, 2003; Philipov and 
Dorbritz, 2003).  The mean age of entering into 
motherhood is, in any case, very variable between 
western countries, while the United States also differs 
substantially from Western Europe, being earlier. 

Measuring the postponement of fertility is crucial 
for studying very low and lowest low fertility because of 
its analytical consequences: in the presence of a 
widespread postponement of births, traditional period 
fertility measures have to be interpreted with great care.  
Period measures are, however, essential when we want to 
study what is currently happening and grasp changes in 
trends (Ní Bhrolchain, 1992): these changes of trends are 
also the reason why fluctuations in fertility measures are 
of substantial magnitude.  Period total fertility rates, 
which have been used to define the threshold of lowest 
low fertility, are correctly criticised in the literature for 
being subject to various types of distortion.  Different 
proposals have been made over the years for how to 
compute a distortion-free measure of period fertility, 
which can give a better interpretation of behavioural 
choices (see the review in Ortega and Kohler, 2002).  No 
single measure has yet been accepted.  Total period 
fertility is in any case crucial because it is strictly linked 
to the number of births in a given period, and thus it tells 
us about the expected consequences of fertility change.  
Calot (2001) for instance advocates the use of the period 
total fertility rate only as a measure of the ratio of the size 
of the newborn generation to the generation of mothers.  
The connection with the number of births, and thus with 
the age structure of the population, and, on the other 
hand, to the ageing of population and cohort replacement, 
leave a central role for period fertility measures.  For 
instance, ageing of the population as a whole is affected 
by fertility postponement (Lutz et al., 2003).  In addition, 
in a future of low and lowest low fertility populations, 
homeostatic reactions à la Easterlin (1980), with a 
reversal of trend, could be triggered by the diminishing 
relative size of cohorts entering the labour market and 

reproductive ages.  Having said that, relying only on the 
period total fertility rate as a starting point for a general 
theory of fertility dynamics can be dangerous, especially 
when fertility is fluctuating widely.  We thus also look at 
cohort fertility. 

Frejka and Sardon (2004) have recently completed a 
comprehensive study of cohort fertility in low fertility 
countries for women who have effectively reached the 
end of their reproductive life.  Summary data extracted 
from Frejka and Sardon’s analyses concerning total 
cohort fertility rates are reported in table 11.  Looking at 
cohort fertility, the lowest limits of completed fertility 
have been reached by the former Federal Republic of 
Germany and Austria, with the former crossing the 
boundary into ‘very low’ cohort fertility (that is, below 
1.5 children per woman).  This observation has led some 
researchers (e.g. Caldwell and Schindlmayr, 2003) to 
conclude that analyses and explanations of very low 
fertility should be directed at explaining the patterns of 
these two largest German-speaking countries.  We can, 
however, foresee that the persistence over the last 10 
years of lowest low period fertility in countries like Spain 
and Italy will imply cohort rates that will be below the 
levels of Austria and Germany.  The main fact that can be 
derived from the ‘cohort fertility story’ of Frejka and 
Sardon is the lack of variation of cohort fertility.  
However, an oscillating trend has been observed, with 
highest levels for the birth cohorts of the 1930s, before a 
decline which has been continuous, at least for western 
countries.  It has been suggested that “cohort fertility 
trends tend to react to, or change as a consequence of, 
fundamental structural changes of the political, economic 
and social systems” (Frejka, personal communication).  
In the case of the transition economies, the fundamental 
structural changes were concentrated in the early 1990s.  
As a rule, completed fertility was declining from one 
cohort to the next in almost all low fertility countries 
among the cohorts that will conclude their childbearing 
during the first decade of the 21st century (women born 
in the late 1950s and early 1960s).  The exceptions in 
Frejka and Sardon’s analysis are the United States, 
Denmark and Lithuania. 

In addition to general patterns of fertility, it is 
important to focus on fertility at the lower and upper end 
of the reproductive age span.  There were distinct trends 
both in adolescent childbearing and in fertility at higher 
ages during the 1990s.  In a major comparative effort on 
the topic, Singh and Darroch (2000) analyse trends in 
adolescent birth rates across a number of industrialised 
countries, up to 1995. Some of their key findings are 
reported in table 12.  The results are clear in terms of 
direction: in no single country or geographical area out of 
the 40 with available data has adolescent childbearing 
risen between 1990 and 1995.  We can thus conclude that 
declining adolescent childbearing has been a feature of 
childbearing during the 1990s.  Notwithstanding this, 
levels are extremely heterogeneous between countries.  
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The highest levels of adolescent childbearing in 1995 
were recorded in the United States and in some of the 
Eastern European countries with traditionally early 
fertility (Armenia, Georgia, Moldova, Ukraine); these 
countries had levels above 50 per 1000 women aged 15-
19.  The lowest levels are just above one tenth of the 
highest levels, that is between 5 and 7 per 1000 women; 
these levels are seen in Italy, the Netherlands and 
Switzerland.  According to Singh and Darroch (2000), 
the reasons underlying the decline in adolescent 
childbearing are broader than single-country factors, and 
relate to the increased importance of education and 
motivation to achieve higher education and training 
levels, as well as the importance of goals that compete 
with family formation and motherhood in young women.  

The postponement of union formation that we have 
already described partially explains the decline in 
adolescent childbearing.  The mixed evolution of 
adolescent rates, also reported in table 12, indicate that in 
some countries this delay in union formation translated 
into a lower prevalence of undesired pregnancies, while 
in other countries the fall in adolescent childbirth has 
been reflected in rising abortion rates during the same 
period. 

Let us now consider the upper end of the 
reproductive age span.  The postponement of fertility 
implies that, at constant total fertility levels, the share of 
fertility that is realised at higher ages rises over time (or 
for successive birth cohorts).  It is possible to analyse 

TABLE 12

Adolescent birth rates and abortion rates 
(Per thousand women aged 15-19) 

 Birth rates Abortion rates 
 1980 1990 1995 1980 1990 1995 

Albania ............................................................... 21.9 15.4 .. .. .. .. 
Armenia .............................................................. 45.0 70.0 56.2 .. .. .. 
Austria ................................................................ 34.5 21.2 15.6 .. .. .. 
Belarus ............................................................... 31.4 43.8 39.0 .. .. .. 
Belgium .............................................................. 20.3 11.3 9.1 .. .. .. 
Bosnia and Herzegovina .................................... 36.8 38.0 .. .. .. .. 
Bulgaria .............................................................. 81.2 69.9 49.6 .. 43.5 33.7 
Canada ............................................................... 27.2 25.6 24.2 16.9 20.3 21.2 
Croatia ................................................................ 45.4 27.4 19.9 .. .. .. 
Czech Republic .................................................. 53.1 44.7 20.1 .. 24.6 12.3 
Denmark ............................................................. 16.8 9.1 8.3 20.9 16.9 14.4 
England and Wales ............................................ 29.6 33.2 28.4 18.1 22.8 18.6 
Estonia ............................................................... 44.6 53.6 33.4 .. .. .. 
Finland ............................................................... 18.9 12.4 9.8 21.2 15.2 10.7 
France ................................................................ 25.4 13.3 10.0 11.8 9.9 10.2 
Georgia .............................................................. 45.0 60.2 53.0 .. .. .. 
Germany ............................................................ 19.5 16.8 13.2 5.2 1.8 .. 
Greece ............................................................... 53.1 21.6 13.0 .. .. .. 
Hungary .............................................................. 68.0 39.5 29.5 26.5 30.2 29.6 
Iceland ................................................................ 57.7 30.6 22.1 23.9 16.7 21.2 
Ireland ................................................................ 23.0 16.8 15.0 .. 4.0 4.2 
Israel .................................................................. 35.3 24.7 18.0 .. 11 9.8 
Italy ..................................................................... 20.9 9.0 6.9 .. 4.9 5.1 
Latvia .................................................................. 39.9 50.0 25.5 .. .. .. 
Lithuania ............................................................. 28.0 41.6 36.7 .. .. .. 
Netherlands ........................................................ 9.2 8.3 5.8 5.3 3.6 4 
Northern Ireland ................................................. 30.5 .. 23.7 .. .. .. 
Norway ............................................................... 25.2 17.1 13.5 22.6 19.8 18.7 
Poland ................................................................ 32.9 31.5 21.1 .. .. .. 
Portugal .............................................................. 41.0 24.1 20.9 .. .. .. 
Republic of Moldova .......................................... 34.7 58.7 53.2 .. .. .. 
Romania ............................................................. 72.3 51.5 42.0 .. .. .. 
Russian Federation ............................................ 43.6 55.6 45.6 .. .. .. 
Scotland ............................................................. 32.6 31.8 27.1 .. .. .. 
Serbia and Montenegro ..................................... 52.7 41.0 32.1 .. .. .. 
Slovakia .............................................................. 48.2 45.5 32.3 .. 14.9 11.1 
Slovenia ............................................................. 56.3 24.6 9.3 .. 13.9 10.6 
Spain .................................................................. 25.8 11.9 7.8 .. 3.1 4.5 
Sweden .............................................................. 15.8 14.1 7.7 22.2 23.9 17.2 
Switzerland ......................................................... 10.2 7.1 5.7 .. .. .. 
The former Yugoslav Republic of Macedonia .... 49.3 43.1 44.1 .. .. .. 
Ukraine ............................................................... 49.4 57.4 54.3 .. .. .. 
United States ...................................................... 53.0 59.9 54.4 44.4 40.6 29.2 

Source:  Singh and Darroch (2000). 
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trends by birth cohort, thanks to the work of Frejka and 
Sardon (2004).  In table 13, we report their results 
concerning the share of total fertility due to childbearing 
after the 27th birthday.  For western countries, the general 
trend is towards the realisation of more than 50 per cent 
of all births at age 27 or older.  Some countries, from 
various regions of the Western part of the UNECE, are 
already high up on that scale; these have a tradition of 
late childbearing (e.g. the Netherlands, with 71 per cent 
for the 1965 birth cohort, Switzerland, with 66 per cent, 
Denmark with 64.5 per cent and Spain with 62.9 per 
cent).  For transition economies, childbearing after age 27 
is still relatively rare.  In some cases, lower overall 
fertility is accompanied by a marked reduction of fertility 
at later ages; for instance in Romania the percentage 
recorded for the 1940 cohort was 40.9, while the 
percentage recorded for the 1965 cohort was 22.3 per 
cent.  In societies in which childbearing is increasingly 
being postponed, fertility may be pushed to higher and 
higher ages.  In fact, one can hypothesise a scenario of 
latest late fertility, and a rectangularisation of fertility, 
with births taking place in a concentrated period at 
relatively high ages (Billari et al., 2003).  This scenario is 
clearly not foreseeable as a generalised trend for the 
UNECE area as a whole, but the rectangularisation of 
fertility may start becoming an issue in the new 
millennium for some of the western countries. 

Choices in parenting – childlessness 

Parenting has changed significantly during the 
1990s in the UNECE area.  First of all, the prevalence of 
not parenting, i.e. childlessness, has generally increased, 
although at varying paces, and there is some evidence 
that both childlessness as a choice and undesired 
childlessness have increased.  Secondly, the ‘length’ of 
parenting - that is the period that children spend in their 
parental home - has also changed and varies between 
societies.  Thirdly, from the point of view of children, the 
type and combination of parents they live with during 
their childhood has changed over time and varies across 
contexts. 

Childlessness has generally been decreasing in 
industrialised countries for cohorts born after 1920 
(Rowland, 1998).  A first issue is whether there can be a 
‘naturally low’ base level of childlessness, and to what 
extent becoming a parent is still central in our lives 
(Hobcraft and Kiernan, 1995).  This is questionable, as in 
some societies childlessness is virtually absent.  A second 
issue is to what extent childlessness is chosen per se, i.e. 
staying ‘voluntarily childless’.  In fact recently this 
choice has attracted the attention of researchers.  Foster 
(2000), drawing on evidence from several disciplines, 
concludes that the ‘need to nurture’ of humans ensures 
that the majority of women will want to become mothers 
in all societies.  On the contrary, drawing on sociological 
theory, Hakim (2003) builds a ‘preference theory’; 
according to her, lifestyle preferences determine the 

incidence of childbearing.  For preference theory it is 
plausible that individuals (the theory focuses particularly 
on women, but aims at being gender-neutral) who are 
more oriented towards child-rearing have a lower 
probability of staying childless.  More specifically, 
Hakim states that “The appearance of voluntary 
childlessness after the contraceptive revolution, raising 
childlessness to around 20 percent in most modern 
societies, has generally been ignored by demographers.  It 
disproves the unstated assumption that women will 
always want to have and rear children. Some do not” (p. 
369).  The most recent changes in childlessness can be 
seen by comparing the 1950 birth cohort with the 1960 
birth cohort (table 14), as analysed by Frejka and Sardon 
(2004).  There is no clear trend towards an increase in 
childlessness, although the level in some areas (e.g. 
England and Wales) is growing and is much higher than 
the level for other countries.  The 20 per cent of childless 
women in England and Wales for the 1960 birth cohort 
corresponds to the percentage of women suggested by 
Hakim (2003) as being fully work-oriented. For the same 
cohort, levels are still below 5 per cent in countries like 
Slovenia and Croatia.  In general, childlessness is much 

TABLE 13 

Percentage of the total fertility cumulated after the 27th birthday 
Birth cohorts 1940, 1950, 1960 and 1965 

 
Cohort 
1940 

Cohort 
1950 

Cohort 
1960 

Cohort 
1965 

Austria ...................................... 37.6 33.9 42.7 48.2 
Belgium .................................... 39.8 38.8 49.2 .. 
Bosnia and Herzegovina ......... 41.2 34.2 .. .. 
Bulgaria ................................... 27.7 22.5 20.2 18.5 
Canada .................................... 32.6 43.8 54.2 57.6 
Croatia ..................................... 35.0 33.7 34.4 38.7 
Czech Republic ....................... 28.4 26.7 25.4 25.9 
Denmark .................................. 35.3 39.0 59.1 64.5 
England and Wales ................. 38.2 43.1 53.0 55.7 
Estonia ..................................... .. 37.5 31.2 28.6 
Finland ..................................... 38.3 48.5 60.2 64.0 
Germany - former FRG ........... 39.0 41.3 55.0 61.2 
Germany - former GDR ........... 28.5 26.7 22.9 25.9 
France ...................................... 40.2 41.1 50.7 57.9 
Greece ..................................... 53.5 39.7 37.7 46.0 
Hungary ................................... 34.1 28.3 31.8 33.3 
Italy .......................................... 51.9 44.1 54.3 .. 
Latvia ....................................... .. 38.8 32.1 28.1 
Lithuania .................................. 51.4 40.4 34.9 32.5 
Netherlands ............................. 47.1 47.5 66.0 71.7 
Norway ..................................... 39.3 38.9 55.9 58.8 
Portugal ................................... 52.3 43.1 42.8 50.2 
Romania .................................. 45.6 30.7 26.0 22.3 
Russian Federation ................. 40.9 37.6 29.4 24.5 
Serbia and Montenegro ........... 37.7 36.1 37.2 37.9 
Slovakia ................................... 33.2 31.0 28.1 21.1 
Slovenia ................................... 41.1 33.1 29.7 35.7 
Spain ........................................ .. 47.4 53.6 62.9 
Sweden .................................... 41.0 46.7 60.9 58.8 
Switzerland .............................. 43.9 48.4 61.1 66.0 
The former Yugoslav Republic 
  of Macedonia ......................... 41.8 36.3 33.4 35.4 
United States ........................... 28.7 39.6 47.3 48.0 

Source:  Own elaboration on Frejka and Sardon (2003).  
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rarer, and even declining, in countries of Central and 
Eastern Europe.  The most recent trends for other 
countries and areas with a high prevalence of 
childlessness (Austria and the Western part of Germany) 
are not yet visible. In general, there seems to be little 
evidence for any major changes in the propensity to 
becoming a parent. 

Choices in parenting – the child’s perspective 

We now take a different perspective and look at 
parenting by examining data on the lives of children.  In 
table 3 and figure 2, we have already introduced the issue 
of the length of stay of young adults in their parental 
home.  In some countries, notably Italy and Spain, young 
adults stay much longer with their parents, and this 
constitutes an important characteristic of their latest late 
pattern of transition to adulthood.  For the cohorts born 
during the early 1960s, the median age of leaving home 
for Italian men was above 27, and for Spanish men close 
to the same figure (Corijn and Klijzing, 2001).  A similar 
pattern can be observed for women. Levels are much 
lower in Northern and Western Europe.  Furthermore, for 
subsequent cohorts, leaving home has become even later, 
in Southern Europe in particular (figure 2).  This long 
period of young adults staying in their parental home 
imposes an unavoidable economic burden on their 
parents, and this has been linked by some scholars (e.g. 
Livi-Bacci, 2001; Dalla Zuanna, 2001) to the lowest low 
fertility levels observed in Italy and Spain.  Nevertheless, 
the direct link is questionable: for instance lowest low 

fertility co-exists with early home-leaving in Eastern 
Europe (Billari and Kohler, 2002).  Nevertheless, 
different parenting practices and changes of these over 
time are extremely variable between countries due to the 
different patterns of co-residence of young adults with 
their parents. 

To grasp the meaning of parenting it is of 
paramount importance to understand the kind and 
configuration of parents that children experience.  On the 
one hand, one could take the perspective of the parents 
and illustrate how the presence of shared children 
influences the decision to stay together rather than 
terminate partnerships (we shall discuss this point further 
in Section 3).  On the other, one could take the 
perspective of their children, looking at what types of 
parents they experience in their early years.  The FFS 
again provides important insights into both international 
differences and trends with respect to the experience of 
children.  Heuveline et al. (2003) have estimated for the 
first 15 years, the average time spent by a child living in 
specific family structures, specifically with a single 
mother, in a maternal stepfamily, without their mother 
and with both biological parents (table 15).  International 
differences are remarkable: a child from the United States 
will, on average, live two-thirds of his/her first 15 years 
with both biological parents, but 2.70 years with a single 
mother (a women without a husband or a cohabiting 
partner), 1.87 years in a maternal stepfamily and 0.56 
years away from their biological mother.  Many other 
countries are close to this order of magnitude, with more 
than three years lived on average without the presence of 
both biological parents in Austria, Canada, Czech 
Republic, Germany, Latvia and Sweden.  A ‘traditional’ 
parenthood model is still visible (with about one year on 
average without the presence of both biological parents) 
in Italy, Spain and Slovenia.  We can thus say that 
looking at FFS evidence, parenting has changed 
significantly as a consequence of dissolution rates, and 
the experience of different types of parents in children’s 
lives is a part of everyday life in several UNECE 
countries. 

Heuveline et al. (2003) have also examined the 
trends in types of parental living arrangements 
experienced by children (table 16).  The decline of the 
traditional living arrangement (with both biological 
parents) is mostly due to the decrease of time spent with 
both biological parents as married persons: only in 
Sweden (where marriage plays a less important role) has 
the share of time spent with both biological parents as a 
married couple increased.  The decrease, however, is 
particularly small for a country like Italy.  In general, the 
time spent with both parents as cohabiting parents has 
increased.  What has increased substantially, with the 
only exception of Spain, is the time spent with a single 
mother.  Looking at these tables, we can understand that 
family structures have changed in parallel with changes 

TABLE 14

Percentage childless, birth cohorts 1940, 1950 and 1960 

 Cohort 1940 Cohort 1950 Cohort 1960

Austria * ........................................ 15.0 17.0 .. 
Belgium * ...................................... 13.0 14.0 .. 
Bosnia and Herzegovina ............. 11.6 10.4 16.1 
Croatia ......................................... 8.6 6.1 4.9 
Czech Republic ........................... 7.6 6.7 6.5 
Denmark ...................................... .. 10.9 10.0 
England and Wales ..................... 10.6 14.5 20.5 
Germany - former FRG * ............. 12.0 17.0 .. 
Germany - former GDR ............... 11.0 7.3 7.8 
Greece ......................................... 11.4 9.7 10.7 
Hungary ....................................... 9.1 9.1 7.6 
Italy .............................................. 14.6 12.7 14.8 
The former Yugoslav Republic of 
  Macedonia ................................. 4.0 5.7 5.7 
Netherlands ................................. 11.2 14.6 17.7 
Norway ........................................ 9.5 9.4 .. 
Romania ...................................... .. 6.3 8.1 
Russian Federation ..................... .. .. 5.8 
Slovenia ....................................... 8.3 4.4 4.7 
Spain ........................................... .. .. 10.5 
Sweden ....................................... .. .. 13.3 
United States ............................... 9.9 15.6 15.4 

Source:  Own elaboration and selection from Frejka and Sardon (2003) and 
Rowland (1998). 

Note:  *First column is for birth cohort 1940-1944; second column is for birth 
cohort 1950-1954. 
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in partnering and in the propensity to dissolve 
partnerships. 

Family formation and its interrelationships 
Partnering, childbearing and parenting, although 

independent choices in individual lives, are closely 
interrelated.  They are also closely linked with other life 
course trajectories of individuals and couples (e.g. with 
their working lives), which may be sources of constraint, 
but also opportunities.  The strength and direction of 
relationships in general are also potentially changing over 
time; it is thus important to touch upon some of the 
changes that have taken place in the countries of the 
UNECE area during the 1990s.  We can investigate the 
interrelationships and their changes at two levels.  First, 
at the micro level, we shall examine the diverse and 
changing relationships between partnership status and 
fertility.  Second, at the macro, cross-national level, we 
will investigate the changes of the links between fertility 
and some fertility-related behaviour. 

Micro-relationships between partnering and 
childbearing 

In this section we focus more specifically on the 
relationship between partnering and childbearing.  
Recalling the trends outlined in section 2, we know that 
cohabiting unions have become more widespread during 
the 1990s.  However, the prevalence and status of 
cohabitation varies substantially across countries, and so 
does fertility.  We need to deal with two issues here.  
First, to what extent has the expansion of cohabitation 
affected fertility in the UNECE area?  Secondly, what is 

the effect on fertility of the general postponement of the 
timing of first unions, and of the postponement of 
marriage in particular? 

The expansion of non-marital fertility in the 
UNECE area during the 1980s and the 1990s is clearly 
visible (table 17).  In all countries for which data are 
available (with the sole exception of Denmark where 
non-marital fertility was already at levels close to 50 per 
cent in 1980), non-marital childbearing rose during the 
1990s.  It is not clear whether there will be any upper 
limit to the share of extra-marital births in the long run; 
marriage may continue to lose centrality in its role with 
respect to childbearing.  In Iceland in 2000, only slightly 
more than one third of all births were to married parents.  
International variability in this basic indicator on the 
relationship between partnering and childbearing is very 
marked.  Nevertheless, in only six countries for which 
data are available was the share of non-marital births 
below 10 per cent in 2000 (Azerbaijan, Croatia, Cyprus, 
Italy, Macedonia and San Marino); moreover, the trend 
for the majority of countries is towards a higher 
proportion.  Rising levels of cohabitation, and transitions 
in the status of cohabiting unions, as we discussed in 
section 2.1, are the most significant factors underlying the 
rise in the share of non-marital births.  The share of 
unplanned births to single mothers might potentially also 
contribute to this rise, but the decline in adolescent rates 
of childbearing suggests that this trend is in exactly the 
opposite direction. 

At the individual level most studies report that 
cohabitation has a depressing effect on fertility.  De Rose 
and Racioppi (2001), for instance, in analysing FFS data, 
show that expected fertility in European countries is 

TABLE 15

Childhood expectancy 
(Average number of years lived by a child in selected family structures) 

 

With a 
single 

mother 

In a 
maternal 

stepfamily  

Not with 
biological 
mother 

With both 
biological 
parents 

Austria ..................................... 2.32 1.36 0.26 11.06 
Belgium ................................... 0.82 0.53 0.06 13.59 
Canada .................................... 2.38 0.93 0.08 11.61 
Czech Republic ....................... 1.35 1.71 0.12 11.82 
Finland ..................................... 1.44 0.76 0.31 12.50 
France ..................................... 1.55 0.76 0.13 12.56 
Germany .................................. 2.69 1.20 0.10 11.01 
Hungary ................................... 1.46 0.68 0.26 12.60 
Italy .......................................... 0.52 0.16 0.13 14.19 
Latvia ....................................... 2.14 1.57 0.26 11.03 
Poland ..................................... 1.41 0.34 0.28 12.97 
Slovenia ................................... 0.61 0.55 0.09 13.75 
Spain ....................................... 0.72 0.35 0.07 13.86 
Sweden ................................... 2.08 0.75 0.33 11.84 
Switzerland .............................. 1.03 0.36 0.31 13.30 
United States ........................... 2.70 1.87 0.56 9.88 

Source:  Heuveline et al. (2003) and own elaboration; children of female 
respondents of FFS surveys. 

 

TABLE 16 

Changes in the average number of years lived by a child in selected 
family structures over a 9- to-15-year interval 

 

With 
married 
parents 

With 
cohabiting 

parents 

With a 
single 

mother 

In 
a step-
family 

Austria ...................................... -2.17 0.83 0.54 0.64 
Belgium .................................... -0.20 0.13 0.04 0.06 
Canada .................................... -2.60 1.12 0.91 0.47 
Czech Republic ........................ -0.38 0.33 0.09 -0.07 
Finland ..................................... -0.66 0.25 0.56 -0.06 
France ...................................... -2.35 1.16 1.23 -0.16 
Germany .................................. -0.16 0.00 0.29 -0.12 
Hungary ................................... -0.23 0.18 0.09 0.00 
Italy .......................................... -0.10 0.01 0.21 -0.06 
Latvia ....................................... -2.40 0.35 2.05 -0.03 
New Zealand ............................ -2.30 0.58 1.78 -0.18 
Poland ...................................... -0.52 0.22 0.28 0.01 
Slovenia ................................... -0.49 0.51 0.16 0.02 
Spain ........................................ -0.28 0.30 -0.24 -0.16 
Sweden .................................... 0.14 -0.42 0.27 -0.06 
Switzerland .............................. -0.03 -0.01 0.16 -0.08 
United States ........................... -0.33 0.01 0.34 -0.08 

Source:  Heuveline et al. (2003) and own elaboration; children of female 
respondents of FFS surveys. 



Partnership, childbearing and parenting _______________________________________________________________ 79 

lower for cohabiting couples compared to married 
couples.  We report the results of an analysis by Pinnelli 
et al. (2002) in table 18.  From these descriptive results, 
we see that at the time of a second birth there is a higher 
share of individuals who started their unions directly as a 
married couple, although for Sweden the difference is 
least significant.  The causal relationships between 
partnership status and fertility are, however, not 
necessarily simple to isolate, even having access to 
micro-level retrospective information.  For instance, 
although the vast majority of births take place in a union 
(but see the exception of the United States in table 18), 
some of the countries with the highest proportions of 
cohabiting couples and earlier ages at first union 
formation also have the highest levels of fertility in 
Europe (Kiernan, 1999). 

This inverse correlation between fertility and age at 
first union formation may reflect a trend to a general 
postponement of events in the transition to adulthood, in 
which case the transition to any kind of partnership and 
the transition to parenthood are both delayed due to 
common underlying factors.  For instance, using United 
States data, Brien et al. (1999) show that the timing of 
partnership formation and of non-marital conception may 
depend on common unobserved factors.  If this is the case 
in general, such events have to be addressed as a whole.  
Alternatively, each pathway of union formation 
(cohabitation or marriage) may have a causal (and 
potentially different) effect on fertility (Baizán et al., 
2003).  In a comparative study between West Germany 
and Sweden (confirming a study of Spain), for instance, 
Baizán et al. (2004) found that in the propensity to have a 
child and to start a union there are common factors (for 
instance social background, personality traits and others) 
that are usually unobserved in standard demographic 
surveys such as the FFS.  The distinction between 
marriage and cohabitation as triggering events is not 
significant in Sweden (figure 5), in accordance with the 
status of cohabitation in Sweden as classified by 
Heuveline and Timberlake (2003).  As a consequence, if 
cohabitation reaches the same status as marriage, the 
only issue that counts in terms of fertility impact is the 
timing of union formation and not the type of union; 
earlier union formation would then be associated with 
higher fertility.  In fact, even in Italy, a country where 
cohabitation has a ‘marginal’ role, in the Northern part 
the fertility levels of cohabitants who had had at least one 
birth, and who had entered their first union at the same 
time as married couples with the same characteristics, are 
not clearly distinguishable (Billari and Rosina, 2004). 

Let us also consider the relationship between the 
number of unions and fertility: table 18 shows 
interestingly that at second birth there is a greater 
proportion of individuals who have already experienced a 
second union, which is somehow in contrast with the 
hypothesised and intuitive ‘clearly negative effect on 
fertility’ of separation and/or divorce (see e.g. Pinnelli et 

al., 2002, p. 79).  Although the results of table 18 may in 
part be the outcome of an age effect, the counter-intuitive 
idea that in some specific situations the dissolution of a 
union may have a positive impact on fertility - that is 

TABLE 17 

Percentage of non-marital births 

 1980 1990 2000 

Armenia .............................................. 4.3 9.3 14.6 

Austria ................................................ 17.8 23.6 31.3 
Azerbaijan .......................................... 3.0 2.6 5.4 
Belarus ............................................... 6.4 8.5 18.6 
Belgium .............................................. 4.1 11.6 .. 
Bosnia and Herzegovina .................... 5.4 7.4 .. 
Bulgaria .............................................. 10.9 12.4 38.4 
Canada ............................................... 13.0 25.5 .. 
Croatia ................................................ 5.1 7.0 9.0 
Cyprus ................................................ 0.6 0.7 2.3 
Czech Republic .................................. 5.6 8.6 21.8 
Denmark ............................................. 33.2 46.4 44.6 
Estonia ............................................... 18.3 27.2 54.5 
Finland ................................................ 13.1 25.2 39.2 
France ................................................ 11.4 30.1 42.6 
Georgia ............................................... 4.7 18.2 34.4 
Germany ............................................. 11.9 15.3 23.4 
Germany - former GDR ...................... 22.8 35.0 51.4 
Germany - former FRG ...................... 7.6 10.5 18.6 
Greece ................................................ 1.5 2.2 .. 
Hungary .............................................. 7.1 13.1 29.0 
Iceland ................................................ 39.7 55.2 65.2 
Ireland ................................................ 5.0 14.5 31.8 
Italy ..................................................... 4.3 6.5 9.7 
Kazakhstan a ...................................... 9.4 13.2 21.8 
Kyrgyzstan a ....................................... 9.1 13.0 27.4 
Latvia .................................................. 12.5 16.9 40.3 
Liechtenstein ...................................... 5.3 6.9 .. 
Lithuania ............................................. 6.3 7.0 22.6 
Luxembourg ....................................... 6.0 12.8 22.1 
The former Yugoslav Republic of  
  Macedonia ........................................

6.1 7.1 9.8 

Malta ................................................... .. 1.8 10.9 
Republic of Moldova ........................... 7.4 11.1 20.5 
Netherlands ........................................ 4.1 11.4 24.9 
Norway ............................................... 14.5 38.6 49.6 
Poland ................................................ 4.8 6.2 12.1 
Portugal .............................................. 9.2 14.7 22.2 
Romania ............................................. 2.8 4.0 25.5 
Russian Federation ............................ 10.8 14.6 28.0 
San Marino ......................................... 3.3 2.6 8.6 
Serbia and Montenegro ..................... 10.1 12.7 20.4 
Slovakia .............................................. 5.7 7.6 18.3 
Slovenia .............................................. 13.1 24.5 37.1 
Spain .................................................. 3.9 9.6 17.7 
Sweden .............................................. 39.7 47.0 55.3 
Switzerland ......................................... 4.7 6.1 10.7 
Tajikistan ............................................ .. 6.9 .. 
Turkey ................................................ 2.9 4.5 .. 
Ukraine ............................................... 8.8 13.0 .. 
United Kingdom .................................. 11.5 27.9 39.5 
United States ...................................... 18.4 28.0 33.2 
Uzbekistan b ....................................... 2.0 4.4 .. 

Source:  Council of Europe (2002), National Center for Health Statistics 
(FastStats), INED (La Conjoncture des pays developpés en chiffres). 

Notes: 
a First figure is for 1982; last figure is for 1998. 

b First figure is for 1982. 
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union dissolution may trigger fertility - may be justified.  
We can consider a simple, paradoxical, example. In a 
case like the one observed in lowest low fertility 
countries, childlessness is relatively rare, and so is the 
situation of living as a single forever, but the progression 
to higher parities is also at particularly low levels.  This 
implies that almost all couples have one child, but not 
very many progress to a second child.  If the rule is ‘one 
child per couple’, the only way to reach replacement is to 
have individuals experience two couple relationships!  
Children may be, in fact, union-specific capital, as 
symbols of the partners’ commitment to their relationship 
(Griffith et al., 1985).  Single-country analyses have 
shown that the first ‘shared’ birth of a couple has a major 
commitment value (Vikat et al., 1999), although the 
effect tends to disappear with higher parities (Buber and 
Fürnkranz-Prskawetz, 2000).  Evidence for the 
commitment value of a first shared birth has also been 
detected in the FFS analysis by Thomson et al. (2002).  
We shall come back to this point in the next section in 
relation to the changing relationship between total 
fertility and total divorce rates. 

It is also important to consider the impact of 
childbearing on union dissolution.  On this issue, there is 

mixed evidence in the literature.  The majority of papers, 
using single-country analyses, show that the presence of 
shared children tends to stabilise marriages and non-
marital unions (these papers mostly focus on North-
Western Europe and North America: e.g. Andersson, 
1997; Diekmann and Engelhardt, 1999; Jalovaara, 2001; 
Weiss and Willis, 1997 among others).  Nonetheless, 
specific studies on the United Kingdom have documented 
that, during the 1990s, children had a de-stabilising effect 
on unions (Böheim and Ermisch, 2001; Chan and Halpin, 
2001).  With respect to this issue, there is a need for more 
comparative research. 

Macro-relationships: changing cross-country 
correlations over time 

In the demographic-economics literature, a great 
deal of attention has been given to the fact that the cross-
country correlation between total fertility rates and the 
share of women participating in the labour market has 
changed from negative to positive for OECD countries.  
Billari and Kohler (2004) argue that this is one of the 
several cross-country correlations that have changed in 
correspondence with the emergence of lowest low 
fertility in Europe during the 1990s. 

FIGURE 5

The impact of entering a union on instantaneous rates of transition to first birth, controlling for common unobserved factors: a comparison 
between West Germany and Sweden 
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The negative sign of the correlation between total 
fertility rates and rates of female labour force 
participation in the 1960s and 1970s was consistent with 
the ‘new home economics’ theories, which predicted that 
fertility would fall as a consequence of the massive entry 
of women into the labour market (Becker, 1981).  The 
sign of the observed correlation for OECD countries then 
changed (see figure 6) during the mid- to late 1980s.  
Since then the correlation has been relatively stable and 
positive: during the 1990s total fertility is higher in 
countries with higher female labour force participation.  
Several studies have discussed this changing correlation 
(Ahn and Mira, 2002 and Engelhardt et al., 2004, among 
others).  The importance of the role of Southern European 
countries - in which lowest low fertility emerged in the 
early 1990s - in shaping this correlation is underlined in 
these studies. Kögel (2004) challenges any causal 
meaning of these results, although he states that, in any 
case, the negative correlation becomes weaker after 
controlling for fixed country-specific effects. 

The attention given to the study of the relationship 
between total fertility and labour force participation has 
been much more meticulous than the any dedicated to the 
changing relationships between fertility and other related 
behaviours.  An exception is Dalla Zuanna (2001), who 
documents the change in the correlation between total 
fertility rates and the share of non-marital births in 16 
Western European countries from 1981 to 1996. Billari 
and Kohler (2004) have systematically documented, for 
the countries of the Council of Europe, the changing 
cross-country correlations between fertility and 1) total 

first marriage rates (the positive correlation has become 
weaker and weaker); 2) total divorce rates (a negative 
correlation has become positive); and 3) the share of non-
marital births.  In figure 6 and figure 7 we show analyses 
for countries of the Council of Europe, including the 
correlation of total fertility rates and 1) mean age at first 
marriage; 2) the percentage of non-marital births; and 3) 
total divorce rates.  As we can see from these figures, for 
all three indicators the correlation with total fertility 
rates changes to become positive during the 1990s.  

To sum up, cross-country analyses show that the 
correlation has recently reversed between levels of 
fertility and indicators that were traditionally negatively 
correlated with fertility.  In some case this may be due the 
impact of unobserved factors that are typical of those 
countries where fertility has declined more quickly, 
where labour force participation was at a lower level and 
did not change as quickly as in other countries (Kögel, 
2004).  Nevertheless, changing correlations may be 
linked to micro-level choices: the importance of job 
attachment may affect the decision to have a child and 
this will be linked to female labour force participation but 
may be different between countries; the flexibility of 
unions may be associated with the mean age at marriage 
to a greater or lesser degree; and the percentage of non-
marital births, and the role of stepfamily fertility may be 
associated with total divorce rates to a greater or lesser 
extent. 

Different families of explanation  
The complex web of changes and ongoing 

differences that we have described in Sections 2 and 3 
cannot be easily accounted for by a single explanatory 
factor.  In fact, even if in the literature the discussion of 
alternative theories is often portrayed as an 
“interdisciplinary soccer game” (Lesthaeghe, 1998), there 
is usually no clear winner in the quest for explaining the 
realities of family dynamics.  We prefer to portray here 
‘families’ of explanations.  Each different avenue may be 
fruitful in understanding the evolution of a specific 
dimension, the persistence of international differences, or 
the presence of a common trend.  Each is a valid toolkit 
for understanding the patterns of partnering, childbearing 
and parenting observed in the UNECE area during the 
1990s.  We will limit ourselves to ideas that aim to 
explain either international differences or trends over 
time.  For the sake of simplicity, we distinguish between 
those focusing on the macro-level and those which focus 
on the importance of the interaction between macro-level 
and micro-level factors (see also Billari, 2004b). 

Macro-level factors 

Macro-level factors affecting family dynamics can, 
in a simplified way, be viewed as a 2x2 table.  On one 
dimension of the table we can put the traditional ‘culture 
vs. economy’ dichotomy (where we take a broad view of 

TABLE 18
Selected women’s characteristics at the birth of the first child and the 

birth of the second child in five countries 
(Per cent) 

 France Italy Hungary Sweden
United 
States 

BIRTH OF THE FIRST CHILD 
Number of unions      

Never in union ...................... 6.1 3.7 3.0 3.6 16.8 
One union ............................. 88.3 92.7 96.2 79.0 73.3 
More than one union ............ 5.5 3.6 0.8 17.4 9.9 

Type of union      
Direct marriage ..................... 37.6 81.6 90.3 8.9 49.8 
Indirect marriage .................. 27.0 10.0 4.3 32.1 20.5 
Cohabitation ......................... 26.0 3.2 2.0 51.1 7.0 
Out of union .......................... 9.4 5.1 3.4 7.8 22.7 

BIRTH OF THE SECOND CHILD 
Number of unions      

Never in union ...................... 0.2 0.1 0.1 – 4.4 
More than one union ............ 11.8 7.7 1.0 21.8 15.9 

Type of union      
Direct marriage ..................... 44.1 84.7 93.2 9.7 54.8 
Indirect marriage .................. 30.2 10.8 5.2 51.6 23.6 
Cohabitation ......................... 21.6 3.0 1.0 35.5 8.7 
Out of union .......................... 4.1 1.5 0.6 3.2 12.9 

Source:  Pinnelli et al. (2002). 
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‘economy’, including institutional settings and the 
welfare state); along the other axis we can put the 
historical stability of macro-level factors (slowly 
changing factors that can be considered essentially 
constant over several decades vs. rapidly changing factors 
changing potentially on a yearly basis or so).  Different 
approaches that aim to explain family dynamics in the 
1990s have tended to put their primary emphasis on one 
or other of these four factors. 

As far as institutional factors - simply speaking, 
political-economic factors that do not change quickly - 
are concerned, they are of primary interest to scholars 
interested in studying the welfare state and its impact on 
the life course, and they are traditionally associated with 
long-term differences in family dynamics between 
countries.  In fact, researchers interested in the political 
economy of life courses are not directly interested in 
explaining international and inter-temporal differences; 
such differences are used mostly in order to test 
hypotheses on the role of institutions in shaping life 
courses.  In particular, the idea that different welfare 
regimes exist is at the heart of the work of Esping-
Andersen (1999) and Mayer (2001).  The basic 
assumption is that the life course – and for our purpose 
more specifically family dynamics - is strongly 
influenced by the welfare regime prevailing in a given 
country.  The welfare regime cannot be modified in the 
short run; the type of welfare regime thus creates long-
standing international differences. 

One of the main issues is how many welfare 
regimes one should use to describe current institutional 
settings; so far, a principal focus has been on Western 
Europe and North America, with the transition countries 
as a ‘residual category’.  A three-way categorisation was 

first proposed by Esping-Andersen, who also suggested 
its refinement into a four-way categorisation7, including 
1) Social democratic (Nordic) welfare regimes oriented to 
individuals; 2) Liberal market welfare regimes (again 
oriented to individuals), with the United States and the 
United Kingdom as typical examples; 3) Conservative 
continental welfare regimes oriented to the family 
(Germany and France are examples), and 4) Southern 
European or Familistic8 welfare regimes.9 

Each of the welfare regimes shapes in a completely 
different way the whole ‘life course package’, from the 
transition to adulthood onwards.  In fact, the emergence 
of the modern welfare state is one of the main factors that 
has contributed to the institutionalisation of the life 
course, and such institutionalisation has mostly 
concerned the transition to adulthood and subsequent 
demographic behaviour (Mayer and Müller, 1986).  
McDonald (2000) points to the significance of the rigidity 
of the European welfare system in shaping family 
choices: a labour market based on a strong insider-
outsider divide is bound to delay and increase the 
avoidance of family formation.  The influence of 
institutional settings at the national level is also expected 
to continue for the foreseeable future: Blossfeld (2000), 

                                                        
7 Esping-Andersen (1999, p. 94) states: “a simple 'three worlds' 

typology may suffice for most of the purposes that this book pursues.  
The final judgment is not yet in, and we shall in fact see that the 
distinctiveness of the Southern European countries does make its mark on 
issues such as post-industrial employment adaptation”. 

8 “Familialistic” according to Esping-Andersen (1999). 

9 This four-type categorisation is consistent with Mayer (2001).  The 
typologies outlined have been criticised by feminists for their lack of 
‘genderisation’, and other groupings of countries have been proposed (see 
the review of Neyer, 2003). 

FIGURE 6

The correlation between total period fertility rates and female labour force participation (OECD countries) 

 

 
 

Source:  Engelhardt and Prskawetz (2002). 
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for instance, has argued that country-specific institutions 
will channel the way through which the globalisation of 
economic life will affect life courses of individuals in 
developed countries, thus preventing life courses from 
becoming more similar. 

As a caveat and to get back to the economy (or 
institution) vs. culture debate, prominent scholars 
focusing on this approach note that welfare regimes 
cannot be taken as purely exogenous in the long run 
(Mayer, 2001).  For instance, whether a society 
encourages young adults to attend higher education at 
universities with on-campus accommodation (thus 
implying that parenting is limited to the period when 
children are below 18 or so) as opposed to having a 
number of similar universities all over a country (in 
which case young adults and their parents will tend to co-
reside for a longer period) depends on the prevailing 
views of inter-generational relationships.  The causal link 
would then be from the cultural framework to the making 
of institutional settings, which would mean that in the 
longer causation chain, long-term cultural differences 
explain a substantial part of the differences in family 
policies (Pfau-Effinger, 1999) and social policies.  In 
addition, transition economies pose specific problems, as 
in principle it might well be that each one of them will 

evolve into one of the Western types of welfare regimes, 
or perhaps new ones will be created. 

Economic trends and socio-economic policies that 
are in place during a specific time period also 
significantly shape family dynamics.10  This is also true 
of specific economic trends that are not explicitly under 
the control of national policy-makers; the most important 
example is the economic crisis in transition economies, 
which has been hypothesised as the main factor driving 
family change in Central and Eastern Europe (UNECE, 
2000).  Economic trends and socio-economic policies are 
so closely interrelated that it is often not possible to 
identify their separate effects on demographic behaviour.  
The adoption - or the discontinuation - of new family 
policies, e.g. maternity benefits, parental-leave 
entitlement, the provision of childcare services and child 
benefits, as well as policies on housing subsidies or even 
regulations concerning down-payments for mortgages are 
clearly important determinants of family formation. 

Changes in such policies may also be triggered by 
population trends as they are perceived by policy-makers. 

                                                        
10 The analysis of policies is only briefly sketched here, as it is the 

topic of the background paper prepared by Anne Gauthier, see elsewhere 
in this volume. 

FIGURE 7

The correlation between total period fertility rates and other family-related behaviour (countries of the Council of Europe) 
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It is hard to disentangle whether such policies belong to 
the welfare state per se (and thus are stable from a mid-
term historical perspective) or whether they belong to 
political choices that are continuously subject to revision. 
In any case, changes in such policies modify the 
opportunities that individuals face in their choices, and 
they can be understood in classic demographic terms as 
‘period effects’.  The spread of uncertainty in young 
adulthood, such as the case of increasingly difficult 
access to the labour market, as well as other factors, such 
as increases in the return to education, may explain 
period trends and international differences in family 
formation (Bernardi, 2000).  In fact the latter type of 
factors have been used by Kohler et al. (2002) to argue 
that postponement of the transition to parenthood may 
arise as a rational response to socio-economic dictates.  
The evidence for this in relation to the sharp fertility 
decline in Eastern Europe is, however, still ambiguous 
(Kohler and Kohler, 2002).  A whole set of coinciding 
socio-economic factors may explain sudden changes in 
patterns in a country or set of countries (e.g. the 
emergence of lowest low fertility), and they may 
constitute triggering macro-events for changes which 
then have long-term consequences.  Such factors are, 
however, unlikely to explain long-term stable differences 
between societies or long-term trends within the same 
society. 

We now turn to long-term cultural differences that 
form the basis of current differences in behaviour.  The 
scientific literature concentrates on this issue either as a 
north-south or as an east-west divide.  Of course, these 
divisions are necessarily simplistic (as are divisions 
according to welfare regimes).  Hajnal (1965)11 traced the 
history of an east-west divide in family systems in 
Europe: the Hajnal line runs along an imaginary line 
connecting Trieste and St. Petersburg.  To the west of this 
line the ‘European pattern’ leans towards a neo-local 
nuclear family with relatively late marriage and a 
significant proportion of people who never marry.  To the 
east of the line, marriage is generally early and universal, 
and the family is often extended.  A great heterogeneity 
has been shown by studies focusing on the countries to 
the west of the Trieste-St. Petersburg line.  Specific 
demographic, economic and cultural factors used to 
determine family and household systems in Hajnal’s time 
(just as they do today), including considerable regional 
variations of attributes such as the welfare capability of 
the family, the functioning of the household as a working 
unit, the role and status of women, marriage patterns and 
co-residence of kin, among others (Wall, 1995). 

The presence of long-term cultural continuities, in 
particular concerning the strength of inter-generational 
ties within societies, has been emphasised by scholars 
looking at differences between north-western and south-
western Europe (Reher, 1998; Micheli, 2000; Dalla 

                                                        
11 See also Monnier and Rychtarikova (1992). 

Zuanna, 2001).  Reher (1998), for instance, 
systematically and comprehensively compares historical 
and current family patterns in Europe, west of the Hajnal 
line.  He explores the two European styles of household 
formation, relating the split between the two patterns to 
the times of the late Roman Empire and the early Middle 
Ages.  According to Reher, in Southern Europe the 
influence of Muslims raised the importance of kinship 
and vertical relationships between generations so that the 
prolonged stay of children in their parent’s home and the 
caring work of children towards their parents are two 
faces of the same coin, the ‘strong’ family. In the North, a 
Germanic tradition and the Reformation contributed to 
the development of a ‘weak’ family, which is typical of 
the Anglo-Saxon world.  Such differences have 
contributed to shape institutional frameworks at the 
societal level, with advantages and disadvantages for both 
types of living arrangements (Holdsworth, 2000).  For 
instance, besides differences in the actual timing of life 
course transitions, it is interesting to note that the share of 
young adults who declare themselves to be dependent on 
parents and/or family members for their income (now the 
majority in the EU-15) is far larger in ‘strong’ family 
societies with respect to ‘weak’ family societies.  This 
dependence also translates into larger inter vivos transfers 
from parents to children and with a closer geographical 
proximity after residential independence (Glaser and 
Tomassini, 2000).  The different levels of strength of the 
family can contribute to the explanation of the long-term 
persistence of international variations (e.g. concerning the 
centrality of marriage or the strength of parent-child 
relationships) even in the presence of common trends. 

Interpretations based on ideational change, clearly 
connected to sociological theories of modernisation, have 
almost become a paradigm for the interpretation of 
demographic change in western societies, with the key 
idea of a Second Demographic Transition starting in 
North-Western Europe during the 1960s (Lesthaeghe and 
Van de Kaa, 1986; Van de Kaa, 1987).  The main factors 
advocated by the proponents of ideational change as the 
motor of demographic change are the accentuation of 
individual autonomy, the rejection of institutional control 
and the rise of values associated with ‘higher order 
needs’ (see e.g. Surkyn and Lesthaeghe, 2002).  The 
emergence of ‘new’ family behaviours (like cohabitation 
and non-marital childbearing) have been considered as 
one of the signs of the process of individualisation of life 
courses which is used to depict the evolution of Western 
European and North American societies towards a ‘new 
modernity’ (Buchmann, 1989; Beck, 1992; Giddens, 
1990).  The individualisation hypothesis implies that the 
normative control of life courses has become more 
lenient than in the past, and this applies particularly to the 
period of the 1990s.  We can see this hypothesis as 
somewhat opposed to the hypothesis that life courses are 
increasingly becoming institutionalised by the welfare 
state. 
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The ideational change point of view can be within a 
‘developmental’ idea of societies that is common among 
demographers analysing long-term trends: societies are 
assumed to develop through a sequence of stages leading 
in a certain direction.  This concept, intertwined with the 
notion of ‘transition’, has had an impressive impact on 
demographic research (Thornton, 2001).  Of course, 
cross-country analyses for a specific period do not 
necessarily provide perfect tests for transition processes, 
because if transitions follow specific sequences, different 
societies can be found in different stages of that sequence 
(Van de Kaa, 1997).  During a transition, there may also 
be a widening of differences between societies.  
Explanations based on ideational change have been 
shown to be useful in accounting for the common trends 
of the 1990s (e.g. general postponement of family 
formation, rising prevalence of cohabitation, rising share 
of non-marital births).  However, they are less useful for 
explaining persistent differences and sudden changes. 

Some scholars do a combined analysis of the four 
families of explanations we have discussed to develop 
data-based clusters of countries (with a general emphasis 
on Europe).  Mellens (1999a; 1999b) models the 
clustering of European countries based on demographic 
and socio-economic variables.  These clusters are used to 
define the ‘diversity’ of European countries and can be 
the basis for various scenarios for population projections 
(De Beer and Van Wissen, 1999).  Five clusters are 
identified, according to their dominant ‘culture’: 

1) The maternalistic cluster includes the 5 Nordic 
countries (Denmark, Finland, Iceland, Norway, and 
Sweden).  It has as a main characteristic “the relatively 
high level of female participation in the labour market, 
the high level of childcare facilities and the fact that 
female values like cooperation are emphasised”, together 
with a “relatively low level of individualism and 
conservativism” (Mellens, 1999b, p. 34); 

2) The pragmatic cluster includes Austria, Belgium, 
France, Germany, Ireland, Luxembourg, the Netherlands, 
Switzerland and the United Kingdom.  These have a high 
emphasis on economic performance and ‘not extreme’ 
scores on the equality of gender roles and conservativism; 

3) The paternalistic cluster includes the Southern 
European countries (Greece, Italy, Portugal, and Spain).  
They have “the prevalence of traditional family values, 
the lack of female emancipation and the low level of 
childcare facilities” (p. 36), with high scores on 
conservativism and low scores for gender equality; 

4) An intermediate culture, in Central Europe 
(Croatia, Czech Republic, Estonia, Hungary, Latvia, 
Lithuania, Poland, Slovak Republic, and Slovenia).  This 
characterises the more westernised of the former 
communist countries; 

5) The post-totalitarian cluster (Belarus, Bulgaria, 
Moldova, Romania, Russia and Ukraine).  They exhibit 
an “incomplete transition to a capitalist structure” (p. 37). 

In building population scenarios, it is assumed that 
the differences between clusters will persist, although 
convergence within-cluster will be observed.12 

To sum up, no single family of explanations is in 
principle satisfactory per se when one wants to explain 
international differences or common trends; nevertheless, 
each family contributes to part of our understanding.  The 
challenge for future research, and especially for policy-
makers interested in enabling individual choices, is to 
evaluate the relative weight of the different factors for 
each type of choice in a given situation.  Present 
comparative data sources are not, however, fully 
adequate for such an evaluation, and future data 
collection ventures will have to consider this issue as a 
primary task.  We shall come back to this issue in a later 
section. 

Micro-macro interactions 

Differences between countries in behaviour can also 
be due to differences in the population composition 
according to micro-level determinants.  At one extreme, 
differences can be due simply to compositional effects.  
For instance, lower incomes for individuals means more 
limited possibilities to access housing at a given market 
price, or to bear the costs of child-rearing; a lower per 
capita income at the national level implies that there will 
be more individuals with limited possibilities to form a 
family or to bear a child.  Income inequality, besides 
income per capita, may also be of crucial importance in 
determining average fertility levels (Demeny, 2003).  
Compositional variations may partially account for some 
differences in the timing of family formation.  Another 
possible source of compositional effects is education.  
Educational attainment and educational enrolment are 
indeed linked to family dynamics. 

Micro-macro interactions are more interesting for 
the purpose of explaining national differences.  Some 
factors at the macro level channel the impact of micro-
level characteristics on partnering, childbearing and 
parenting choices.  In particular, we shall discuss two 
types of such interactions: 1) interactions between 
individual-level factors and the political-economic 
context; and 2) social interactions that may shape family 
choices, and which imply persisting national differences, 
even when the underlying factors are no longer active.  
This type of interaction can fuel macro-level responses 
and contribute to perpetuating differentials both between 
and within societies (see also Fux and Baumgartner, 
2002). 

                                                        
12 A similar approach is adopted by Pinnelli et al., 2001. 
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The importance of micro-level gender factors in 
shaping family dynamics can be examined from the 
viewpoint of micro-macro interactions.  Bernhardt (1993) 
maintains that greater equality between men and women 
at the micro-level may lie behind the higher fertility, 
among European countries, of the Nordic area.  
McDonald (2000) sees low gender equity within the 
family as a key component on the pathway to very low 
fertility.  The second aspect of gender equity is with 
regard to individual-oriented institutions, such as the 
labour market; the clash between the individual 
aspirations of women (which may be heterogeneous: 
Hakim, 2003) and the possible gender inequity within the 
family gives rise to very low fertility: “When gender 
equity rises to high levels in individual-oriented 
institutions while remaining low in family-oriented 
institutions, fertility will fall to very low levels” 
(McDonald, 2000, p. 437).  The degree of equity in 
individual-oriented institutions (e.g. the labour market) is 
defined at the macro-level, while the degree of equity 
within the family, although subject to influence from the 
macro level, is defined at the level of the couple.  This 
macro-micro interaction in gender equity is, according to 
McDonald, the basis for explaining the emergence of 
very low fertility. 

Among scholars interested in evaluating the impact 
of welfare regimes on life courses, there has been a long-
term interest in comparing the impact of micro-level 
factors among different societies.  A discussion of the 
interaction between individual-level factors and 
institutional context, in the context of leaving home, can 
be found for instance in Aassve et al. (2002).  They argue 
that income differentials can partially explain the 
postponement of leaving home in several European 
societies, but what is most important is that the effect of 
income is different according to the welfare regime.  
Earning one’s own income is more important for young 
adults living in Southern European and in Liberal Market 
Welfare Regimes (e.g. the U.K) than for those living in 
Continental and Social Democratic welfare Regimes. 
This implies that 1) individual-level differences in 
income are more important in accounting for differences 
in age at leaving home in countries where leaving home 
happens at later ages (consistent with predictions from 
Mayer, 2001, for instance); 2) potential policies targeted 
at increasing the income of young adults may propitiate 
independent living more in countries where such 
independent living is commonly postponed; 3) small 
differences in average income (e.g. per capita income in 
Southern Europe being slightly lower than in Northern 
Europe) may become amplified by institutional 
arrangement and thus account for national differences 
because of this interaction.  Not only is income 
important, but also its stability; income stability is a 
component of general economic security, which 
constitutes a key factor in shaping household decisions.  
In addition to the macro-level dimensions of income 
volatility (especially in former Socialist countries), 

micro-level dimensions such as employment stability can 
in part explain trends in postponement (Gustafsson, 
2001).  As in the case of income, economic stability may 
have stronger effects where less insurance is provided by 
the welfare state (Esping-Andersen, 1999): this is the 
case, for instance, with unemployment in Southern 
Europe (e.g. Ahn and Mira, 2001). 

The housing situation is also an important factor.  
First, it may lock families in to situations that do not 
allow them to realise their choices, especially with 
housing markets that are not flexible: in societies with a 
low share of rental properties, housing choices - and 
family choices that require modifications in housing 
circumstances - may be made more difficult for 
individuals who are ‘outsiders’ and who do not own a 
home.  In addition, housing transaction costs, together 
with access to mortgages and other instruments to finance 
housing, may be important factors for deciding whether 
to initiate a family or household change which would 
imply a move.  In former socialist countries, the housing 
shortage has had an important impact in shaping living 
arrangements in young adulthood (Billari et al., 2001).  
Since the economic transition they remain important, as 
in the whole UNECE area, but their impact depends on 
national and regional-level policies. 

Income is just one of the important micro-level 
constraints that underpin partnering, childbearing and 
parenting behaviour and interacts with macro-level 
factors.  Time constraints are also crucial.  The 
opportunity cost of childbearing depends crucially on the 
number of working hours that have to be spent on 
childcare.  Choosing a part-time jobs for instance, where 
childcare is not generally available full-time, is a micro-
level strategy to overcome macro-level constraints.  This 
micro-macro interaction on time constraints might 
explain why, for instance, the impact of childcare on 
fertility has contrasting results when compared across 
different nations (Gauthier, 2003).  The use of time is 
also closely connected with the issues we discussed 
earlier concerning gender equity (Apps, 2003).  Time 
may also be important in other ways, as emphasised in 
the literature of population economics: individuals derive 
utility from ‘togetherness’, that is time spent with their 
partner and children.  Hamermesh (2002) discusses this 
issue and argues that the synchronisation of work 
schedules between partners is diminishing, and this 
translates into a loss of togetherness.  In addition, time 
spent parenting has a positive effect on children’s 
development.  In the literature, which mostly focuses on 
the United States, the impact of increasing maternal 
employment on time spent with children is not clear; 
some experts have warned against the tendency to 
exaggerate the negative effects (Bianchi, 2000).  Using 
comparative time-use analysis, Gershuny (2000) suggests 
that time spent on childcare activities by both fathers and 
mothers has increased since the mid-1980s.  Further 
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comparative research is needed on issues concerning 
time. 

Another example of interaction is between 
individual-level factors and (potentially) time-varying 
socio-economic factors and policies.  Not only can 
policies affect family dynamics, but socio-economic or 
family policies may affect different social strata (as 
defined by income or educational attainment) in a 
different way.  Aassve et al. (2003) analyse the impact of 
the transition from a universal to a means-tested type of 
family allowance in Hungary during the mid-1990s.  The 
impact of the policy change was to broaden the age gap 
in the transition to motherhood between high and low 
social strata (as represented by educational levels).  As 
soon as the family allowance became universal again, the 
differences returned to their initial level.  Interactions 
between micro-level and macro-level are also present in 
the interrelationships between events in the transition to 
adulthood: as we have already mentioned, Baizán et al. 
(2004) have shown that out-of-union conceptions lead 
more often to marriage than to cohabitation in West 
Germany compared to Sweden.  This could be explained 
by the presence of differences in both the fiscal treatment 
and the social acceptability of pre-marital births in the 
two societies. 

The lesson we can learn from micro-macro 
interactions on the determinants of family dynamics is 
that we really cannot define the true effect of a micro-
level factor in a setting like the UNECE area.  The 
institutional and cultural variables we discussed in 
Section 4.1 are always - to a greater or lesser extent - 
modifying the impact of micro-level factors, although one 
could suggest groups of societies where similar outcomes 
may be predicted (e.g. those with similar welfare 
regimes). 

As far as social interactions are concerned, they 
have been the primary interest in some recent 
demographic literature on fertility decline (e.g. Bongaarts 
and Watkins, 1996; Montgomery and Casterline, 1996; 
Kohler, 2001); they have also been used as a possible 
explanation of lowest low fertility (Kohler et al., 2002). 
Social interaction effects refer mainly to ‘social 
influence’ and ‘social learning’.  These may entail: 1) 
social multiplier effects (similar to the ones we have 
described on the interaction between income and 
institutional settings), where overall behavioural impact is 
larger than what was initially triggered; 2) multiple 
equilibria, with more than one stable regime (e.g. early 
home-leaving, such as in the Nordic countries, together 
with late home-leaving as in Southern Europe); 3) status-
quo enforcement and path dependence, where the present 
situation continues to exert a long-term impact.  The main 
importance for our discussion here is the consequence on 
national-level differences.  We suggest two such 
consequences.  First, the presence of multiple equilibria 
and path dependence imply the potential for much 
stronger stability of long-term differences (based on long-

term family models or on institutional settings), which 
remain independent of the convergence of other factors. 
Secondly, social interaction effects typically give rise to 
transitions that continue independently of the factors that 
originated such transitions. 

Outlook 
In this paper we have documented that, within the 

countries of the UNECE, major changes in family 
dynamics have taken place during the last decade of the 
second millennium, following other periods of change 
and the fall of the Iron Curtain.  Most of these changes 
have moved in the same direction, within a set of 
common trends. Will these trends continue during the 
first decade of this century and beyond?  We conclude 
this background paper with an outlook for the future, 
including some reflections on the information needs and 
on the link with some of the objectives of the United 
Nations. 

First of all, we shall discuss the issue of whether a 
general convergence of demographic behaviour can be 
expected within the UNECE area.  This general 
convergence could be expected as an outcome of global 
trends towards an increasing similarity in socio-economic 
and institutional systems, as well as common directions 
of ideational change.  Some authors have emphasised that 
convergence is to be expected on these grounds (e.g. 
Roussel, 1992; Jones, 1993). Other authors have 
investigated the actual convergence at the global level, 
e.g. towards low fertility (Wilson, 2001).  Persistent 
differences within Western Europe, a setting which is 
relatively homogeneous from an economic point of view, 
have led some researchers to emphasise the lack of 
convergence, or even a divergence of family formation 
(Kuijsten, 1996; Billari and Kohler, 2002), as well as of 
family policies (Gauthier, 2002).  Looking at past 
decades, and at studies reviewing several indicators and 
using different notions of convergence, the most cautious 
conclusion we can draw is that while there are signs of 
convergence for some behavioural indicators, other 
indicators consistently show persistent diversity (Billari 
and Wilson, 2001; Coleman, 2002; Mamolo, 2004).  In 
our outlook for the future of family dynamics in the 
UNECE area, then, it is not safe to assume a general 
convergence of behaviours.  We will thus consider 
separately the domains of partnering and parenting on the 
one side, and the domain of childbearing on the other. 

The key issues on partnering and parenting are 
related to the types of partnership and their stability, as 
well as to the relationship between partnership status and 
childbearing.  The breakdown of strict gender roles, 
lower social and religious pressure towards marriage, and 
the general developments of the ‘Second Demographic 
Transition’ lead us to foresee that the recently observed 
trends are not going to stop (see also Furstenberg, 2003).  
The postponement of marriage is likely to continue, 
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although it is not clear whether this will coincide with a 
postponement of co-residential unions in general.  The 
latest late pattern of transition to adulthood observed in 
Southern Europe does not necessarily indicate the 
direction in which most other countries will head.  On the 
other hand, the prevalence of cohabitation is likely to 
further increase in the UNECE area.  In addition, the 
diffusion of cohabitation will unavoidably contribute to a 
rise in the instability of co-residential partnerships; this 
adds to the increasing instability of marital unions.  
Parenting will thus become less and less linked to 
partnership status; not only is partnership status likely to 
be increasingly less important at the moment of birth of 
the child, but also dissolution and re-partnering will 
increasingly change the configuration of parents 
commonly experienced by children in their everyday life. 

In this scenario, we have to take into account three 
components.  First, policy measures may accompany, 
interfere with, redirect and sometimes even reverse 
societal trends.  Examples of such measures include 
modifications in the legal framework of partnerships 
(including new forms of recognised non-marital 
partnership) and the role of partnership status in other 
policy-related domains (e.g. the tax system, housing and 
child allowances).  Secondly, even in the presence of 
common trends, the levels are unlikely to become similar 
in all UNECE countries.  As we have discussed, long-
term and deeply-rooted cultural differences on the one 
side, and the heterogeneity of institutional settings on the 
other, ensure that evolution will be path-dependent and 
that differences are likely to persist.  Thirdly, the short- 
and long-term implications of the evolution of 
partnership forms, both on individuals who experience 
insecure partnerships and their dissolution, and even 
more importantly on their children, will need to become 
key concerns in all countries of the UNECE area. 

As far as childbearing is concerned (and thus, 
parenting in general), the chief question is whether 
fertility will continue to be low - that is, below 
replacement - over almost all the UNECE area, and 
whether countries that are not yet below the replacement 
level will move on to experience low fertility as well.  
We can speculate a positive answer to this question; in 
general, we think low fertility is here to stay.  This is now 
the general consensus, even by observers who seemed, in 
the past, to see replacement-level as an equilibrium 
(Bongaarts, 2002).  It is also consistent with the 
observation that desired family sizes, which usually 
exceed actual total fertility in a low fertility context, have 
dropped below replacement in several European 
countries (Goldstein et al., 2003).  It is also relatively safe 
to foresee that adolescent fertility will continue to drop. 
More questionable is the future of very low, and even 
more of lowest low, fertility. According to Caldwell and 
Schindlmayr (2003), the Southern European pattern may 
spread to other societies which are based on strong 
intergenerational ties: “if the explanations provided by 

the Mediterranean, largely the Italian model, centred on 
patriarchy and the breadwinner, are correct, then the 
tendency to fall below replacement-level fertility as 
incomes rise will eventually occur throughout much of 
the rest of the world because patriarchy is widespread 
throughout Asia and Africa”. 

Within societies presently experiencing very low 
and lowest low fertility, the impact of the postponement 
of childbearing is crucial (Kohler et al., 2002).  If births 
can be postponed further - as is the case of countries 
where the mean age at first birth is still relatively low - 
then very low, and even lowest low, fertility is likely to 
persist.  The postponement of births then gives a central 
role to fertility at ages which are increasingly closer to 
the end of the reproductive life span of women.  New 
reproductive technologies, health care, and the 
compatibility of child-rearing with other roles during 
mid-adulthood will shape the possibilities of reaching 
desired family size, as fertility starts later than in the past. 
In this scenario, we should mention three principal 
components that have to be taken into account.  First of 
all, changes in socio-economic policies, and in particular 
welfare reforms, may change the picture in the future; it 
is not clear, however, whether or not the foreseeable 
changes will favour a return to higher levels of fertility.  
Secondly, the implications of very low and lowest low 
fertility will have to become a key part of the public 
debate.  At the micro level, kinship networks will shrink 
with successive generations and societies in which there 
are significant flows of care from children to their elderly 
parents are likely to experience friction from a burden 
that may possibly be too heavy.  At the macro level, rapid 
population ageing will be the main consequence of very 
low and lowest low fertility and it will call for major 
adaptations in societies.  Thirdly, the increasing 
flexibility of unions, both in terms of formation and 
dissolution, may create the conditions for a rise in 
fertility, although this might come at a high price for the 
long-term implications on children. 

The evolution of partnering, parenting and 
childbearing is relevant to meeting UN goals.  The 
Programme of Action adopted at the ICPD of Cairo in 
1994 (United Nations, 1996) includes in particular 
objectives on ‘Gender Equality, Equity and the 
Empowerment of Women’ (chapter IV), on ‘The Family, 
Its Roles, Rights, Composition and Structure’ (Chapter 
V), and on ‘Population Growth and Structure’ (chapter 
VI).  The promotion of gender equality and the 
empowerment of women also constitutes the UN 
Millennium Development Goal (MDG) No. 3; some 
MDG countries of the UNECE region have already been 
scrutinised with respect to gender issues (Albania, 
Armenia, Lithuania and Poland; see UNDP, 2003).  In 
relation to the behaviours analysed in this paper, the issue 
is also relevant to partnering and, indirectly, to 
childbearing and parenting. ‘Investing in women’ may be 
a key to overcoming the present trends that can have 
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negative implications for society (e.g. lowest low 
fertility).  Chapter V of the ICPD Programme of Action is 
concerned with policies related to family issues, with a 
special emphasis on policies directed at single parents 
and on the promotion of compatibility between ‘labour 
force participation and parental responsibilities’.  As we 
have seen, the changing correlation between fertility and 
labour force participation at the cross-country level 
indicates that such compatibility (which is then also a 
gender issue) is one of the keys to moderate below-
replacement fertility in the UNECE area.  The present 
levels of adolescent childbearing, which are still highly 
heterogeneous across the UNECE area, indicates that 
there are still weaknesses with respect to young people in 
the provision of ‘information, education and 
communication activities and services concerning 
reproductive and sexual health’ (United Nations, 1996, p. 
38; chapters VI, VII of the Programme of Action). 

This paper has benefited substantially from the 
availability of standardised comparative data; of 
particular relevance for depicting the trends in the 1990s 
has been the series of Fertility and Family Surveys 
carried under the coordination of the Population 
Activities Unit of the UNECE.  As we look to 
developments in the first decade of the 21st century, we 
need to emphasise that the collection of comparative data 
at the micro-level is of enormous importance. Not only is 
this consistent with the proposals of the Programme of 
Action of the ICPD (chapter XII), two further aspects 
should also be mentioned here.  First, in order to be able 
to monitor the situation, and to describe the trends about 
ten years from now, we need to have access to figures 
supplementary to the data that are routinely collected in 
official statistics.  In other words, it is important to be 
able to replicate the description of trends reported in 
Section 2, which were mostly based either on official 
statistics or on FFS data.  However, as the FFS data-
taking was carried out mostly in the middle of the 1990s, 
the retrospective information we used could not 
adequately describe patterns of change during the decade 
of the 1990s (for instance, the demographic consequences 
of the economic transition in former Socialist countries).  
New comparative and retrospective data need to be 
collected to be able to fully grasp patterns of behaviour.  
Secondly, it is crucial to “move beyond elaborate 
description” towards understanding choices, 
opportunities and constraints concerning partnering, 
parenting and childbearing in an international perspective 
(Hobcraft, 2002).  The families of potential explanations, 
as reviewed in section 3, require interdisciplinary types of 
studies and data collection ventures, which are not yet in 
place at the moment of this European Population Forum.  
The realisation of an ambitious comparative program, 
which combines survey data and macro-level data 
collection, such as the Generations and Gender 
Programme currently being promoted by the PAU of the 
UNECE (UNECE and UNFPA, 2000), is an essential 
precondition to reach a better understanding of family 

dynamics, and to try and evaluate the relative weight of 
each family of explanations of international differences in 
the next decade and beyond. 
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CHAPTER 6 
 
TRENDS IN POLICIES FOR FAMILY-FRIENDLY 
SOCIETIES  

Anne H. Gauthier 

 

 

Introduction: Geneva, Cairo, and the policy 
context 
The UNECE 1993 European Population Conference 

and Cairo’s 1994 ICPD Programme of Action 
emphasised the need for actions and policies directed at 
the promotion of gender equality, the reconciliation of 
work and family life, the respect and support for a 
diversity of family structures and composition, and socio-
economic support of the family.1   In particular, the 
recommendations of the 1993 European Population 
Conference included: 

• The promotion of a more child-friendly and 
family-friendly environment 
(Recommendation 3); 

• The support of parents in their combination of 
professional life and parental roles 
(Recommendation 4); 

• The financial support of families, particularly 
for those with limited resources 
(Recommendation 5); 

• The promotion of equality between men and 
women, including equal opportunities for 
employment and equality in family 
responsibilities (Recommendation 6). 2 

As to the ICPD Programme of Action, it included 
references to: 

• The adoption of laws, programmes and 
policies to enable employees of both sexes to 
harmonise their family and work 
responsibilities (chapter IV); 

                                                        
1 Some of these recommendations were also included in subsequent 

documents; among others the 1998 UNECE Conclusions of the Regional 
Population Meeting, the 1999 UN review and appraisal of the 
implementation of the Programme of Action of the ICPD, and the 2002 
UNECE Ministerial Conference on Ageing. 

2 Adapted from the UNECE, European Population Conference 
Recommendations, March 1993:  http://www.unece.org/ead/pau/epc.htm. 

• The promotion of equal participation of 
women and men in all areas of family and 
household responsibilities, including, among 
others, responsible parenthood, (…) and shared 
control in, and contribution to, family income 
and children's welfare (chapter IV); 

• The provision and promotion of means to 
make participation in the labour force more 
compatible with parental responsibilities 
(chapter V); 

• The formulation of policies which are sensitive 
and supportive of the family (chapter V). 3  

How have countries fared in the promotion of these 
aims during the past ten years?  What has been the place 
of family and children’s issues on the political agendas?  
And what has been the impact of these policies on 
families?  These questions are at the core of this paper.  
Through a review of policy initiatives since 1994, this 
paper aims at assessing the extent to which member states 
of the UNECE have moved closer to creating a child - 
and family-friendly society. 

The paper is divided in seven sections: after the 
introduction, the second section reviews the social, 
demographic and economic context of countries since 
1994 and discusses some of the main responses.  The 
next section discusses more specifically some of the 
policies and initiatives that have been introduced since 
1994 and discusses the importance given to family issues 
by national governments.  The following section reviews 
the trends in financial assistance given to families since 
1994 and the fifth section reviews the trends in state 
support for working parents.  The sixth section reviews 
empirical evidence regarding the effects of these policies.  
The final, concluding section includes speculations on 
future trends in state support for families. 

At this point it is important to stress that reviewing 
the efforts of countries in the field of state support for 

                                                        
3 Adapted from the ICPD Programme of Action: 

http://www.unfpa.org/icpd/summary.htm. 
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families is a daunting task - and this, for two main 
reasons.  First, there is no systematic monitoring and 
reporting of state measures to support families.4  The 
information and data reported in this paper were 
compiled from various sources: the result of several 
weeks of work.  As a result, the paper is relatively 
complete when it comes to cash support for families and 
support for working parents.  However, the paper fails to 
capture the total level of state support for families, as it 
omits key areas such as health, education, family law and 
housing, which would have been impossible to include in 
a summary paper and for which cross-nationally 
comparable data is limited.  Policies in the field of 
pensions, employment/unemployment, social assistance, 
transport, agriculture, etc. are also excluded, even though 
they may possibly have an impact on partnerships, 
childbearing and parenting.  Second, support from 
national governments is not the only external source of 
support for families: state, provincial, regional or local 
governments may also be key players. These are, 
however, not covered in this paper, as we focus strictly 
on national-level support. 

An overview of the social, demographic and 
economic contexts and the policy 
responses 
Member states of the UNECE have been facing 

very different economic contexts in the past ten years: 
contexts that have constrained in some cases the ability of 
governments to support families, and contexts that have 
also called for a reordering of governmental priorities.  
For this reason, any attempt at generalising trends across 
member states is bound to distort the specificities of 
national realities.  One common point, however, has been 
the competing demands for public money stemming from 
declining revenues and population ageing.  The sectors of 
pensions, family policy, unemployment, health, education 
and social assistance have all been competing for public 
finance.  The policy response to this situation has varied 
across countries: 

• Some countries have preserved their level of 
support for families; 

• Some countries have maintained some support 
for families but have targeted it to families in 
greatest need; 

• Some countries have been forced to reduce 
their level of support for families, especially 
with regard to cash transfers to families. 

                                                        
4 There are obviously some comparative sources of data that include 

description of various programmes for families with children but these 
sources are not complete and oftentimes do not distinguish the 
programmes by type of recipients.  This is for example the case for 
housing benefits. Moreover, there are no sources that systematically 
report development in family policies. 

Norway illustrates well the first of theses responses.  
Despite the fluctuations of the economy during the past 
ten years, the Norwegian government has maintained its 
level of support for families.  For example, expenditures 
on family cash benefits remained relatively constant 
throughout the 1990s (OECD, 2004).  Other countries 
also seem to have been able to preserve their support for 
families despite competing demands.  For instance, the 
analysis by Gornick (2001) on patterns of social 
expenditure in 14 western countries suggest that - on 
average - countries have increased their spending on 
family cash transfers per child throughout the 1980-1995 
period.5,6  The increase in cash transfers to families has 
not been as large as that on old-age spending per elderly 
person, but nonetheless it reflects a commitment of 
governments to state support for families.7,8 

In some countries, governments have maintained 
their support for families but have substantially changed 
its nature by targeting it to families in greatest need.  
While in the 1980s family allowance programmes were 
universal in most countries, a large number of countries 
have since subjected these programmes to means-testing.  
Canada did so in 1992, Italy in 1988, Kazakhstan in 
2001, Kyrgyzstan in 1999, Lithuania in 2000, Malta in 
1996, the Russian Federation in 1995, Slovakia in 1994, 
Spain in 1994 and Turkmenistan in 1998.  This radical 
change in the nature of state support for families has been 
a response to budgetary constraints, but has also been a 
response to the problem of child poverty. The success of 
this policy change is, however, unclear, especially since 
the family allowance rates in several countries are too 
low to lift families out of poverty.  For example, 
estimates from Hungary suggest that more than a quarter 
of households who receive social transfers remain below 
the poverty line (Allison and Grooteiot, 1996). 

Finally, some countries have been forced to reduce 
public expenditure in key areas such as cash transfers to 
families, education and health.  This was especially the 
case in Eastern and Central Europe in the years 
immediately following the end of the socialist regime.  
For example, child allowances in Romania, which had 
the largest governmental cash transfer programme, 
declined from nearly 3 per cent of GDP in 1989 to less 
than 1 per cent in 1994 (World Bank, 1997).  The impact 
has been considerable on families, resulting in rising 
levels of poverty.  There are, however, signs that the 

                                                        
5 Since then the OECD has released the data for 1997.  However, 

more recent data is not available. 
6 The 14 countries were: Australia, Belgium, Canada, Denmark, 

Finland, France, Germany, Italy, Luxembourg, Netherlands, Norway, 
Sweden, the United Kingdom and the United States. 

7 Data for Germany, Italy and the Netherlands, however, revealed a 
decrease in family cash spending per child during the 1980-1995 period. 

8 This increase in state support for families is significant as it 
suggests that population ageing may not necessarily translate into 
declining support for families as was suggested by Preston (1984). 
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situation has since improved - at least in some countries.  
For example, in the Slovak Republic state expenditure on 
child allowances amounted to around $370-400 million 
per year in the 1982-1990 period.  It then decreased 
sharply to $175 million per year in 1993, but has since 
increased steadily to reach around $350 million in 1998 
(Bednàrik, 1998). 

In summary, the economic climate of the 1990s has 
prevented countries from vastly expanding their support 
for families.  Instead it has forced countries to either 
maintain (but not expand) their support, or even to 
substantially reduce it.  In some countries the result has 
been an increasing gap between what the public demands 
in terms of state support for families, and what they are 
actually getting: a situation summarised in Estonia as a 
‘conflict between expectations and the actual policy’ 
(Estonian Human Development Report, 2002). 

Competing demands for public money have also 
resulted in a shift away from state support for families.  
Although fertility is now below replacement in nearly all 
UNECE member states, no active pronatalist policies 
have been pursued in recent years.  Instead, during the 
past ten years the key priorities of governments have 
been to (1) combat child poverty, and (2) reconcile work 
and family responsibilities.  These two priorities are 
discussed further below. But first, I reflect on other 
family-related initiatives launched by national 
governments since 1994 and which reflect the importance 
attached to family issues. 

Types and levels of state support for families 
across the UNECE region 
Very few countries have an explicit family policy.  

All countries have policies and infrastructure in place to 
support families, but in most cases these policies are not 
part of a comprehensive family policy or a 
comprehensive strategy to support families.9  In this 
section, I review various initiatives launched by national 
governments since 1994 as a way of capturing the 
political importance attached to family issues, and as a 
way of illustrating the priorities and directions of state 
support for families in UNECE member states.  More 
detailed information regarding financial support for 
families and support for working parents will be provided 
in the subsequent sections. 

Since 1994, most governments have launched 
initiatives related to families: these initiatives have been 

                                                        
9 Historically, France was the only Western European country with 

an explicit and comprehensive family policy (Gauthier, 1996b).  In 
contrast, numerous Central and Eastern European countries had such a 
policy throughout the 1970s and 1980s.  Since the fall of the socialist 
regime, however, the family policies in Central and Eastern European 
countries have been mainly dismantled.  It should also be noted that some 
provincial and regional governments may have in place a family policy, 
such as the Province of Québec in Canada, but these policies are not 
covered in this paper. 

varied, and range from the setting-up of a parliamentary 
or ministerial commission to study families, to the 
adoption of new policies.  Generally speaking, they fall 
into three main categories: (1) Adoption of a family 
policy or creation of administrative or political 
institutions for families; (2) Actions related to gender 
equality and work-family reconciliation; and (3) Actions 
related to children, including children’s rights and early 
childhood education. 

Family policy or new institutions for families 

Since 1994, only two countries have adopted a new 
family policy - Slovakia and Spain - and a third one, 
Norway, has produced a white paper on family policy (in 
2003).  The scope of these policies is wide.  In the case of 
Spain, the policy, adopted in 2003, covers tax and 
housing policies, family law, social and cultural 
participation, and policies relating to balancing work and 
family life.10  It is a 3-year initiative that was in part 
motivated by the country’s very low fertility rate: this 
was perceived to be the result of the absence of a 
coherent family policy and the result of the country’s low 
support for families, especially working mothers. 

Slovakia’s ‘Strategy of State Family Policy’, 
adopted in 1996, was also partly motivated by the 
country’s demographic situation.  However, as with the 
Spanish one, it goes beyond the demographic dimension 
and covers other aspects - in this case human rights, the 
rights of parents to decide on the number and spacing of 
their children, children’s education and support for young 
people (Magvasi, 1999). 

If very few countries have adopted a comprehensive 
family policy during the past ten years, several countries 
have, on the other hand, created specific institutions for 
the family or the child. Examples of such initiatives 
include: a National Council for Children (in Denmark); a 
Ministry for the Child and the Family (in France); a 
Family Council (in Iceland); an Ombudsman for Children 
(in Iceland); a Standing Committee on Family Affairs (in 
Italy); a High Commissioner for the Promotion of 
Equality and the Family (in Portugal); and a Ministerial 
Group on the Family (in the United Kingdom).  And 
while the impact of these initiatives is bound to vary, 
depending on their mandate, power and budget, the 
impetus for their setting up reflects the fact that some 
level of attention has been paid to the family by their 
national governments since 1994. 

Actions related to gender equality and work-
family reconciliation 

Of all the family-related initiatives launched since 
1994, the areas that appear to have received the highest 

                                                        
10 Information from The Clearinghouse on International 

Developments in Child, Youth and Family Policies (Columbia University, 
2003). 
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level of priority are that of gender equality and work-
family reconciliation.  This may not be surprising 
considering the visibility given to these areas in 
international events such as the 1994 Cairo conference 
and the Fourth World Conference on Women in Beijing 
in 1995.  Initiatives in these areas were also prompted by 
the adoption of specific recommendations by the 
European Union (more details in later section).  The 
country-specific initiatives are again varied and include, 
for example, the adoption of the following: a National 
Plan for Equality (in Portugal); a National Plan for 
Employment - Reconciling of Family and Working Life 
(in Spain); and a Special Ban on Discriminating Against 
Workers on Parental Leave (in Sweden).  What these 
various initiatives reflect is the recognition that working 
parents require special support, and that in the absence of 
such support, gender equality cannot be achieved.  As 
will be seen in the later discussion, since 1994 numerous 
countries have improved their provision regarding 
maternity leave and have adopted new parental leave 
schemes. 

Actions related to children including children’s 
rights and early childhood education 

Ever since the adoption of the 1989 Declaration on 
the Rights of the Child, the issue of children’s rights has 
continued to receive the attention of governments and to 
lead to the adoption of specific policies and initiatives.  
The setting up of the National Council for Children in 
Denmark in 1997 and the appointment of an Ombudsman 
for Children in Iceland in 1994 are good examples. 

During the past ten years, numerous initiatives 
related to early childhood education have also been 
launched. This includes the adoption of the 
Federal/Provincial/Territorial Early Childhood 
Development Agreement in Canada in 2000 and the 
adoption of a Government Resolution concerning the 
National Policy Definition on Early Childhood Education 
and Care in Finland in 2002.  It is beyond the scope of 
this paper to examine in detail the many specific 
initiatives related to early childhood education. Interested 
readers are referred to the OECD Early Childhood 
Education and Care Initiative,11 the Early Child 
Development initiative of the World Bank12 as well as 
various UNICEF and UNESCO documents.  What is, 
however, important to mention here is that the emphasis 
on children and early childhood education has dominated 
the agenda of some countries and has eclipsed other 
family issues.  For example, the Canadian government 
has never adopted an explicit family policy and has no 
nationwide policy on childcare.  However, the adoption 

                                                        
11 OECD (2003) and OECD early childhood education website: 

http://www.oecd.org/linklist/0,2678,en_2649_34511_2735951_1_1_1_1,
00.html 

12 World Bank (2003) http://www.worldbank.org/children/ 

 

of the Federal/Provincial/Territorial Early Childhood 
Development Agreement in 2000 has rallied the different 
political parties and has laid the grounds for initiatives 
related to children’s education and children’s 
development. 

Trends in financial assistance to families since 
1994 
I have already referred to the financial constraints 

that have forced some countries to curb their cash support 
for families and/or to impose means-tests.  As of 2002, 
family allowance schemes were means-tested in 20 
countries as compared to about half that number in 1993.  
As to the actual level of cash support, programmes are 
difficult to compare because of cross-national differences 
in eligibility conditions, family allowance rates and cost 
of living.  Nonetheless, data on expenditure on family 
cash benefits as a percentage of GDP reveals large cross-
national differences between the OECD countries, from a 
minimum of 0.22 per cent in the United States to a 
maximum of 2.40 per cent in Luxembourg (in 1998). 

Data on different indicators of family cash benefits 
are reported in table 1.  Data on family cash benefit 
expenditure as a percentage of GDP reveal a general 
decline between 1993 and 1998 (latest year available).  
Only in Germany, Italy, Luxembourg, Spain, Switzerland 
and Turkey were increases observed.  However, the 
general downward trend in family cash benefit 
expenditure could well reflect a decline in the number of 
children.  As discussed earlier, analyses on family cash 
expenditure expressed per child, in selected OECD 
countries for the period 1980-1995, had instead revealed 
an increase (Gornick, 2001).  The alternative indicator 
reported in table 1 expresses cash support for 2-child 
families as a percentage of the disposable income of 
single earners.  According to this indicator, cash support 
for families increased in about half the countries between 
1990 and 1999. 

When looking at these indicators, one should not 
lose sight of the fact that for Central and Eastern 
European countries, the changes in cash support for 
families took place in the context of major economic 
challenges which resulted in rising family poverty and 
which also radically changed the funding of key services 
to families, including health care and childcare facilities.  
A more accurate assessment of trends in cash support for 
families would, therefore, require one to also consider 
other forms of cash and in-kind support for families, 
including social assistance (which is not formally part of 
family allowance schemes in several countries).  In the 
absence of such data, one can indirectly assess the trends 
in state support for families, and in the economy, by 
looking at trends in infant mortality rates.  Between 1989 
and 1993, infant mortality rates stagnated or even 
increased in nearly a dozen Central and Eastern European 
countries.  And while the situation improved during the 
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subsequent years, infant mortality rates in several Central 
and Eastern European countries are still above the 
average observed in Western European countries 
(UNICEF, 2003). 

As we can see, the trends in financial support for 
families during the past ten years have been mixed.  On 
the one hand, and despite competing demands, especially 
from population ageing, many countries have maintained 
or even increased their financial support for families.  In 
some cases however, this trend has been accompanied by 
a targeting of support to families in greatest need through 
means-tests.  On the other hand, it is clear that financial 
support for families was badly affected in Central and 
Eastern Europe in the years immediately following the 
collapse of the socialist regimes.  Since then, state 
support for families has been gradually restored but its 
expansion has been limited by financial constraints and 
other competing demands, especially child and family 
poverty. 

Trends in state support to working parents since 
1994 

In spite of the economic constraints discussed 
already, state support for working parents has expanded 
in several countries since 1994.  Below, I briefly review 

the factors that have been driving the increase in state 
support for working parents.  I also review the trends in 
the actual state support for working parents, and assess 
the extent to which the current provisions meet some of 
the international recommendations. 

The driving forces 

Two main factors appear to have driven the trend 
towards increased state support for working parents: (1) 
the continuous increase in female labour force 
participation, including women with young children, and 
(2) the call for gender equality. 

The increase in female labour force participation is 
obviously not a new phenomenon and has been observed 
since the 1960s in most countries.  It was, in fact, one of 
the key impetuses behind the introduction of Sweden’s 
first maternity leave programme and subsequently its 
parental leave programme in 1974 (Gauthier, 1996b).  In 
Central and Eastern Europe, female labour force 
participation has been traditionally higher than in the 
west.  Under the socialist system, women were 
encouraged to be part of the labour force in order to 
contribute to the economy (especially in the post-war 
period), and also as a way of bringing greater gender 
equality (which was a central tenet of the socialist 
regime).  But women in these socialist societies were also 

TABLE 1

Indicators of cash benefits, selected countries and years  

 

Family cash 
 benefits expenditures 
 as a per cent of GDP 

 1993 

Family cash 
 benefits expenditures 
 as a per cent of GDP 

1998 

Cash support for 
 families as a per cent 
 of disposable income 

 1990 

Cash support for 
 families as a per cent 
 of disposable income 

 1999 

Austria ................................................................. 2.48 1.92 23.6 26.5 
Belgium ............................................................... 2.17 2.06 39.1 36.5 
Canada ............................................................... 0.82 0.76 15.0 14.4 
Czech Republic ................................................... 2.13 1.61 .. .. 
Denmark ............................................................. 1.80 1.54 26.3 24.3 
Finland ................................................................ 2.91 1.92 20.8 14.7 
France ................................................................. 2.19 1.46 19.2 17.6 
Germany ............................................................. 1.23 1.93 21.2 36.5 
Greece ................................................................ 1.27 1.18 18.8 19.9 
Iceland ................................................................ 1.50 1.23 .. .. 
Ireland ................................................................. 1.72 1.58 17.1 18.3 
Italy ..................................................................... 0.46 0.58 14.5 19.3 
Luxembourg ........................................................ 2.25 2.40 34.1 36.5 
Netherlands ........................................................ 1.10 0.81 16.5 18.3 
Norway................................................................. 2.35 2.23 25.7 17.7 
Poland ................................................................. 1.59 0.93 .. .. 
Portugal ............................................................... 0.67 0.65 12.0 11.2 
Slovakia .............................................................. 2.50 2.10 .. .. 
Spain ................................................................... 0.25 0.29 6.5 11.3 
Sweden ............................................................... 2.26 1.63 15.0 12.4 
Switzerland ......................................................... 1.16 1.20 14.1 17.1 
Turkey ................................................................. 0.47 0.91 .. .. 
United Kingdom .................................................. 1.88 1.73 12.7 10.8 
United States ...................................................... 0.30 0.22 9.7 14.5 

Source:  Data on cash expenditures from the online OECD database (http://www.oecd.org/dataoecd/43/14/2087083.xls).  Data on cash support for families: Author’s 
own computation from published OECD data (for details see Gauthier’s family policy database: 
http://www.soci.ucalgary.ca/fypp/family_policy_databases.htm 
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crucial to the demographic reproduction of these 
countries, and numerous programmes were therefore put 
in place in the immediate post-war period as a way of 
allowing women to combine their dual role of mothers 
and workers (Klinger, 1985). 

In more recent times, female labour force 
participation in the west has continued its increase.  This 
has been particularly noticeable in countries such as the 
Netherlands and Luxembourg, where female labour force 
participation had been below the average of other western 
countries until recently.  This increase in the participation 
of women in the labour force has undoubtedly 
contributed to the political importance attached to the 
reconciliation of work and family responsibilities (see 
below). 

The second driving force has been the call for 
gender equality, especially in the context of increasing 
female labour force participation.  While in the 1970s the 
issue of gender equality was mainly focused on equality 
in employment opportunities and in pay, in the 1990s it 
was focused on the reconciliation of work and family 
responsibilities.  The European Commission and the 
European Union have been very active in this field in 
recent years through the adoption of several key policies 
including: 

• The 1992 Council Recommendation on 
childcare 

• The 1996 Council Directive on the framework 
agreement on parental leave 

• The 1998 Employment Guidelines, Council 
Resolution (which includes a section on 
“reconciling work and family life”) 

The 2000 ‘Resolution of the Council and of the 
Ministers for Employment and Social Policy on the 
balanced participation of women and men in family and 
working life’. 

And while not all these policies have binding 
powers, they nevertheless reflect the importance attached 
to the reconciliation of work and family responsibilities 
by the European Union.  In fact, several of the parental 
leave programmes adopted in recent years by EU 
member states were in direct response to these policies 
(these programmes are discussed in more detail below). 

State support for working parents 

State support for working parents covers a wide 
range of programmes.  Below, I review the trends with 
regard to maternity leave, parental leave and childcare 
provision.13 

                                                        
13 There is no unanimity in the literature regarding the definition of 

these programmes.  Maternity leave normally refers to the leave granted 
to mothers immediately before and after childbirth.  In some countries 
this leave is also called parental leave to reflect the fact that fathers are 

Maternity leave 

In 2000, the International Labour Office adopted the 
Maternity Protection Convention (C183) which stipulates 
that maternity leave of no less than 14 weeks should be 
provided, with cash benefits that provide a suitable 
standard of living.  As of 2002, all countries except 
Azerbaijan, Israel, Turkey and the United States had 
complied with the ILO recommendation in terms of the 
duration of the leave.  Azerbaijan provides 10 weeks of 
leave, Israel and Turkey provide 12 weeks of leave, and 
the United States provides 12 weeks of unpaid leave 
(though only to employees in firms with 50 or more 
workers). 

In 2000, the International Labour Office also 
adopted the Maternity Protection Recommendation 
(R191), which raised the bar beyond that of its sister 
Convention.  In particular, the Recommendation 
stipulated a minimum duration of maternity leave of 18 
weeks, with cash benefits equal to 100 per cent of 
previous earnings.  Several UNECE member states have 
provisions which exceed those contained in this ILO 
recommendation, including Estonia, the Russian 
Federation and Ukraine.  As such, these former socialist 
countries extend a long tradition of state support for 
working women introduced at the time of the Second 
World War (Hecht, 1986). 

In table 2 below, provisions regarding 
maternity/parental leave are classified depending on the 
duration of the leave and the cash benefits received 
during this period.  Note that, unless indicated otherwise, 
the table refers to the maternity/parental leave provision 
and does not include provision regarding additional 
childcare leave, which will be discussed later.  Note also 
that the table does not take into account the eligibility and 
coverage of programmes.  We know that in some 
countries a non-negligible proportion of women who are 
employed while being pregnant do not qualify for 
maternity leave benefits.  Unfortunately information on 
the take-up rate and coverage is not available for all 
countries, and is not included in the table. 

As can be seen in table 2, the majority of countries 
complied with or exceeded the entitlements proposed by 
the ILO Convention.  This is not, in fact, surprising 
considering that the ILO adopted its first Maternity 
Convention back in 1919, with a revised one in 1952 - 
thus it has for a long time been promoting the adoption of 
measures to support working mothers.14 What is, 
however, important to remember is that despite the 

                                                                                            
also eligible to it.  The duration of this leave is usually 3 to 4 months 
although it is longer in some countries.  In contrast, parental or childcare 
leave usually refers to additional leave granted until the child is 1, 2 or 3 
years old. In some countries this leave is unpaid or is paid at a lower rate 
than maternity leave. 

14 These earlier conventions were, however, more concerned with 
protecting the health of mothers and infants than promoting gender 
equality. 
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economic constraints that have affected many countries 
since the beginning of the 1990s, most countries still 
meet minimum standards when it comes to maternity 
leave. 

Parental/childcare leave 

The ILO Maternity Protection Recommendation 
referred to above also recommends the adoption of 
parental leave to extend the period during which the 
mother or father can stay at home to look after their 
young child.15  As mentioned above, the European Union 
has also given its support to the adoption of parental 
leave through its 1996 Council Directive on the 

                                                        
15 The article states that “The employed mother or the employed 

father of the child should be entitled to parental leave during a period 
following the expiry of maternity leave” (ILO, R191). 

framework agreement on parental leave.  In 1993, about 
one third of UNECE member states had already put in 
place a parental or childcare leave programme.  By 2002, 
this was the case in half of them.  Table 3 below classifies 
countries according to the nature of their parental leave, 
its duration and cash benefits. 

The introduction of parental leave schemes in a 
large number of countries did not take place in a vacuum.  
In particular, it may be explained by three factors.  First, 
it is obvious that the recommendations and directives 
adopted by various international organisations and supra-
national governments laid the groundwork for such 
programmes.  For example, the European Union 
Directive on parental leave had an undeniable impact on 
the introduction of parental leave in countries that did not 
previously have any such provisions.  Secondly, and very 
importantly, the introduction of parental leave also 
responded to a demand from parents. For example, 

TABLE 2

Classification of countries according to the duration of the maternity/parental leave 
and cash benefits paid during the leave 

 

 Cash benefits equal 
to 80 per cent of 
earnings or more 

Cash benefits equal 
 to 50-79 per cent of 

earnings or more 

Cash benefits equal 
 to less than 50 per cent 

 of earnings 

Duration of leave 18 weeks or more ............................. Armenia Albania Finland 
 Belarus Canada  
 Bulgaria Czech Republic  
 Estonia* Denmark  
 Iceland Finland  
 Italy Hungary  
 Kyrgyzstan* Ireland  
 Liechtenstein United Kingdom  
 Norway   
 Moldova*   
 Portugal*   
 Romania   
 Russian Federation*   
 San Marino*   
 Slovakia   
 Sweden   
 Ukraine*   
 Uzbekistan*   

Duration of leave between 14 and 17 weeks ................ Andorra Belgium  
 Austria* Cyprus  
 France* Greece  
 Georgia* Malta  
 Germany* Switzerland  
 Latvia*   
 Luxembourg*   
 Monaco   
 Netherlands*   
 Poland*   
 Slovenia*   
 Spain*   
 Turkmenistan*   

Duration of leave below 14 weeks ................................ Azerbaijan Turkey United States 
 Israel*   

Source:  Compiled by the author from information contained in the publication Social Security Programs throughout the World. 
Notes:  *  Denotes cash benefits equal to 100 per cent of earnings. 
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results from the Eurobarometer survey of 1993 indicated 
that 22 per cent of respondents across the European 
Community identified parental leave as a high priority for 
policy (Malpas and Lambert, 1993).  Furthermore, 
numerous studies on children’s development have 
indicated the positive impact of parental presence at 
home during the first year of a child’s life (Ruhm, 
2004).16  Thirdly, the apparent popularity of parental 
leave programmes among governments has also been a 
response to the increase in female labour force 
participation and has been seen as a way of reducing the 
demand for childcare.  For example, the OECD report on 

                                                        
16 These studies, however, also suggest that parental presence at 

home may be less important during subsequent years.  In fact, a large 
number of studies have shown a positive impact of the mother’s 
employment on a child’s development (Parcel and Menaghan, 1994).  

early childhood education and care policy for the Czech 
Republic states that ‘the political changes after 1989, 
particularly the introduction of an extended period of 
maternity leave, drastically reduced the demand for 
public childcare outside the home’ (OECD, 2000).  
Similarly, Germany’s extended parental leave has often 
been viewed as a response (or justification) for its very 
limited childcare provision (Gauthier, 1996b). 

What should not, however, be forgotten is that 
extended parental leave often carries a heavy opportunity 
cost for parents, not only in terms of foregone earnings, 
but also in terms of degradation of human capital and 
missed opportunities for promotion.  For these reasons, 
the take-up rate for these programmes is not 100 per cent.  
For example, data from Germany show that although 
more than 90 per cent of parents who were employed 
prior to childbirth took some parental leave, only about 
two-thirds of mothers intended to use the full three years 
of parental leave (Pettinger, 1999).  Data also suggest that 
the take-up rate may vary with income and profession.  
For example, data from Finland reveal that 72 per cent of 
blue-collar fathers took paternity leave in 1997, as 
opposed to 56 per cent of fathers in a managerial position 
(Samli and Lammi-Taskula, 1999). 

The gender dimension of state support for 
working parents 

As mentioned earlier, the introduction and 
extension of state support for working parents were a 
response to the increase in female labour force 
participation and the ongoing call for gender equality.  
When it comes to state support for working parents, 
gender equality is in fact a tricky issue.  On the one hand, 
while maternity and extensive parental leave programmes 
were initially introduced as a way of allowing women to 
combine work and family responsibilities, the emphasis 
has gradually shifted away from working mothers 
towards the promotion of gender equality in the division 
of both paid and unpaid work.  This shift in emphasis is 
well illustrated by the change of name of one of the 
ILO’s initiatives.  While in 1965 the ILO was adopting 
the ‘Recommendation on Female Workers with Family 
Responsibilities’, in 1981 it was working on the 
‘Convention on Workers with Family Responsibilities’ - 
thus dropping the reference to female workers. 

On the other hand, the reality is that parental and 
childcare leave programmes have been mainly taken up 
by women, and have thus contributed to the further 
widening of the gap between men and women in their 
division of paid and unpaid work.  There is no systematic 
data on take-up rates by gender, but data from Sweden 
suggest that in the late 1990s only one third of fathers 
took parental leave, and that fathers accounted for only 
10 per cent of all days taken (Haas and Hwang, 1999).  
The situation is even less equal, from a gender 
perspective, in Germany where the proportion of leave-
takers among fathers is less than two per cent (Rost, 

TABLE 3

Childcare/parental leave provision regarding the first childa 

Paid leave of more than 2 years 

Austria France 
Azerbaijan Germany 
Czech Republic Hungary 
Estonia Slovakia 
Finland  

Paid leave of 1 to 2 years 

Albania* Poland 
Armenia Romania 
Bulgaria Serbia 
Croatia Sweden* 
Denmark Switzerland 
Kyrgyzstan Ukraine 
Lithuania Uzbekistan 
Norway  

Paid leave below 1 year 

Canada San Marino 
Italy Slovenia 
Luxembourg  

Unpaid leave 

Belgium Netherlands 
Georgia Portugal 
Greece Spain 
Ireland United Kingdom 
Israel  

No provision for leave 

Andorra Malta 
Belarus Moldova 
Cyprus Monaco 
Kazakhstan Switzerland 
Latvia Turkey 
Liechtenstein United States 

Source:  Compiled by the author from information contained in the publication 
Social Security Programmes throughout the World as well as country-specific 
information from various sources. 

Notes:  *  This provision corresponds to the maternity/parental leave one. 
a In some countries, more extensive provision is available for higher-order 

births. 
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1999).  The reasons given by fathers for not participating 
in parental leave schemes are numerous, but generally 
they fall into four main categories, according to a study 
carried out in Germany (Rost, 1999: p. 255): (1) 
profession-related reasons (e.g. “I do not want to miss 
professional opportunities”); (2) attitudinal reasons (e.g. 
“I could not imagine staying at home”); (3) workplace-
related reasons (e.g. “I was worried about the reaction of 
managers and colleagues”); and (4) financial reasons (e.g. 
“the allowance would not have been enough to 
compensate for lost income”). 

As a reaction to this situation, some countries have 
started to introduce additional paternity leave and/or have 
earmarked part of the parental/childcare leave to fathers 
(which is non-transferable).  Earmarking was the strategy 
adopted by the Norwegian government in 1993 when 
four of the 52 weeks of parental leave became reserved 
for the father.  This is an individual entitlement that 
cannot be transferred to the mother (Leira, 1999).  This 
so-called ‘father’s quota’ has been a success: while only 
about 2 to 3 per cent of Norwegian fathers shared 
parental leave with the mother before its introduction, 
close to 70 per cent of fathers have claimed the father’s 
quota since (Leira, 1999).  Other examples of such 
attempts at bringing more gender equality into the sharing 
of parental responsibilities appear in table 4.  In general, 
Western European countries have been moving faster in 
this direction than other countries.  Very likely, this is an 
issue that will be attracting more attention in the years to 
come. 

Childcare and early childhood education 
programmes 

Finally, another policy response to the increase in 
female labour force participation and the call for gender 
equality has been the provision of childcare and early 
education programmes.  Under their former socialist 
regimes, countries of Central and Eastern Europe had in 
place an extensive system of public childcare and early 
childhood programmes.  The fall of these regimes 
drastically affected these provisions.  For example, in 
Armenia the percentage of 3-6 year olds in pre-primary 
school programmes declined from 49 per cent in 1989 to 
25 per cent in 2001.  In Lithuania, the decline was from 
54 per cent in 1989 to 40 per cent in 1993.  Since then, 
however, the figure has increased again and reached 66 
per cent in 2001 (see table 5).  The percentage of children 
enrolled in pre-primary school programmes has in fact 
increased in several Central and Eastern European 
countries since 1993; a reflection of the improvement in 
the countries’ financial situation, and in some case a 
reflection of a shift to privately owned or church-operated 
programmes. 

In other countries of the UNECE, the provision of 
childcare and early childhood education programmes has 
always varied widely, ranging from very minimal 
provisions to very extensive ones.  Since the 1990s, these 

inter-country variations have been maintained.  Several 
countries have increased their provision of childcare and 
early childhood education, but the increases have often 
been limited by severe budget constraints as well as 
political reservations concerning the role of the state in 
the provision of childcare. 

The effects of state support for families 
As discussed throughout this paper, state support for 

families encompasses a wide range of measures as well 
as different objectives.  In this section, I review the 
literature regarding the effects of different policies on (1) 
child and family poverty; (2) work-family reconciliation 
and gender equality; and (3) fertility. 

Effects on child and family poverty 

Are the current cash transfer schemes effective in 
tackling child and family poverty?  Empirical data show 
that in some countries the current systems of cash 
transfers to families are indeed significantly reducing 
child poverty.  For example, the child poverty rate - pre-
tax and pre-cash transfers - in Poland in the 1990s was 
estimated to be around 44 per cent.  After tax and 
transfers, it was only 15 per cent (poverty being defined 
here as the percentage of children living in households 
with income below 50 per cent of the national median) 
(UNICEF, 2000).  The comparable figures for Hungary 
are 38 per cent and 10 per cent respectively.  A study on  

TABLE 4 

The gender dimension in parental/childcare leave programmes in 
selected countries as of 2002a 

 Paid leave  Unpaid leave 

Father’s quota or individual entitlement...... Belgium Greece 
 Denmark Ireland 
 Luxembourg Netherlands 
 Norway Portugal 
 Sweden Spain 
  United Kingdom

Both parents are eligible ............................ Austriab .. 
 Finlandc  
 France  
 Germany  
 Italyd  

Only the mother is eligible ......................... .. .. 

Source:  Compiled by the author from information contained in the publication 
Social Security Programmes throughout the World, in Moss and Deven (1999), as 
well as country-specific information from various sources. 

Notes: 

a Note that this information is not available for all countries. 

b If the father shares some of the leave, the duration of the leave is 
extended from 18 months to 24 months. 

c As of 2003, fathers are allowed to an additional two weeks of paternity 
leave, if they also use the last two weeks of the parental allowance period. 

d If the father takes at least 3 months of leave, the duration of the leave is 
extended from 10 months to 11 months. 
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the impact of cash transfers on child poverty in the Czech 
Republic, Hungary and Poland confirmed that social 
transfers in general, and family benefits in particular, did 
indeed contribute significantly to reducing child poverty 
in these three countries (Forster and Toth, 2001). 

On the other hand, child poverty remains high in 
several countries even after cash transfers.  Among the 
countries for which the data are available, child poverty 
was equal to or above 20 per cent in Italy, Turkey, the 
United Kingdom and the United States (UNICEF, 2000).  
What this means is that although countries have been 
paying attention to Recommendation 5 of the European 
Population Conference regarding the provision of 
financial support for families - particularly for those with 
limited resources - several countries still fall short of 
eradicating child poverty and of ensuring an adequate 
standard of living for all families with children. 

Effects on work-family reconciliation and gender 
equality 

Are the current maternity, parental and childcare 
leave programmes effective in helping families reconcile 
work and family responsibilities?  And are they effective 

TABLE 5

Provision of early childhood education expressed as the gross 
enrolment rate a 

and characteristics of the public early childhood education 

Country 1989 1993 2001 

Albania ........................................ 42.5 27.8 43.0 
Armenia ....................................... 48.5 29.1 24.6 
Austria ......................................... 70.3 74.7 83.0 
Azerbaijan ................................... 21.6 16.2 24.0 
Belarus ........................................ 63.2 61.5 68.9 
Belgiumb ...................................... 104.2 116.2 113.0 
Bosnia and Herzegovina ............. .. .. 8.7 
Bulgaria ....................................... 66.7 59.7 73.6 
Canada ........................................ 61.3 61.9 64.0 
Croatia ......................................... 29.4 26.1 42.4 
Cyprus ......................................... 57.0 c 63.0 60.0 
Czech Republicd........................... 81.3 76.7 86.6 
Denmarke ..................................... 96.5 84.0 90.0 
Estonia ........................................ 62.2 59.9 80.3 
Finlandf ........................................ 33.4 36.7 54.0 
France ......................................... 83.4 83.9 114.0 
Georgia ........................................ 43.6 19.0 30.2 
Germany ...................................... .. 88.8 103.0 
Greece ......................................... 56.4 60.2 72.0 
Hungary ....................................... 85.7 86.2 86.4 
Iceland ......................................... 49.0g 48.0 109.0 
Ireland ......................................... 100.6 105.4 .. 
Israel ............................................ 83.0h 81.0 113.0 
Italyi ............................................. 92.4 95.7 96.0 
Kazakhstan .................................. 53.1 31.6 13.9 
Kyrgyzstan ................................... 31.3 8.8 9.0 
Latvia ........................................... 53.9 40.1 65.6 
Lithuania ...................................... 61.0 33.3 52.6 
Luxembourg ................................ 90.1 98.7 119.0 
Malta ............................................ 105.0 j 115.0 100.0 
Netherlandsk ................................ 98.3 97.4 97.0 
Norwayl ....................................... 83.1 93.7 79.0 
Poland ......................................... 48.7 44.3 50.4 
Portugalm...................................... 36.1 57.5 70.0 
Republic of Moldova .................... 61.2 37.0 40.8 
Romania ...................................... 61.6 57.4 67.7 
Russian Federation ..................... 73.4 62.8 66.4 
Serbia and Montenegro ............... 24.1 24.6 44.0 
Slovakia ....................................... 77.9 61.2 69.5 
Slovenia ....................................... 56.3 62.8 68.3 
Spain ........................................... 57.1 69.9 102.0 
Swedenn ...................................... 64.4 65.5 75.0 
Switzerland .................................. 59.6 92.5 .. 
Tajikistan ..................................... 16.0 9.4 5.9 
FYR Macedonia ........................... 24.2 23.5 28.5 
Turkey ......................................... 5.0o  6.0 6.0 
Turkmenistan ............................... 33.5 28.3 21.4 
Ukraine ........................................ 64.2 54.5 43.9 
United Kingdomp ......................... 51.4 27.8 81.0 
United Statesq ............................. 58.7 67.0 61.0 
Uzbekistan ................................... 36.8 26.1 19.4 

Source:  Data is from UNESCO’s website, the UNESCO 1997 Statistical 
Yearbook, and UN (2001). 

Notes: 
a Defined as the number of pupils enrolled in the given level of education, 

regardless of age, expressed as a percentage of the population in the relevant 
official age-group (see information below on the characteristics of the 
programmes).  This rate can exceed 100 per cent in some countries.  This also 
means that the data is not fully comparable across countries because the intake 
corresponds to children of different ages.  The emphasis here is on the historical 
trends, and not so much on the cross-national differences in the provision of early 
childhood education. 

Information on the characteristics of the early childhood education 
programmes is not available in all countries.  The information reported below is 
drawn from UN (2001). 

b Free for children 2½-5 years old (85 per cent coverage at age 2½ and 
almost 100 per cent at ages 3-4). 

c Data is for 1990. 
d Free for children 3-6 years old (66.5 per cent of children enter public fee-

paying, full-day pre-school at 3 years reaching 98 per cent at 5-6 years old). 

e For children 5-7 years old (98 per cent of children of 5-7 years old are 
enrolled in free pre-school class.  At the age of 4, 89 per cent of children are 
enrolled in kindergartens or age-integrated centres). 

f Free for children 6 years old (78 per cent of children of this age attend pre-
school class.  Among 3-6 year olds around 68 per cent are enrolled in childcare 
centres, and among those aged 1-3 about 24 per cent are in early children 
education centres). 

g Data is for 1990. 

h Data is for 1990. 

i For children 3-6 years old (70-90 per cent of children attend pre-school 
from the age of 3, reaching over 96 per cent at age 5-6). 

j Data is for 1990. 
k For children 4-6 years old. 

l For children 3-6 years old (48 per cent of children aged 1-4 years old are 
enrolled in some child care centre, and 80 per cent of 4-6 years old are enrolled in 
kindergartens). 

m For children 3-6 years old (60 per cent enrolment in pre-school for children 
3-4; 75 per cent for children 4-5; and 90 per cent for children 5-6 years old). 

n For children 6-7 years old (91 per cent of children of that age attend pre-
school; 64 per cent of children aged 1-6 attend a full-day pre-school). 

o Data is for 1990. 
p For children 3-5 years old (59 per cent of children 3-4 are enrolled in early 

education centres). 

q For children 4-6 years old (more than 60 per cent of 4-year olds are 
enrolled in nursery schools, and 90 per cent of 5-year olds are enrolled in 
kindergartens). 
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in promoting gender equality?  As already discussed, 
maternity, parental and childcare programmes tend to 
receive wide support in public opinion surveys.  They are 
also effective in that they allow parents to temporarily 
withdraw from the labour market in order to care for their 
newborn, and to resume work when their children are 
older.17  However, parents on leave face discontinuity in 
their careers, although the opportunity cost of such 
discontinuities is partly compensated by job security and 
cash benefits.  As discussed before, countries still vary 
enormously in their provision of maternity, parental and 
childcare leave programmes, both in terms of their 
duration and cash benefits.  In particular, some countries 
still do not meet all the standards proposed by the 
International Labour Office. 

If they are effective in allowing parents to combine 
work and family responsibilities, these programmes do 
not, however, have the same impact on men and women.  
As discussed earlier, mothers are usually the ones who 
take leave.  They are the ones who have to face career 
discontinuities and they are the ones who assume the role 
of primary caregivers.  Several countries have started to 
tackle this issue by introducing fathers’ quotas (non-
transferable leave).  The empirical evidence suggests that 
such programmes have been effective so far - obviously 
not in bringing complete equality in the sharing of 
childcare responsibilities, but in encouraging fathers to 
take at least some time off work to look after their 
children.  In other words, countries have been moving 
closer to supporting parents in their combination of 
professional life and parental roles (Recommendation 4 
of the European Population Conference), and to bringing 
equality between men and women, including equal 
opportunities for employment and equality in family 
responsibilities (Recommendation 6 of the European 
Population Conference).  However, countries have been 
endorsing these recommendations to different extents. 

In terms of the actual impact of policies on 
employment, two different issues have been addressed in 
the literature.  First, there is a large body of literature on 
the impact of policies on employment, with a focus on 
the possible work disincentives of welfare programmes.  
This literature is mainly based on American data and 
suggests that, overall, welfare programmes do carry some 
work disincentives and that these work disincentives 
come from the imbalance between welfare benefits on the 
one hand, and low wages and high childcare costs on the 
other (see the review in Blank, 1997).  The literature, 
however, also suggests that the impact of these work 
disincentives is small.  In Europe, a recent paper by 
Dingeldey (2001) examines the possible impact of tax 
systems on family employment patterns and especially in 

                                                        
17 There are significant cross-national differences in the degree of job 

protection given to parents on leave.  In some countries, parents are 
allowed to resume exactly their same job, while in others they are 
guaranteed a similar job. 

their impact on dual-earner families.  The study found no 
clear evidence that tax systems are promoting single-
earner families as opposed to dual-earner ones.  However, 
the study also notes the fact that contradictory incentives 
or restrictions may be present in other concurrent policies 
and complicates the analysis of the effect of tax policies 
on employment. 

A second body of literature examines the effect of 
policies on a woman’s return to work after childbirth.  
Literature from the United States and Scandinavian 
countries does confirm the impact of childcare costs and 
childcare quality on mothers’ labour force participation 
(see, for example, Blau and Robins, 1988, and Hofferth 
and Collins, 2000).  Higher childcare provision and lower 
costs have a positive impact on mothers’ labour force 
participation (Gustafsson and Stafford, 1992).  Results 
are not, however, unanimous in the literature.  For 
instance, a study by Kreyenfeld and Hank (2000) on 
German data found no evidence that variations in the 
regional provision of public day care had any impact on 
female labour force participation. 

As to the link between parental leave and female 
labour force participation, a recent study on the 
employment patterns of women after their first and 
second births in Finland, Norway and Sweden by Ronsen 
and Sundstrom (2002) showed that women who are 
entitled to paid leave have a much higher overall 
employment re-entry rate during the first three years 
following a birth than non-eligible women.  However, the 
study also stresses that long absences from work may 
have large opportunity costs in addition to reinforcing 
gender inequality.  The authors write: “Very long leave 
entitlements and child-minding benefit programmes 
could have negative consequences for women’s career 
and earnings potentials and may preserve an unequal 
division of labour in the family” (Ronsen and Sundstrom, 
2002: p. 121). 

Effects on fertility 

As pointed out in this paper, although low fertility 
may have motivated the introduction of family policies or 
specific measures, explicit pronatalist aims are nowadays 
absent from most national policies.18  Nonetheless, the 
assumption that is often made by governments and some 
scholars is that part of the reason why fertility is so low is 
that parents do not receive sufficient state support, 
especially in their efforts to combine work and family 
responsibilities.  Is there, however, empirical evidence to 
suggest that state support for families can have an impact 
on fertility?  First of all, it should be stressed that the link 

                                                        
18 According to the UN 2001 National Population Policies data, 28 

UNECE member states perceived their fertility level as too low and 20 
claimed that they had implemented policies to raise fertility.  However, 
the UN survey does not include information on the actual measures in 
place to raise fertility. On the basis of the evidence reviewed in this paper, 
it appears that pronatalism is not an explicit objective of most 
governments. 
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between policies and fertility is a complex one involving 
the promotion and aims of policies, the level of female 
employment, economic context and social norms 
regarding gender equality (Brewster and Rindfuss, 2000; 
Demeny, 2003).  For these reasons, the quantification of 
the effect of policies on fertility has been plagued by 
methodological problems. Bearing this in mind, the 
papers by Gauthier (1996a, 2001) and Sleebos (2003) 
provide extensive reviews of the empirical literature on 
the effect of policies on fertility.  The conclusions are 
two-fold: 

(1) There does indeed appear to be a positive - albeit 
very small - impact of cash benefits on fertility, 
when the analysis is carried out at the aggregate 
level. For instance, Gauthier and Hatzius (1997), 
having studied 22 industrialised countries, suggest 
that a 25 per cent increase in family allowances 
would result in an increase of 0.07 children per 
woman.  Similarly, the analysis by Whittington, 
Alm and Peters (1990) on aggregate fertility data 
for the United States suggest that tax benefits have a 
positive impact on fertility.  On the other hand, 
mixed results are found when the analysis is carried 
out at the micro-level.  The analysis by Cigno and 
Ermisch (1989) on the 1980 United Kingdom 
Women and Employment Survey confirmed that 
higher child benefits raise completed fertility.  
However, analyses based on American data, and 
focusing on means-tested and other targeted 
benefits, are inconclusive.  For example, An, 
Haveman and Wolfe (1993) found that teenage girls 
whose mothers received welfare are more likely to 
give birth out of wedlock.  However, the analysis by 
Acs (1996) suggests that welfare benefits have no 
statistically significant impact on subsequent 
childbearing decisions. 

The literature also suggests that policies that support 
working parents can sometimes have a positive 
effect on fertility - although contrary evidence is 
also reported in the literature.  The analysis by 
Hyatt and Milne (1991) on Canadian data suggests 
that a 1 per cent increase in maternity benefits 
would result in a 0.26 per cent increase in fertility.  
The analysis by Kravdal (1996) on Norwegian data 
suggests that a 20 per cent increase in childcare 
enrolment would result in an increase in cohort 
fertility of .05 children per woman.  And the recent 
analysis by Castles (2003) suggests a positive 
relationship between the provision of childcare and 
aggregate level of fertility in 20 OECD countries.  
On the other hand, some studies have found no 
evidence that work-related policies have an impact 
on fertility.  For example, the analysis by Hank and 
Kreyenfeld (2003) on German data revealed no 
statistically significant impact of childcare 
availability on fertility.  Similarly, the analysis by 
Andersson, Duvander and Hank (2003) on Swedish 

data reveals no evidence that the provision of 
childcare has an effect on the probability of a 
second or third birth. 

(2) In analysing the impact of policies on fertility, there 
is a need to distinguish between the short-term 
impact of benefits (on the timing of births) and the 
long-term impact (on cohort fertility).  For example, 
the analysis of Ermisch (1988) on British data 
suggests that an increase in family allowances 
increases the chance of third and fourth births but 
that it also encourages early motherhood.  Evidence 
of the impact of policies on the timing of fertility 
was also reported by Hoem, Prskawetz and Neyer 
(2001) in their analysis of the impact of policies on 
third births in Austria, and by Hoem (1993) on 
Swedish fertility. 

I have already referred to methodological 
difficulties which have confronted studies on the impact 
of policies on fertility.  These methodological issues 
include the difficulty of disentangling the impact of 
policies from other determinants of fertility, as well as the 
possible contradictory effects of different types of 
policies.  There are two further issues that should be 
stressed.  First, the empirical literature has tended to be 
limited in scope in that it has often ignored issues of 
eligibility and receipt of benefits, especially employer-
provided benefits.  Data from the OECD suggests that in 
some countries a non-negligible proportion of employers 
offer extra-statutory arrangements regarding child sick 
leave, maternity leave and parental leave, as well as 
offering flexi-time and childcare (OECD, 2001).  The 
impact of these benefits on fertility has not been analysed 
in the literature.  And secondly, one may speculate that it 
is not just specific measures that may influence fertility 
but that it is instead the whole package of measures.  As 
pointed out above, there is no encompassing measure of 
state support for families that is cross-nationally 
comparable.  Consequently, although empirical studies 
have been able to test the impact of specific policies on 
fertility, they have not been able to assess the impact of 
the whole package of state support for families. 

Conclusions and future trends 
I started this paper by referring to some key 

recommendations adopted by the UNECE, including the 
nurturing of a child-friendly and family-friendly 
environment, the support of parents in their combination 
of professional life and parental roles, the financial 
support of families, particularly for those with limited 
resources, and the promotion of equality between men 
and women, including equal opportunities for 
employment and equality in family responsibilities.  Have 
countries implemented these recommendations?  I offer 
three conclusions… 

First, there is no way of measuring the degree of 
child- and family-friendliness in countries.  However, it is 
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clear that the majority of countries have been devoting 
resources to improving the well-being of families and 
children.  In some countries, this has been done through 
the adoption of a comprehensive family policy, while in 
others it has been through the adoption of specific 
programmes.  The nature and the extent of these 
programmes are an indication of their level of support for 
families but also of their priorities (themselves being 
partly dictated by the needs of families).  Thus, while 
issues of child poverty have dominated the agenda of 
governments in Central and Eastern Europe, issues of 
gender equality and early childhood education have 
dominated the agenda of other UNECE member states.  
From a researcher’s perspective, the monitoring of these 
developments is very difficult, as there is no systematic 
reporting of policies and initiatives related to families.  If 
the UNECE is serious about its recommendation 
concerning the promotion of a more child-friendly and 
family-friendly environment (Recommendation 3 of the 
1993 European Population Conference), it should put in 
place the instruments to monitor and assess the 
developments in this field.  Such monitoring should 
include not only policies and programmes related to cash 
support for families and support for working parents, but 
also a wider range of measures that may also influence 
partnership, childbearing and parenting, including grants 
and subsidies for higher education, support for youth 
employment, etc. 

Secondly, with regard to the financial support of 
families, particularly for those with limited resources 
(Recommendation 5 of the 1993 European Population 
Conference), the available data do not allow one to fully 
assess the extent to which programmes are successful in 
lifting families out of poverty.  What we have seen, 
however, in this paper is that financial support for 
families was badly hit following the collapse of the 
socialist regime in Central and Eastern Europe, but since 
then the situation has gradually improved.  What we have 
also seen is that several countries have moved away from 
universal cash benefit programmes and have opted for 
more targeted programmes.  Again, it is difficult to assess 
the success of these programmes.  There is in fact a large 
controversy in the literature regarding the pros and cons 
of universal versus targeted programmes (see for example 
Battle and Torjman, 2001). 

Thirdly, with regard to the support of parents in 
their combination of professional life and parental roles 
(Recommendation 4 of the 1993 European Population 
Conference), and the promotion of equality between men 
and women, including equal opportunities for 
employment and equality in family responsibilities 
(Recommendation 6 of the 1993 European Population 
Conference), most countries have been devoting effort to 
this field.  In most countries the current provisions now 
exceed the minimum standards included in the ILO 
Maternity Protection Convention (2000).  However, two 
points emerge from the analysis.  First, it is clear that the 

provisions vary enormously across countries both in 
terms of duration of maternity, parental and childcare 
leave, and in terms of cash benefits.  While in some 
countries parents may take up to three years of leave with 
some financial compensation, in other countries paid 
leave is restricted to the period immediately before and 
after childbirth.  Secondly, it is also clear that different 
countries have not endorsed the issue of gender equality 
to the same extent.  While some countries have started to 
explore ways of encouraging more fathers to take leave 
and to care for their newborn, other countries have 
continued to promote a traditional gender division of 
labour.  Again, this is something that should be 
monitored more closely; however, data are limited, 
especially when it comes to the take-up rate of parental 
leave. 

Finally, where are countries heading?  The evidence 
reviewed in this paper suggests that issues of child and 
family poverty, the reconciliation of work and family 
responsibilities, and gender equality are issues that are 
not going to disappear from the political agenda in the 
near future, as they are issues to which governments are 
highly committed.  However, during the past decade 
countries have been restricted economically in the pursuit 
of these objectives and this is a situation that is also 
unlikely to disappear.  In particular, there is always the 
threat that competing demands may eclipse state support 
for families on the agendas of national governments.  
Continuing the promotion of family issues at the 
international level should therefore be a priority, in order 
to maintain them on the political agendas of national 
governments.  International institutions should also 
develop better tools to measure and monitor state support 
for families and support provided by employers.  Only 
with these tools can we start to understand the choices, 
opportunities and constraints offered to parents and 
would-be parents. 
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The second half of the 20th century has seen major 
shifts in the nature and the extent of worldwide 
migration.  While the classical immigration countries 
such as the United States have remained major receiving 
areas, their sources of immigration have changed 
substantially, away from the traditional European sources 
to Latin America and Asia.  At the same time, many 
societies in Europe have been transformed by their 
intense and multi-faceted immigration experience in the 
sixty years after World War II.  Finally the enlargement 
of the EU – in combination with increasing migration 
activity worldwide – has placed migration high on the 
European agenda.  This does not only apply to the EU 15 
countries.  In addition, Central European countries face 
increasing problems with their new role as transit 
countries for people heading towards Western Europe.  
Also the characteristics of the migration flows have 
become more diverse.  Temporary migration of workers, 
especially highly skilled workers, is increasingly growing 
in importance, while traditional migration networks 
appear to be losing their significance.  More restrictive 
migration policies towards asylum seekers, refugees and 
unskilled workers has increased the volume of illegal 
immigration and human trafficking. 

The overarching theme of the current migration 
debate is the nature of the economic effects for the 
receiving economies.  However, neither the causes and 
consequences of migration are well understood, nor is it 
obvious how to predict its development into the future.  
Most importantly, immigration has become a more 
variegated phenomenon, making a shift of research effort, 
particularly to the receiving region Europe, 
indispensable.  Within Europe, the free movement 
agreement of the European Union in principle smoothes 
the way for labour migration across national borders.  Yet 
despite the demise of socialism in Eastern Europe, 
mobility within the European Union still seems rather 
low or even negligible, thereby moving migration from 
outside Europe into the centre of the discussion. 

The current situation of the European labour 
markets is characterised by rather high average 
unemployment.  However, there is typically a concurrent 
shortage of highly skilled labour. Thus, European 
economists argue increasingly for an immigration policy 
directed at actively recruiting highly qualified workers 
from abroad. Among migration experts there is even a 
growing perception that the industrialised countries have 
been involved for a long time in a constant competition 
for highly skilled workers (for a recent overview on 
highly skilled migration see Rothgang and Schmidt, 
2003).  In addition, Europe’s societies are ageing, placing 
their pay-as-you-go social security systems under 
considerable demographic pressure. It is increasingly 
realised by the public that a regulation of future 
immigration that is tailored to attract young and 
economically successful migrants can alleviate some of 
the demographic burden associated with an ageing 
population (Bonin et al., 2000). 

In this paper, we outline a systematic classification 
of economic migration research according to its major 
conceptual and applied questions.  The state of theoretical 
and empirical research in the literature is briefly reviewed 
and presented within a clear conceptual framework.  
Although there is no unique, all-encompassing theoretical 
model linking together all aspects of the different topics 
of economic migration research, the main issues can be 
conceptualised within three broad lines of research. 

The first research area is concerned with the factors 
which determine the decision to migrate, and 
consequently with the magnitude and the composition of 
migration flows.  The analysis of this theme is an 
important prerequisite for the understanding both of 
migrant performance and the impact of immigration, 
which are the other two areas of economic migration 
research. 

Research on the economic performance of 
immigrants in the destination country examines how 
migrants’ wages and employment outcomes – or their 
dependence on the welfare system – compare to those of 
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comparable natives, and how this comparison evolves as 
the migrants’ duration of residence increases.  A closely 
related aspect concerns the perception of, and the 
attitudes towards, immigrants by the native population in 
the receiving country. 

A third line of research analyses the economic 
impact of immigration on the indigenous population and 
the macroeconomic performance of the destination 
country.  Perhaps most importantly, we examine whether 
immigration reduces the wages or employment prospects 
of natives or earlier immigrants, and by what 
mechanisms.  A mirror image of these research questions 
is also presented which studies concerns over the possible 
brain drain caused by emigration from sending countries. 

These three areas are interrelated with one another 
and have a potentially significant influence on 
immigration policy.  Migrants’ skills are perhaps the 
central theme of all economic migration research.  Since 
immigration policy might well influence the composition 
of immigration flows – and since formal and informal 
human capital endowments mainly determine the 
economic performance of immigrants in their destination 
country, as well as their impact on it – immigration 
policy can have a decisive role on the consequences of 
immigration. 

Throughout the paper, we will concentrate our 
discussion on the UNECE region (i.e. all the countries of 
Europe, plus Turkey and Israel, Canada and the United 
States, and all countries of the former Soviet Union 
including the Central Asian Republics).  In the first 
section, we provide a general typology of migration and 
migrants, as well as a critical discussion on the reliability 
of existing statistical information on international 
migration.  Migration flows in the region before and after 
1990, together with the policy responses of the countries 
towards immigration, are described in the following 
section.  Particular attention is paid to the background of 
an ageing society and the demand for highly skilled 
workers.  The third section offers a survey of the 
economic literature with regard to the performance of 
immigrants in the economy and their integration into the 
society of their receiving countries.  The fourth section 
discusses the economic impact of migration.  In the final 
section we discuss expectations with regard to future 
migration flows and the policy options of different 
immigration countries to deal with these flows. 

Introduction 

Migration in a historical perspective 
In the nineteenth and twentieth centuries, 

international labour mobility played a central role for 
many countries in the development of their societies, in 
international economic integration and in economic 
growth.  In the early 1900s, migration experienced a 
temporary high, as the overall attitude towards 

immigration was then quite liberal.  Similarly, in the 
1960s and early 1970s many receiving countries actively 
recruited labour from other countries to deal with their 
perceived lack of unskilled labour.  Starting with the first 
oil price shock in 1973, the attitude of most receiving 
countries changed towards the limitation of immigration, 
resulting in a ‘zero immigration’ policy in many 
European countries. 

In most cases, this change in attitude reflects 
anxieties that immigration of unskilled individuals exerts 
detrimental economic effects on natives by increasing 
income inequality and unemployment.  In addition to 
these economic arguments, opponents of immigration 
fear that it may increase social tensions and endanger 
national identities.  Because of these arguments, the 
pressure to tighten immigration opportunities has been 
very strong, especially in Europe.  Even though there is 
little public support for further immigration, many 
European countries have recently begun to take new, 
though modest, initiatives to admit more migrant 
workers.  These new initiatives are almost exclusively 
directed towards highly skilled migrants, reflecting an 
increasing worldwide demand for skilled labour. 

Despite the resistance of many receiving countries 
towards further immigration, worldwide migration flows 
have increased since the 1980s and the early 1990s (see 
OECD, 1999).  In the last decade, the number of 
sovereign states directly involved in international 
migration is rising steadily.  According to the IOM 
(2003), the total number of international migrants in 2000 
is estimated at approximately 175 million.  In other 
words, in 2000, one out of every 35 persons worldwide 
was an international migrant, compared to about one in 
45 in the 1970s and 1980s.  With a stock of migrants of 
about 56 million, Europe is the most important receiving 
area, followed by Asia, which has a migrant stock of 
almost 50 million, and North America with about 41 
million migrants.  For example, between 1988 and 1997 
the share of the foreign population increased from 4.5 per 
cent to 9.1 per cent in Austria, from 7.3 per cent to 9.0 
per cent in Germany, and from 5 per cent to 6 per cent in 
Sweden (OECD, 1999).1 

Measured in per capita terms, however, the 
Oceania-Pacific region, with a migrant stock of 19 per 
cent of the total population has the largest share of 
immigrants, followed by North America with 13 per cent. 
Note however, that these two continents include the four 
traditional immigration countries of Australia, New 
Zealand, Canada and the United States. Six out of the 10 
countries with the highest net immigration from 1970-

                                                        
1 See also Salt (2002) and Wanner (2002) for recent surveys of 

current migration trends in Europe. 
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1995 are either in Europe or North America.2  The 
leading country in terms of the absolute number of 
emigrants is Mexico, followed by Bangladesh, 
Afghanistan, the Philippines, Kazakhstan, Viet Nam, 
Rwanda, Sri Lanka, Colombia, and Bosnia and 
Herzegovina (see IOM, 2003, Tables 17.4 and 17.5). 

The increasing mobility of individuals throughout 
the world can be traced back to a variety of factors.  
These include the collapse of the socialist regimes in 
Eastern Europe, rising income differentials between rich 
and poor countries, and armed conflicts and human rights 
violations.  Falling communication and transportation 
costs have increased the information flow about 
economic conditions in potential receiving areas and 
reduced the difficulties in financing the costs of 
migration.  Together with a gradual evolution of the 
various push and pull factors that feed migration flows, 
the worldwide globalisation process has also resulted in a 
change of the migration experience of many countries.  In 
contrast to earlier decades, not only have the traditional 
immigration countries (Australia, Canada, New Zealand 
and the United States) been affected by increasing 
migration flows, but also most other countries in the 
UNECE region. 

For the traditional immigration countries, 
immigration was an essential ingredient for the early 
development of their society.  However, there are 
significant differences in the migration policies adopted 
by these countries.  The United States relies to a large 
extent on family migration, while the others follow a 
mixed strategy, managing immigration through quotas for 
different types of immigrants and a selective policy 
towards labour migrants by means of a points system.  
Nevertheless, these countries share a common 
characteristic in that they are still encouraging 
immigration for permanent settlement on a significant 
scale.  The second major type of immigration countries in 
the region comprises those with either post-colonial 
immigration (predominantly the United Kingdom, France 
and the Netherlands) or those which actively recruit 
temporary workers (for example Austria, Germany and 
Sweden). 

Even countries that historically have been 
emigration countries, such as Italy, Spain and Ireland, 
recently have become immigration countries.  Apart from 
return migration, these countries do not have long 
experience with the inflow of foreign workers and are 
only just developing immigration policies.  In the case of 
the Southern European countries, the increased inflow 
consists mainly of irregular migrants.  Together with 
some countries in Central and Eastern Europe (CEE) (e.g. 
the Russian Federation, the Caucasus, the Czech 

                                                        
2  The other four countries include Saudi Arabia, India, Australia and 

the United Arab Emirates. 

Republic and Poland), they also act as transit countries 
for irregular migrants heading north and west. Estimates 
suggest that hundreds of thousands of irregular migrants 
from Africa, Eastern Europe, the Middle East, Central 
Asia and China try to enter the EU via these transit 
countries each year (IOM, 2003). 

Provoked by the fall of the Iron Curtain, some 
countries in Eastern Europe became important emigration 
countries.  Many ethnic migrants returned from their East 
European home country to West European countries.  For 
example, 300,000 Bulgarians of Turkish origin have 
returned to Turkey since 1989.  Finland faced 
immigration of ethnic Finns from the Baltic states and the 
former USSR (IOM, 2003).  The country receiving the 
most ethnic migrants has been Germany.  Between 1989 
and 2001, more than 2.5 million ethnic Germans from the 
former USSR, Romania and Poland arrived in Germany 
(Bauer et al., 2004).  In addition, some CEE countries 
have become a major source of temporary labour in the 
EU.  Again, Germany acts as the main receiving country 
for this type of worker.  Polish and Czech workers 
especially migrate as contract workers or seasonal 
workers over the eastern borders of Germany.3 

The political changes after the fall of the Iron 
Curtain also initiated large-scale migration flows within 
the CEE countries, with migration occurring mainly 
between neighbouring countries (Romanians to Hungary, 
Czechs to Slovakia, Ukrainians to Poland and Bulgaria).  
Finally, the war in the former Yugoslavia resulted in a 
huge number of refugees arriving in the EU. 

Concepts: migration and migrants 
Migration is usually defined as the movement of a 

person or group of persons from one geographical unit to 
another across an administrative or political border, and 
wishing to settle permanently or temporarily in a place 
other than their place of origin.  Since the movement 
between two geographical units does not have to occur 
directly, one can further differentiate between the place of 
origin or sending region, transit regions, and the place of 
destination or receiving region (see IOM, 2003, p.8).  
Movements within a country are usually defined as 
internal migration and, accordingly, movements across 
international borders are called international migration.  
Henceforth, we exclusively focus on international 
migration. 

The broad concept of migration comprises many 
different forms of migration flows and distinct types of 
migrants. To organise our ideas about this phenomenon, 
we briefly develop a typology of migrants based on three 
key characteristics. Different combinations of these 

                                                        
3  See Bauer et al. (2003) for a more detailed description of temporary 

migration into Germany. 
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factors comprehensively describe the various modes of 
migration. Figure 1 shows the three main questions 
affecting migrants and is represented by a triangle: (a) 
Who is making the decision; (b) What is the motive for 
the migration decision; and (c) What is the regulatory 
environment? 

In terms of migration motives one can differentiate 
three types of migrants: those seeking economic 
opportunity in the destination economy; migrants who 
aim to accumulate savings or human capital while abroad 
in order to have increased economic opportunities upon 
their return; and migrants who move because of political, 
ethnic or religious oppression in their home country.  For 
the majority of migrants, the main driving force behind 
the migration decision is the desire to improve their 
material living conditions or quality of life.  Usually it is 
assumed that these migrants plan their move and invest in 
information and those aspects of human capital that are 
necessary for a successful integration into the labour 
market and society of the receiving country (Chiswick, 
1978). 

A related motive for working abroad is the 
accumulation of savings or skills with the objective of 
returning to their place of origin and building a better 
future there.  Migrants with these motives may not be 
obvious in the data.  By contrast to these two motives, 
ethnic migrants, asylum seekers and refugees migrate 
either because they are discriminated against in their 
country of origin because of their ethnicity, race or 
gender, or they are forced to move because of armed 
conflict in their home country.  Even though this is 
coerced migration, empirical evidence suggests that their 
choice of receiving country is determined at least partly 
by economic considerations (Rotte and Vogler, 1998). 

In general, the migration decision can be made by 
individuals, families or an extended family network. In 
contrast to individual migrants, the decision of family 
migrants is only partly driven by their own social and 
economic considerations (Mincer, 1978).  Rather, the 
opportunities and restrictions of all family members 
influence the decision.  Thus it might not be sufficient to 
examine only individual motivations to understand 
migration decisions.  It might even be the extended 
family which makes the migration decision.  A member 
of the network might be sent away to work in a location 
which is characterised by a better economic climate to 
ensure the extended family against economic instability 
at home. 

Regarding the regulatory environment, one can 
differentiate three possibilities: legal permanent migrants 
who wish to settle in their place of destination 
indefinitely; legal temporary migrants who aim to stay in 
the receiving region only for a limited period before 
returning to their place of origin or moving on to another 
destination area; and illegal migrants.  The legal status 
has direct consequences on the living situation of a 
migrant in the receiving area.  Illegal migrants are often 
not eligible for social and medical assistance and will 
have a difficult time securing certain civil rights.  They 
may also be subject to detention, expulsion, deportation 
and prosecution.  In addition, illegal migration, especially 
of women and children, is increasingly associated with 
the trafficking and smuggling of human beings.4 

                                                        
4 See IOM (2003) for a more detailed discussion and some estimates 

on the numbers of individuals involved in this type of migration. 
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The above typology of migrants covers the 
characteristics of the main groups of migrants observed.  
The migration decision of guest-workers and so-called 
‘target savers’, for example, is usually an individual 
decision to migrate temporarily on a legal basis to 
another country for economic reasons.  For asylum 
seekers, the decision to migrate is most often made by 
families because of some form of oppression in their 
home country and – upon the approval of their asylum 
status – they aim to stay permanently in their receiving 
country on a legal basis. 

However, a typology based on three characteristics 
cannot be completely exhaustive.  The same person can 
change classification depending on their place of origin 
and/or destination and with period of residence in the 
receiving country.  Destinations are not clear cut, either.  
Even though the migration decision of asylum seekers 
and refugees may be due to the political and social 
situation in their place of origin, their choice of 
destination area may be determined by economic reasons 
or family networks.  Hence, it may be unclear from the 
viewpoint of the receiving area whether to classify an 
asylum seeker or refugee as a humanitarian or economic 
migrant. 

Furthermore, the experience of many guest-worker 
countries in Western Europe has shown that migrants 
who originally intended or were supposed to stay only 
temporarily often change into permanent immigrants.  
Migrants who settle in a country by overstaying their 
visa, or by immigrating without valid or with forged 
documents, often have the opportunity to subsequently 
obtain legal residence status in the receiving region, for 
example by regularisation programmes.  In addition, 
changes in residence permit or work permit laws in the 
destination regions often result in changes in the legal 
status of the migrants already residing in those countries.  
Because of different regulations between countries 
concerning residence and work permits, the same migrant 
could hold a different legal status in different destination 
regions. 

Paucity of reliable statistical information on 
migration and its characteristics 

Unfortunately, the main source of statistical 
information in migration research has been aggregate data, 
either in the form of time series or as regional cross-
sections.  Time series data are more prevalent.  This could 
be explained by the availability of data provided by the 
statistical offices in their respective countries or by 
international organisations such as the OECD.  In 
addition, the econometric tools for analysing aggregate 
time series data are, in principle, sufficiently developed to 
allow a sound analysis.  The quality of such studies, 
however, is impaired by the low quality of the data.  Even 
for single countries the material is often flawed by 

measurement problems.  For instance, it is often difficult 
to obtain reliable numbers for out-migration even in 
countries with a tight registration system: emigrants are 
often not compliant when it comes to deregistration. 

Because international migration statistics are 
produced at the national level, cross-country studies 
almost always suffer from problems of data 
comparability.  There are substantial differences between 
countries in their measurement of migration streams, 
which can largely be explained by their different 
institutions, different definitions of migration and 
migrants, and a persistent lack of cooperation between 
the responsible national statistical institutions.5  One 
major source of data incomparability is the definition of a 
migrant.  Many European countries collect information 
only on persons that do not hold the citizenship of their 
country of residence.  Researchers are often forced to use 
this information as a proxy for the number of migrants in 
a particular country, because separate statistics of 
foreign-born people are not available.  These studies do 
not properly capture naturalisations, second generation 
immigrants or ethnic migrants.6 

Furthermore, migration studies using time series 
data are often faced with the problem that they are unable 
to discriminate between migrants moving for the purpose 
of seeking out economic opportunity and coerced 
migrants.  Econometric studies on the determinants of 
international migration often need to explicitly or 
implicitly use strong identification assumptions in order 
to be able to assess the impact of explanatory 
demographic and economic factors on the magnitude of 
migration flows (Fertig and Schmidt, 2001b); whatever 
the model, they may suffer from measurement errors 
resulting from the low quality of the underlying data 
(Bauer and Zimmermann, 1998). 

Over the last decade, researchers have increasingly 
analysed individual-level data.  Because of the 
availability of such data in the United States, this trend 
has been much stronger there than in Europe.  The 
investigation of individual-level data was hampered in 
the past by limited computer facilities and econometric 
techniques to deal with the often discrete or only partly 
continuous nature of the data, if such data was available 
at all.  Due to the tremendous improvement of computer 
technologies, this situation has changed dramatically 
since the 1980s, making it possible to handle large data 
sets on PCs or workstations.  Currently the availability of 
such data is more and more the real problem, at least in 

                                                        
5  See IOM (2003, Chapter 16) for a very detailed discussion on the 

problems of international migration statistics. 
6  For instance, Germany has received millions of ethnic German 

migrants in recent decades, none of which are covered in the official stock 
statistics of migrants. As a result of the rather restrictive German 
naturalisation laws, many second generation immigrants are still counted as 
foreigners, even though they were born in Germany. There are similar 
problems in many other European countries. 
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Europe, because this type of data is often not made 
available to researchers, with the argument that this 
would endanger the privacy of respondents.7 

To summarise, long-term comparable and reliable 
time-series of stock and flow data of migrants between 
countries are not currently available, although there is a 
long-standing recognition of the importance of providing 
better international migration statistics.  Reliable statistics 
on irregular migration and the social and economic 
situation of undocumented migrants are (partly by their 
nature) non-existent.  To a large extent, illegal migration 
is measured using border apprehension data, which is 
widely recognised as being unreliable and unusable for 
cross-country comparisons because of differences in 
national definitions.  In future, individual-level data could 
usefully be made available to researchers by making 
small changes to data security regulations or by applying 
easily available methods to make data anonymous.  
Further efforts to improve international migration 
statistics (for example along the lines of the United 
Nations Recommendations on International Migration 
Statistics) and the access of researchers to individual-
level data of migrants should be high on the current 
policy agenda. 

Labour Migration 
Of the three central topics of migration research – 

decision, performance and impact – it is the migration 
decision, together with an analysis of its economic factors 
and the corresponding migration flows, that has the 
longest intellectual history (see e.g. Ravenstein, 1889).  
The standard neoclassical model of the migration 
decision perceives migration as an individual investment 
made under perfect information.  Within this cost-benefit 
framework, the individual compares the present value of 
the expected present and future costs and returns of 
migration (Sjaastad, 1962).  The returns comprise 
monetary returns, mainly from changes in labour 
earnings, as well as non-monetary returns associated with 
amenities such as an attractive climate and environment.  
The costs of migration consist of monetary cost, such as 
travel expenses and search costs for finding an 
occupation in the host country, as well as non-monetary 
costs of migration, such as foregone earnings and the 
psychological costs arising from the loss of a familiar 
environment and the confrontation with another culture. 
Migration would be worthwhile if the returns of 
migration are expected to exceed these costs. 

Aggregate migration flows should then comprise all 
candidate individuals who expect such a positive net 
return.  While this traditional reasoning provides the 
intellectual basis for virtually all aggregate-level 
empirical studies, their actual performance has been 

                                                        
7  A detailed discussion of the methodological problems arising from 

the use of individual data is provided by Bauer and Zimmermann (1998). 

disappointing.  Typically, these empirical analyses 
regress a measure of aggregate migration intensity on a 
kitchen-sink set of aggregate explanatory factors 
comprising wage or income information, and perhaps 
employment rates (Fertig and Schmidt, 2001b).  
Unfortunately, no stable patterns emerge from these 
studies whatsoever, mainly as a reflection of data 
limitations.  Therefore, the precise economic 
determinants of aggregate migration flows are still being 
discussed.  Since there are several recent literature 
surveys on the determinants of migration (see, among 
others, Molho, 1986, and Bauer and Zimmermann, 1998, 
2002), this section will concentrate on a description of 
migration flows and the significant developments of 
migration policies in the region. 

Flows of labour migrants in the region 

Apart from accepting migration for humanitarian 
reasons, such as political asylum or family reunification, 
the countries of Europe and North America have recently 
started to perceive migration as an answer to medium-
term labour supply shortages and an overall ageing of the 
population.  Indeed, many countries have recently 
focused on expanding immigration to fulfil labour market 
requirements of specific industries or labour market 
segments, such as Germany with its intensely debated 
‘Green Card’ programme.  This section examines the 
various motives for, and recent experiences with, 
migration in Europe and North America. 

Table 1 illustrates the cumulative net immigration 
flows for selected West European countries before and 
after 1990.  It is apparent from this table that overall 
immigration into these countries has increased during the 
1990s.  Apart from Iceland, all countries in Europe 

TABLE 1 

Cumulative net migration flows in Europe  

 1960-1990 1990-2000 

 
In 

1000s Percentage 
In 

1000s Percentage

Austria ...................... 308 4.0 294 3.6 
Belgium .................... 247 2.5 153 1.5 
Denmark ................... 97 1.9 129 2.4 
Finland ...................... -140 -2.8 64 1.2 
France ...................... 3 270 5.8 585 1.0 
Germany ................... 4 857 6.1 3 638 4.4 
Greece ...................... 27 0.3 442 4.2 
Iceland ...................... -9 -3.5 -1 -0.4 
Ireland ...................... -285 -8.1 91 2.4 
Italy ........................... -904 -1.6 1 177 2.0 
Luxemburg ............... 58 15.2 42 9.7 
Netherlands .............. 644 4.3 360 2.3 
Norway ..................... 98 2.3 88 2.0 
Portugal .................... -1 197 -12.1 35 0.4 
Spain ........................ -286 -0.7 358 0.9 
Sweden .................... 476 5.6 194 2.2 
Switzerland ............... 569 8.3 235 3.3 
United Kingdom ........ 114 0.2 827 1.4 

Source:  IOM (2003), p. 240. 



International labour migration _____________________________________________________________________ 117 

experienced a positive net inflow of migrants between 
1990 and 2000.  Traditional emigration countries, such as 
Finland, Ireland, Italy, Portugal and Spain changed to 
being significant receiving countries in the 1990s.  Italy, 
for example, entirely reversed its tradition as a country of 
emigration, with approximately 900,000 people 
emigrating to other countries between 1960 and 1990, to 
a receiving country, compensating the previous three 
decades of population loss within a single decade 
(between 1990 and 2000 Italy experienced net 
immigration of 1.2 million people). A similar 
development can be observed for Ireland.  Whereas this 
country experienced a net outflow of almost 300,000 
people between 1960 and 1990, it faced net immigration 
of nearly 100,000 individuals between 1990 and 2000. 

With the exception of France, all countries in 
Western Europe show an increase of their immigration 
rates in the 1990s in comparison to the previous three 
decades.  In Denmark, net immigration increased from an 
average of 3,000 individuals per year in the period from 
1960 to 1990, to an average of almost 10,000 in the 
1990s.  In the United Kingdom, the average annual net 
immigration increased by a factor of more than 21.  
Finally, in Germany – the European country receiving the 
most immigrants – the average annual immigration 
increased from about 160,000 in the period from 1960-
1990 to slightly more than 360,000 in the 1990s. 

Table 2 reports the inflows of permanent residents 
into the traditional immigration countries of Australia, 
Canada and the United States through the 1990s8. 
Comparing these levels to that of Germany, which has 
absorbed 3.6 million immigrants into its total population 
of 82 million, one sees the relatively smaller absorption 
of migrants into the United States (9 million individuals 
out of over 278 million) in terms of population size. The 
last two columns of table 2 show the composition of 
immigrant admissions for the year 2000, broken down 
either as migrants immigrating through family 
reunification programmes or employment-based 
immigrants. Not included in this table are all other 
immigrants (humanitarian entries, refugees, privately-

                                                        
8  These figures do not include temporary migrants, as this information 

was not available for all countries for the time period. 

assisted and government-assisted migrants and asylum 
seekers). 

Table 2 clearly indicates the effect of the main 
difference in the immigration policy between the United 
States on the one hand, and Canada and Australia on the 
other. Whereas the latter predominantly seek to attract 
workers, who are selected through their respective points 
systems, the United States policy focuses to a large extent 
on the reunification of families. Note, however, that the 
figures for the United States do not include illegal 
migrants, who tend to immigrate predominantly in order 
to work in the United States. Hence, if illegal migrants 
were also considered, the above picture might change 
somewhat. 

Obtaining similar data for European countries is 
very difficult.  Table 3 shows the inflows of migrants into 
selected European countries from 1997 to 2000 and – 
where available – their composition or reason for inflow.  
In France, family-related immigration exceeds 
immigration for employment reasons by a factor of 3 to 
1.  The figures for Germany, however, seem to indicate 
that immigration for employment reasons appear to 
dominate there.  Note, however, that the number of work 

permits issued for the first time may be a misleading 
indicator on the composition of immigrants, since some 
groups such as family migrants need to have a residence 
permit for some time before being eligible for a work 

TABLE 2

Inflows of permanent residents/composition of admissions 2002 

 1991-1995 1995-2000 
Family 

(per cent) 
Employment

(per cent) 

Australia ............ 462 600 438 600 32 42 
Canada .............. 1 176 200 1 033 300 27 59 
United States ..... 5 230 400 3 865 200 71 13 

Source:  OECD (2003), pp. 299, 301, 310 and last two columns and IOM 
(2003), p. 156. 

 

TABLE 3 

Composition/inflows of migrants  

Flows/stocks in thousands 1997 1998 1999 2000 

France     
Total inflow ........................ 80.9 116.9 86.3 95.2 
For family reasons ............ 31.1 38.3 38.0 38.5 
For employment ................ 11.0 10.3 10.9 11.3 

Germany     
Total inflow ........................ 615.3 605.5 673.9 648.8 
New work permits ............. 451.0 402.6 433.7 473.0 
Ethnic Germans ................ 134.4 103.1 104.9 95.6 

Italy     
New work permits ............. 166.5 182.0 219.0 145.3 
Residence permit: stock, 782.3 588.7 747.6 850.7 
for employment ................. 782.3 588.7 747.6 850.7 
Residence permit: stock,      
for family ........................... 243.4 251.9 308.2 354.9 
Residence permit: stock,      
total ................................... 1 240.7 1 250.2 1 252.0 1 388.2 

United Kingdom     
Total inflow, non EU .......... 172.7 212.6 266.2 314.0 
Acceptance for settlement:     
own right ........................... 7.6 10.3 31.7 39.9 
Acceptance for settlement:     
family ................................. 46.2 53.0 65.2 84.9 

Source:  OECD (2003), pp. 174, 180, 201, 223, 273. 
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permit.9  Noteworthy in the case of Germany is the 
substantial inflow of ethnic migrants from the former 
USSR, dwarfing the volume of immigration experienced 
by France. 

For Italy information on total inflows is not 
available.  However, the number of residence permits 
issued in Italy for employment reasons is more than 
double those issued for family reasons.  In contrast to 
these countries, the number of immigrants accepted into 
the United Kingdom for family reasons outnumber those 
accepted for employment reasons dramatically. 

Due to the political changes which started in 1989, 
and the accompanying ethnic conflicts and uneven 
economic development, migration in the countries of 
Central and Eastern Europe (CEE) and the 
Commonwealth of Independent States (CIS) changed 
dramatically in the 1990s.  Although some migration had 
taken place in this region pre-199010, these migration 
flows were largely controlled by the respective states and 
consisted to a large extent of military personnel and 
ethnic migration both within the region as well as 
towards Western Europe.  The latter consisted mainly of 
ethnic Germans from Poland, Romania and the former 
Soviet Union to Germany, plus Russian Jews migrating 
either to Israel or to the United States. 

In the 1990s, the CIS and CEE countries witnessed 
major population movement.11  Especially in the early 
1990s, the CIS region experienced increased inter-State 
migration flows towards Belarus, Ukraine and Russia.  
Most migration to Russia in the 1990s was ethnic and 
political, linked to the collapse of the Soviet Empire, de-
colonisation and the emergence of independent states in 
Central Asia.  The main sources of these flows were: the 
migration of Russians from the former USSR republics 
back to Russia itself (in particular from the states of 
Central Asia, especially Kazakhstan); a large number of 
displaced persons and refugees in the Caucasus and 
Russia; and an increased inter-State flow of temporary 
workers (Zaionchkovskaya, 1996, 2000).  Mainly due to 
stricter border controls, these migration flows have 
generally dropped in recent years.  Current migration 
trends indicate that Russia continues to receive the most 
migrants in the CIS, followed by the Ukraine, 
Kazakhstan and Belarus.  Repatriates are the largest 
group of migrants in Russia, Ukraine and Belarus. 
Kazakhstan is not only experiencing large emigration 
rates (especially towards Russia) but is also 
accommodating the largest number of immigrants from 
Central Asia. 

                                                        
9  See Bauer, Larsen and Matthiesen (2004) for a detailed description 

of the current German regulations on immigration. 

10  See, for example, Zaionchkovskaya (1996) for a survey of migration 
flows within the former Soviet Union. 

11  See IOM (2002a) for a recent report on migration in the CIS and the 
CEE. Overviews are also provided by Subhan (1998) and 
Zaionchkovskaya (2000). 

Due to inter-ethnic conflicts and poor economic 
development, the three countries of the South Caucasus 
(Armenia, Azerbaijan and Georgia) still face large 
emigration rates, both towards other former republics of 
the Soviet Union as well as Western Europe and North 
America.  In addition, these countries have become major 
transit countries for asylum seekers and refugees from 
Afghanistan, Chechnya and Iraq (IOM, 2003).  Rather 
surprisingly, emigration towards countries outside the 
CIS is rather low.  It reached its peak in the early 1990s 
but since then the trend has declined.  Asylum seekers 
from the Caucasus countries, plus asylum seekers, 
refugees and economic migrants from the Middle East 
and Asia, use this area as a transit region on their way to 
Western Europe or North America. A significant 
proportion of the emigrants are ethnic migrants heading 
predominantly to Germany and Israel. Finally, a major 
problem of this region is the growing trafficking of 
human beings towards Western European countries, 
especially of women who are often forced into 
prostitution.12  

Many CEE countries have experienced major 
changes with regard to migration in the last few years.  In 
the early 1990s, most of these countries were major 
source countries for migrants moving to Western Europe 
and North America.  This flow consisted to a large extent 
of ethnic migration, such as the movement of ethnic 
Germans from Poland and Romania to Germany, ethnic 
Finns from the Baltic States and former USSR to Finland, 
and ethnic Turks from Bulgaria to Turkey.  In addition, 
the political changes in the early 1990s created 
substantial migration flows between neighbouring 
countries such as between Romania and Hungary, the 
Czech Republic and Slovakia, and between Ukraine, 
Poland and Bulgaria.  Furthermore, large numbers of 
temporary workers moved from the CEE countries to 
Western Europe, especially from Poland to Germany.13  
Finally, the civil war in the former Yugoslavia resulted in 
large flows of asylum seekers and refugees heading 
towards the EU as well as movements between the 
former Yugoslav republics.  Some of those who were 
accommodated as temporarily protected persons in 
Western European countries were later repatriated. 

With the start of the negotiations for potential EU 
membership of ten CEE countries (Bulgaria, Czech 
Republic, Cyprus, Estonia, Hungary, Latvia, Lithuania, 
Poland, Romania, Slovakia and Slovenia) and the 
associated adoption of EU ‘Acquis’ in the fields of 
asylum and immigration, some of these countries 
transformed into transit and immigration countries.  The 
CEE countries which experienced relatively fast 
economic development – such as the Czech Republic, 
Hungary, Poland, Slovakia and Slovenia – are now 

                                                        
12  See, for example, the reports by Galiana (2000) and IOM (2002b). 

13  A detailed description of temporary migration between Poland and 
Germany is provided by Bauer and Zimmermann (1999). 
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seeing positive net migration rates, whereas countries 
which lagged behind in their economic development – 
such as Bulgaria and Romania – have remained 
emigration countries (Subhan, 1998).  Immigrants into the 
CEE countries comprise both economic migrants and 
asylum seekers and refugees from the CIS countries, the 
Middle East and Asia, as well as migrants who use these 
countries as a transit region.  Some of them become 
stranded in these countries.  Their number is tending to 
increase because of increasing difficulties in reaching 
their final desired destination because of tighter 
admission regulations. 

As in the CIS region, the CEE countries are facing a 
growing problem of irregular migration and trafficking of 
human beings.  This is partly due to external factors, 
especially Western European migration policies.  The 
Schengen rules for the enforcement of external borders to 
curb illegal migration, for example, inadvertently 
promote trafficking.  Similarly, the development of 
asylum regulations in the CEE countries, together with 
the ‘safe third country rule’ adopted by the EU member 
countries, shifted part of the asylum flow originally 
directed towards Western European countries back to the 
CEE countries.14 

Another trend is the increase in worldwide 
migration of highly skilled workers.  Due to the lack of 
data on migration by skill groups, and the changing 
nature of migration (permanent vs. temporary migration), 
the movement of individuals across borders, skilled as 
well as unskilled, is not a well-documented phenomenon.  
The seminal paper on recent highly skilled migration is 
that of Carrington and Detragiache (1998).  Based on 
1990 United States census information and OECD data 
on stocks of foreign-born residents, they demonstrate that 
highly skilled migration dominates recent international 
migration flows, and that highly skilled emigration is of 
considerable concern to small origin countries.  Rothgang 
and Schmidt (2003) augment the data used by Carrington 
and Detragiache with additional variables focusing on 
highly skilled migration rates.  They tend to confirm the 
results of Carrington and Detragiache (1998) by 
concluding that smaller countries – though not 
necessarily the low income economies – tend to become 
increasingly deprived of their best talent. 

Moreover, there are active recruitment policies for 
highly skilled workers in operation in many major 
advanced economies such as the United States, the 
United Kingdom and Germany.  These policies will be 
described in more detail below.  In addition, across these 
same countries, there seems to be an increasing tendency 
to attract and, subsequently, retain students from less 
developed countries. Rothgang and Schmidt (2003) 
further show that, for several industrialised countries, 

                                                        
14  A more detailed discussion of issues related to the ‘Acquis’ of EU 

rules on asylum and immigration is given below. 

foreign employment in the university sector and IT has 
caught up with and often even outstripped the health care 
sector, which has been the traditional sector for highly 
skilled migration.  The proportion of foreigners employed 
in highly skilled jobs in these sectors differs substantially 
between the countries included in their study, with 
variations from 2.2 per cent of highly skilled 
professionals being foreign in the health care sector in 
France up to 19.5 per cent of university and college 
teachers being foreign in the United States.  In the United 
Kingdom, the share of foreigners is particularly high in 
the health and university sectors.  These numbers are 
smaller in Germany and France.  n absolute numbers, the 
IT sector employs by far the largest number of foreigners. 

Regional demand for labour based on 
demographic processes 

In many countries of the region, persistently low 
fertility rates, increasing life expectancy and the 
associated ageing of the population, have given rise to 
fears about the pressure on public budgets, and the 
viability of pay-as-you-go social insurance systems.  
Existing population projections indeed suggest that 
countries such as Germany, Italy, Spain and Poland will 
experience a substantial decrease in their working age 
populations in the next 50 years.  Germany, for example, 
is expected to have an 11 per cent smaller working age 
population by 2025, decreasing by a further 28 per cent 
by 2050.  Even more significant is the decrease expected 
to be experienced by Italy and Spain: 15 per cent by 2025 
and 42 per cent by 2050.  Such a dramatic decline of the 
working age population may have severe macroeconomic 
consequences if the future workforce is unable to meet 
the quantitative and qualitative need for workers to 
sustain satisfactory economic expansion.  The associated 
growing number of retirees dependent on benefits and 
pensions may further put the social security systems of 
these countries at risk. 

It should be noted, however, that not all Europeans 
countries face the same gloomy prospects. Countries such 
as the United Kingdom, France and the Netherlands are 
expected to experience only a moderate decline of their 
working age population, if any.  The ageing process is 
also expected to be less severe in the traditional 
immigration countries of North America and Australia, 
partly because of the traditionally active role of 
immigration in the development of these countries, and 
their explicit policy goal of increasing their population 
through immigration.  Only a very few countries of the 
UNECE, however, such as Albania and Ireland, which 
are characterised by relatively high fertility rates, are 
expected to experience an increase in their working age 
population (IOM, 2003). 

Table 4 emphasises the dilemma faced by many 
countries such as Italy and Spain.  If female participation 
rates in these countries remain low (typically the majority 
of women in these countries have remained largely out of 
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the labour market) and the working segment of the 
population that finances the social security system 
continues to shrink, a crisis of their social security 
systems seems unavoidable.  One possible remedy would 
be structural changes of the current social and pension 
systems in these countries.  Other proposed solutions are 
to actively increase female participations rates by 
improving access to day-care facilities and the 
compatibility of family and work, and to increase 
effective retirement ages.  This could be achieved by 
discouraging early retirement or even increasing the 
mandatory retirement age. 

Increased immigration is often considered to be 
another potential solution to the ageing problem (see 
below).  However, the effectiveness of such a migration 
policy may be limited for several reasons. The OECD 
(2003, p. 106-107) argues, for example, that migrants 
from neighbouring countries may not find it attractive to 
migrate to a receiving country, reducing the potential 
supply of migrants to people from very different cultures 
(e.g. migration of Turkish guest-workers to Germany in 
the 1960s).  It may also be postulated that foreigners 
integrate more successfully in countries that are naturally 
expanding demographically.  The IOM (2003, p.245) 
cautions that even while there might be an appropriate 
match to a labour market vacancy in the short run, the 
situation is not so clear in the longer run in a dynamic 
labour market, as to whether these new migrants will be 
able to adapt to changing economic and social situations.  
The relatively high unemployment rate of foreigners in 
Germany may act as a good example for this objection.  
Partly this can be traced backed to the guest-worker 
system in the 1960s and early 1970s which aimed at 
recruiting unskilled workers from Southern European 
countries; subsequently the demand for unskilled labour 
was reduced by technological progress. 

Even ignoring these possible problems of 
immigration, it is not clear by how much the age 
composition of the influx can be influenced effectively.  
After all, as long as family reunification is not precluded, 
even a migrant fulfilling all the demographic 

requirements (as in the Canadian points system, where 
age accounts for 10 per cent of all points awarded and 
language 24 per cent15) may eventually apply to bring his 
parents or grandparents, thus negating or at least reducing 
the initial positive demographic impact. 

Finally, estimates of the fiscal contribution of 
immigrants suggest that increased immigration alone 
appears to be an insufficient solution to the ageing 
problem. Bonin et al. (2000) and Bonin (2001), for 
example, use the generational accounting method 
developed by Auerbach, Gokhale and Kotlikoff (1991, 
1992) to analyse the effects of immigration on the long-
term sustainability of public sector finances in Germany.  
Their results suggest that, because of immigrants’ 
favourable age composition, and because of the positive 
effect of immigration on the cohort size of native 
generations born in the future (who will share in the 
additional tax burden required to meet the intertemporal 
public budget constraint) the fiscal gains from admitting 
labour migration is potentially large. 

This positive fiscal contribution of immigrants 
could potentially be increased through a selective 
migration policy that screens potential immigrants by 
their skill level and promotes labour market integration of 
the migrants.  Nevertheless, despite the significant 
positive net contribution of immigrants to the public 
sector, even very high levels of immigration are 
insufficient to eliminate the fiscal burden that is 
associated with demographic ageing.  Auerbach and 
Oreopoulos (1999) have done a similar analysis for the 
United States.  In contrast to Germany, however, their 
results suggest that the fiscal contribution of immigrants 
may be extremely small, reflecting the much less 
dramatic ageing process of the population and the already 
large share of foreign-born residents in the United States. 

 

 

                                                        
15  See Immigration Canada (2003). 

TABLE 4

Projected population decline and labour force participation rates 

 Labour force participation rate, 2000 of ages 15-64 

  >75 per cent 66-75 per cent <66 per cent 

 >10 per cent Switzerland Austria, Finland Italy, Spain 
   Germany, Czech Republic Hungary 
     
Projected 5-10 per cent Denmark  Portugal Belgium, Greece 
population  Sweden  Poland 
decline     
2000-2025 <5 per cent United Kingdom France .. 

   Netherlands  
   Ireland, Slovakia  

Source:  IOM (2003), p. 246. 
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Policy responses to the demand for labour 

Those UNECE countries that face an ageing 
population have become increasingly aware of the 
potential future economic problems resulting from this 
process, leading to a debate as to whether immigration 
could provide an alleviation of these problems.  Several 
recent initiatives that increase the opportunities for 
workers to enter these countries are partly justified on the 
grounds of the upcoming demographic problems.  
However, these demographic changes are only a minor 
factor in this development.  Most of these programmes 
have been prompted because of an apparent shortage of 
highly skilled workers, which has resulted not necessarily 
from a decline in the workforce but more from an 
increased demand for highly skilled labour.  This shift in 
relative demand has arisen because of the boom of the 
‘new economy’, accelerating technological progress, and 
a reorganisation of the working environment in many 
firms. 

Therefore, almost all migrant-receiving countries 
differentiate strongly between the immigration of high- 
and low-skilled labour, with typically only highly skilled 
workers being eligible for permanent work/residence 
permits, while the legal immigration opportunities for 
low-skilled workers are being tightened more and more.  
The OECD (2002) and IOM (2003) have examined 
several Western European initiatives aimed at attracting 
those with higher skills into the information technology 
and health sectors.  This skill-based entry system is, in 
fact, currently the main mode in which non-EU citizens 
can come to live and work in the EU; an employer is 
granted a permit for a foreign worker if it can be shown 
that no appropriate native worker can be found.  The 
conditions under which foreign workers are employed 
must be identical to those of native workers with respect 
to payment and general working conditions. 

In the United Kingdom, there has been a decision to 
reduce the skills demanded of well educated workers, 
such as less post-graduation work experience being 
required, to enable employers to gain access to a wider 
range of work permits.  Work permits can now be applied 
for electronically, which reduces transaction costs.  
Furthermore, if a foreign worker changes employers but 
stays in the same field, he/she does not have to apply for 
a new work permit. 

In Germany, the “Green Card” scheme was 
established in August 2000 to induce highly trained 
computer-related workers to come to Germany for a 
limited 5-year period.  Those that did arrive under this 
entry scheme were mainly from India, Russia, the 
Ukraine and Central Europe.16  As in the United Kingdom 
and Germany, France also established a system in 
January 2002 to induce highly skilled workers from 

                                                        
16 See Bauer and Kunze (2004) for a detailed description of the 

German “Green-Card” initiative. 

outside the EU to live and work in France.  The French 
Labour Ministry handled the approval procedure and, if 
the foreign applicant was successful, the employer’s 
application was approved by the Labour Ministry and 
Ministry of the Interior promptly. Finally, the United 
States has several times increased its annual quota of 
H1B-visas (temporary visas for high skilled workers). 

The introduction of the “Green Card” scheme for IT 
specialists in Germany sparked a heated debate on 
immigration policy.  This debate resulted in the 
establishment of an Immigration Commission, whose 
remit was to produce a report with recommendations for 
more coherent and comprehensive German immigration 
legislation.  The Commission published its final report in 
July 2001.  It proposed that Germany should officially 
acknowledge that it is an immigration country.  One of 
the main arguments of the commission for the need of 
increased immigration to Germany was the looming 
demographic challenges.17  There were several practical 
recommendations of the commission, the main ones 
being as follows.  A coherent and flexible migration 
policy should be introduced that would allow the 
immigration of both temporary and permanent labour 
migrants, by applying a points system similar to the ones 
used in Australia and Canada.  Measures should be 
introduced to foster the integration of immigrants.  The 
German asylum procedure should be speeded up, while 
recognising Germany’s obligations with respect to the 
Geneva Refugee Convention and the European Human 
Rights Convention. Finally, measures should be 
implemented to combat illegal immigration. 

This report by the commission formed the basis for 
a new German immigration law, which passed through 
both chambers of parliament but was then blocked by the 
Federal Constitutional Court in December 2002 due to an 
error of formality committed in the second chamber.  
After some additional negotiations, the German 
government and the opposition agreed upon a new 
immigration law, which passed the German Federal 
Council in July 2004. 

Apart from the fact that all these initiatives are 
driven mainly by economic considerations associated 
with the boom of the ‘new economy’, and the perception 
of increased global competition for highly skilled labour, 
the main policies differ between countries. Whereas the 
European countries and the United States focus mainly 
on the temporary inflow of highly skilled workers, 
Australia, Canada and New Zealand have increased their 
quotas for permanent migrants selected according to their 
respective point systems. 

                                                        
17  Recently, for example, the Unabhängige Kommission 

“Zuwanderung” (2001) (Independent Commission on Migration), set up 
by the German government in 2000 in order to make recommendations on 
more coherent immigration legislation for Germany, stated: “We need 
immigration to Germany because the population here is getting older: life 
expectancy is increasing while the number of children born per family 
remains low and the number of births is decreasing”. 
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By implementing these measures to ease migration 
flows, the countries are in line with some of the 
recommendations of the international institutions, such 
as, for example, the recommendations of the European 
Population Conference (United Nations, 1994).  These 
new opportunities are being exploited by many Asian 
migrants as well as by individuals originating in the CEE 
and CIS countries.  However, this is creating potential 
problems of a brain drain in those regions. In addition, 
the emigration of mainly young workers from those 
countries may also contribute to an accelerating ageing 
process in those countries. 

Even though the ageing process in many countries 
of the region may suggest an increasing need for 
unskilled labour, especially for personal services such as 
in the health care sector, the general policy direction is 
still towards preventing the immigration of this type of 
worker.  This trend is leaving unskilled migrants with 
only the possibility of irregular immigration or the 
(mis)use of existing asylum systems.  A disturbing side 
effect of this, together with increased efforts to tighten 
border controls and increasingly tight restrictions on 
asylum, is that the trafficking of human beings is 
becoming more profitable.  

Italy could serve as an example of the increasing 
difficulties facing low-skilled workers if they wish to 
move to and work in Western European countries.  Italy 
approved tougher laws dealing with migrants in June 
2002 (OECD, 2003, p. 203).  Non-EU foreigners are 
fingerprinted and if a foreigner becomes unemployed, his 
residence permit is revoked, requiring him or her to leave 
within six months (previously one year).  An Italian 
employer is required to provide an unemployed migrant 
worker with housing and pay their repatriation costs if 
their contract is terminated; these burdens clearly 
discourage the recruitment of low-skilled foreigners. In 
addition, foreigners leaving Italy are no longer able to 
reclaim their pension contributions made under the social 
security system. 

It should be noted that both illegal immigration and 
human trafficking very often imply severe violations of 
human rights.  International organisations, such as the 
UNHCR and Human Rights Watch, often point to the fact 
that the asylum policy of the EU, and the CEE countries 
that want to join the EU – and even the traditional 
immigration countries – falls short of the standards 
embodied in the UN Convention on the Status of 
Refugees and UNHCR’s interpretation of that 
convention.  They also criticise the many policy 
initiatives of the EU concerning immigration; these focus 
almost exclusively on combating illegal immigration in 
the form of smuggling and trafficking, but they fail to 

recognise the victim protection rights of persons who are 
trafficked into the EU.18  

The performance of migrants 
Any reliable assessment of the economic impact of 

migration necessitates an understanding of how 
immigrants contribute to the economy of their 
destination.  It is certainly different if immigrants are 
among the top performers in the economy or whether 
they constitute a persistent economic underclass.  Thus, 
the process of economic assimilation of migrants into 
their destination country has been a central concern in 
much of the migration research (Bauer and Zimmermann, 
2002).  The focus of this literature has been on the 
relative wage dynamics of migrant workers throughout 
their labour market career.  Much less attention has been 
placed on other indicators of economic and social 
assimilation, such as their welfare dependence or their 
accumulation of savings. 

This section will provide a brief survey of the 
existing literature on the economic performance of 
immigrants.  A more detailed overview of the literature is 
provided by Borjas (1999) and Bauer and Zimmermann 
(2002). As we will see, it has been demonstrated in 
numerous studies that skills play a dominant role for 
immigrant performance.  These may be acquired either in 
the formal curriculae of secondary or tertiary education 
and vocational training, or informally by practical work 
experience, or by an individual’s exploitation of their 
intrinsic personal talents such as cognitive ability or 
motivation. 

The labour market assimilation of immigrants 

Following the seminal study by Chiswick (1978), 
the economic literature usually discusses the labour 
market assimilation of immigrants within the framework 
of human capital. In general, migrants acquire productive 
capacity in their origin country, but only part of this 
human capital can be transferred to the labour market at 
their destination.  Therefore, migrants arriving at their 
new home possess a lower earnings capacity than 
comparable natives.  However, as time passes in their 
new residence, they tend to acquire the lacking human 
capital, such as the language of their new country.  Their 
low initial earnings capacity implies that the opportunity 
cost of studying is relatively low, making substantial 
human capital investments likely.  Over time, as the 
human capital of migrants increase, their earnings 
assimilate towards those of comparable natives. 

                                                        
18  See, for example, the statement of Elizabeth Andersen “Fix it 

First: A Human Rights Agenda for Extending EU Asylum and Migration 
Policy” on the occasion of the CEPS/ERA/Sitra/Transcrime Conference 
Extending the Area of Freedom, Justice and Security through 
Enlargement: Challenges for the European Union 
(http://www.hrw.org/press/2002/08/euasylum0820.htm). 
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Most empirical analyses of the economic 
assimilation of immigrants are based on United States 
data (see Borjas, 1999, for an overview).  Overall, the 
results of these studies are mixed; however, the majority 
tends towards the conclusion that immigrants approach 
comparable incomes of natives over time. Most empirical 
evidence on the assimilation of migrants in Europe use 
German data.19  For guest-workers, the existing studies 
suggest an initial earnings gap with respect to natives and 
only very slow convergence – or none at all – of their 
earnings up to those of similar natives. In contrast to 
guest-workers, the empirical evidence on the labour 
market performance of ethnic German immigrants 
suggests that there is neither an initial earnings gap nor an 
assimilation pattern.  Studies in the United Kingdom tend 
to conclude that there is no earnings disadvantage for 
white immigrants, but that non-white foreign-born 
immigrants earn substantially less than white natives.  
With regard to their earnings assimilation over time, the 
results are not conclusive. 20 

Winter-Ebmer (1994) found that guest-workers in 
Austria displayed an earnings disadvantage and had a 
flatter experience-wage profile than natives. Immigrants 
who arrived in Sweden during the labour recruitment 
period in the 1960s appear to have performed quite well 
in the Swedish labour market (see for example Ekberg, 
1994).  Recent immigrants to Sweden, however, appear 
not to be assimilating to the earnings of otherwise 
comparable natives (Edin et al., 2000).  Assimilation 
studies for other European countries are rather rare, 
which could be explained either by the lack of 
appropriate data or the lack of experience of substantial 
immigration. 

Four main lessons can be learned from recent 
assimilation studies (Bauer, Lofström and Zimmermann, 
2000).  First, the skill endowment of migrants and their 
investment into the specific human capital of the 
receiving country, such as language abilities, are 
important factors for a fast assimilation into the labour 
market of the receiving region.  Second, country-of-
origin differences and admission criteria have a strong 
influence on the labour market performance of 
immigrants.  Third, nearly all countries had recently 
experienced a decline in the so-called ‘quality’ of 
immigrants, as measured by the average on-arrival 
immigrant-native wage gap.  This holds true both for 
countries which focus on family reunification, as well as 
countries with a selective immigration policy.  In almost 
all cases the decrease in the ‘quality’ of the migrants is 
related to a change in the country-of-origin mix of the 
immigrants.  The evidence indicates that it is, in 

                                                        
19  See, among others, Dustmann (1993) and Schmidt (1997). An 

overview is provided by Bauer et al. (2004) and Bauer and Zimmermann 
(1999). 

20  See Hatton and Wheatley Price (1999) for a survey of the literature 
on migration into the United Kingdom. 

particular, migrants from different cultural backgrounds 
and schooling systems, compared to those of the 
receiving country, that are responsible for the quality 
decrease.  Examples are Mexicans and Asians moving 
into the United States, Asians into Canada and New 
Zealand and refugees into Europe.  Fourth, even though 
all countries are facing a decrease in the ‘quality’ of 
immigrants, the assimilation of immigrant labour 
earnings up to the level of wages of native workers is 
seen only in those countries that are selecting their 
migrants according to labour market characteristics, such 
as in Canada and New Zealand. 

The empirical controversies remaining are mainly 
of a technical nature.  Most existing econometric analyses 
on the relative labour market performance of migrants 
depend for their interpretation on a crucial assumption, 
namely that wages perfectly reflect productive capacity.  
However, wage differences can only be used as a perfect 
measure of disparities in economic productivity if the 
labour market functions without any trace of 
discrimination and  there are no legal barriers to wage 
parity.  On the other hand, explaining most wage 
differentials as a reflection of discrimination is also a 
flawed argument – there may well be migrant-native 
differences in productive capacity even when formal 
characteristics are controlled for.  Both interpretations 
rest on empirically untestable assumptions, i.e. they are 
assumed to hold true to allow the interpretation of 
reduced-form wage dynamics in terms of either 
assimilation or discrimination.  Therefore, the decisive 
problem is: what is the valid identification assumption?  
This question cannot be answered unequivocally and 
should remain a matter of economic reasoning alone. 

Similar interpretation difficulties pertain to the role 
of cohort effects, or the observed decrease in immigrant 
quality.  It has been argued adamantly by Borjas (1987, 
1991) and discussed intensely by subsequent analysts 
(see e.g. LaLonde and Topel, 1991) that the inherent 
productive capacity of immigrant cohorts to the United 
States varies drastically over time.  Specifically, the 
extent of this variation and its link to changes in the legal 
framework are at issue.  Again, a fundamental problem in 
the identification of causal effects arises, since the 
process of economic assimilation, the variations between 
different cohorts, and the effects of a changing wage 
distribution cannot be identified separately without 
identification assumptions.  Based on the literature, we 
can only conclude that the country-of-origin composition 
of recent migrants has become more diverse.  This pattern 
is also associated with a strong decline in the relative 
education levels of migrants compared to natives for 
some destinations.  The evidence on the distribution of 
other traits is inconclusive, however, and this issue 
promises to remain controversial for years to come. 
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The welfare dependence of immigrants 

One of the most contentious issues in the context of 
immigration and immigration policy regards the welfare 
state.  Indeed, Borjas (1999) places the debate on 
immigrants’ welfare dependence on an equal footing with 
the ‘classic’ topics of their labour market performance 
and their impact on the labour market.  The concern over 
this problem reflects legitimate reservations about the 
fiscal and political viability of a welfare state which 
potentially acts as a magnet to migrants, yet is being 
underwritten by a native electorate. 

Existing studies have either focused on the United 
States (Blau, 1984, Borjas and Trejo, 1991, and Borjas 
and Hilton, 1996) or on Canada (Baker and Benjamin, 
1995).  However, neither the empirical results regarding 
trends in immigrant welfare dependence, nor the 
institutional arrangements shaping the environment for 
immigrants’ welfare use, are easily translated to the 
context of other countries in the region.  Most of all, the 
historical developments governing the size and 
composition of immigrant inflows to the countries have 
been quite distinct. 

An interesting piece of evidence for the case of the 
United States is provided by the study of Levine and 
Zimmerman (1999).  They utilise the quasi-laboratory 
nature provided by the differences in welfare system 
generosity in the various US states to approximate as 
closely as possible to an appropriately designed 
experiment.  In sum, they find little evidence for the 
welfare magnet hypothesis.  Unfortunately, despite its 
importance for the assessment of the impact of 
immigration, the empirical literature for Europe is rather 
scarce, with Riphahn (1998) and Fertig and Schmidt 
(2001a) for Germany being two studies out of a small list 
of exceptions.  In particular, the latter study suggests that, 
although the population of non-citizens in Germany does 
indeed display relatively large welfare dependence, this 
relative pattern is turned on its head when one compares 
genuinely comparable individuals. 

Thus, the current apparently high welfare 
dependence of migrants is a result of the guest-worker 
recruitment policy of the late 1960s and early 1970s – 
which was mainly seeking to attract unskilled workers 
and their families.  Thus today’s high welfare dependence 
is not a reflection of low intrinsic qualities among 
migrants per se, but rather of the continuing importance 
of formal skills in the German labour market.  If this 
pattern holds true for all future immigration, the message 
for immigration policy is clear and unmistakable: 
pursuing a deliberate and systematic immigration policy 
which balances human rights and the country’s human 
capital requirements is the best option to assure that 
future immigrants will not become clients of the welfare 
system in any disproportionate fashion. 

 

The descendants of immigrants 

The European migration experience of the 1960s 
and 1970s was dominated by labour migration from 
Europe’s South to Western and Northern Europe.  Since 
then, the ethnic composition of immigration to Europe 
has changed dramatically.  Europe as a whole has 
become a net receiving region, and the geographic, 
economic and cultural distances to the immigrants’ 
countries of origin have increased significantly. As a 
consequence of the continuous influx from these different 
sources, many European societies today contain large 
immigrant populations.  Moreover the children of 
immigrants are a sizeable fraction of the younger 
European population.  A casual glance at the low 
economic status of second-generation foreigners might 
suggest that we are currently seeing a process of 
transition from immigrant communities to persistent 
ethnic minorities. 

Yet, despite its relevance for all European countries 
almost no research has targeted the question of their 
integration into society, neither comparing their 
integration with their fathers’ generation nor comparing 
their performance with natives of the same age, nor are 
the potential consequences of different policies regarding 
their integration fully understood. One exception was a 
symposium published in the Journal of Population 
Economics, which addressed the interplay between 
immigrant economic attainment across generations and 
the economic and regulatory environment (Card and 
Schmidt, 2003).  From an empirical and a theoretical 
perspective, the symposium covered two connected 
themes, (i) the skill acquisition, entrance into the labour 
market, and subsequent labour market success of second 
generation foreigners, and (ii) return migration and 
integration policy. 

As outlined already above, the question of wages 
and standards of living dominates the existing economic 
literature on migrants.  The general understanding is that 
the 1960s and 1970s saw fairly good economic 
integration of immigrants into the receiving economies.  
In Europe, this process of assimilation weakened in the 
post-1970 period.  The unsatisfactory performance of the 
descendants of immigrants accounts for a substantial part 
of this deterioration.  In contrast to the European 
countries, the successful performance of second-
generation immigrants in the United States labour market 
can mostly be traced to their disproportionately high 
educational endowments.  These differences suggest that 
investment in human capital and their subsequent 
transition from school to work differentiate the children 
of immigrants and comparable natives or first-generation 
immigrants. 

The available papers overwhelmingly identify 
parental education as an important factor for the 
educational attainment and, subsequently, the economic 
performance of second-generation foreigners.  This result 
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should be the basis for any educated immigration policy.  
A receiving country which manages to attract immigrants 
with a high education profile will tend to experience well 
integrated and economically successful generations of 
these immigrants’ children.  In addition, several papers 
have demonstrated that there is also an important 
feedback from the second to the first generation.  In their 
location decision, potential migrants are concerned with 
their children’s future opportunities.  Thus, if 
immigration policy attempts to generate a favourable 
composition in the influx of first-generation immigrants, 
it should offer sufficient integration opportunities for 
those migrants’ children. 

Impact of migration 
The third area of migration research is concerned 

with the impact of migration on the economy and 
population of both the receiving region and the sending 
region.  As discussed earlier, there is also a third group of 
countries involved – those that experience transit 
migration.  To the extent that transit migrants enter the 
labour market of the transit regions in order to obtain the 
financial resources to move on, all the considerations of 
the impact of migration on the receiving country in 
principle also apply to these transit countries.  Therefore, 
we will only differentiate between sending and receiving 
regions for the rest of this section. In addition, following 
the pattern in the economic literature on the impact of 
migration we also do not explicitly differentiate between 
economic and non-economic migrants.  Finally, to our 
knowledge there exist no studies on the economic impact 
of migration for the Central and Eastern European 
countries of the region.  Therefore, concerning the 
economic impact on receiving countries, this section 
concentrates solely on North America and the EU.  
However, the discussion on the economic effects of 
migration on the sending region in principle also applies 
to the sending regions of the Central and Eastern 
European countries. 

In the first subsection we provide a brief survey of 
the existing literature on the economic impact of 
migration on the receiving region, taking microeconomic 
and macroeconomic perspectives into account.  The 
following subsection provides a brief survey of the so-
called ‘brain drain’ discussion pertaining to the 
consequences of international migration for the sending 
countries.  Note that we have already covered some other 
important issues on the effects of migrants on natives in 
the discussion on the effects on migrants on the welfare 
system in the last section, and the fiscal contribution of 
immigrants in the second section. 

The economic impact in the receiving region 

The empirical assessment of relative individual 
economic performance appears to be straightforward as a 
conceptual issue.  It is a matter of direct comparison of an 

appropriate outcome measure, e.g. wages or employment 
success, between the individuals under study – migrants – 
and a control group – natives.  By contrast, the more 
general economic impact of immigration unfolds in an 
indirect fashion via market reactions, and is therefore 
much more complex as an object of investigation.21 

Conceptually, immigration increases the relevant 
labour supply – with the first problem for any empirical 
strategy arising being the question of what exactly is 
‘relevant’ – the local labour market, the skill group, etc.?  
The consequences, in terms of employment and wages 
for this relevant group (as for all other groups of labour; 
unskilled native workers being the most prominent case 
in the public debate) are first of all a matter of their own 
elasticities of demand and of the elasticities of 
complementarity with all other production factors, such 
as, for example, capital.  Migration that reacts to 
imbalances of supply and demand of specific skills is 
likely to be beneficial on two accounts.  Firstly, since it 
reacts to skill shortages, it is unlikely to crowd out 
comparable native labour.  And secondly, skilled workers 
often tend to be complementary production factors to 
unskilled native workers, improving their labour market 
prospects as well. 

The additional labour supply is, however, only part 
of the story, since product demand, and thus labour 
demand (on all other sub-markets) tend to be affected 
positively.  On balance, it might not be the case at all that 
immigration harms any group of native workers, even if 
migrants are a close substitute to native workers. In fact, 
the matter is entirely empirical.  Nevertheless, even at the 
theoretical level many facets relevant for the real world 
might complicate the analysis, for instance the necessity 
to account for an increasing variety of products via 
immigration, or the consequences of institutionalised 
wage rigidities (Schmidt et al., 1994). 

The main empirical problem with this line of 
research is to isolate immigration-induced shifts in labour 
supply, so they can be treated as if they were set in an 
ideal experiment, in other words as exogenous.  Several 
strategies can be found in the literature regarding the 
definition of the appropriate sub-market.  All these 
analyses face the common problem of non-experimental 
empirical research: the extent of immigration does not 
vary randomly across time and space, as in a laboratory 
experiment, but is rather the outcome of systematic 
forces. Specifically, more attractive destinations typically 
generate a larger influx of immigrants.  Comparing the 
relevant economic outcome measures across regions, for 
instance native employment rates, would typically 
confuse the impact of immigration with the underlying 
reason that makes the area particularly attractive. 

                                                        
21  See Friedberg and Hunt (1995), and Bauer and Zimmermann 

(2002) for a survey of the theoretical and empirical literature. 
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Two main approaches have been used to estimate 
the impact of immigration on the labour market of 
natives.  Several studies have estimated a production 
function to calculate the elasticity of substitution between 
immigrants and natives.  Most existing studies, however, 
look at the labour market effects of immigration on 
natives by estimating a reduced-form wage or 
unemployment equation, in which the share of 
immigrants in a region or an industry is the main 
explanatory variable of interest. To circumvent the 
potential difficulties of isolating immigration as a cause, 
most authors rely on instrumental variable estimations.  
Another approach to avoid biases in the analysis of the 
wage and employment effects of immigration is to 
analyse natural experiments in immigration, where the 
timing and the location of immigration is not 
economically motivated.  These natural experiments 
provide interesting evidence on the labour market effects 
of immigration, because they utilise events that resulted 
in exogenous migration flows that were as close as 
possible to an appropriately designed experiment.  
Examples of such studies are Card (1990), who 
investigated the migration of Cubans to Miami around 
the May 1980 Mariel boatlift, Hunt (1992), who looked at 
the repatriation of Algerians to France resulting from 
Algerian independence in 1962, and Carrington and De 
Lima (1996), who investigated the return of colonialists 
from Africa to Portugal after the revolution in 1974.  All 
of these studies suggest only a negligible impact of 
immigration on natives. 

Existing empirical evidence on the economic 
impact of immigration suggests that the derivation of 
robust qualitative results is a difficult, if not hopeless 
task, given the nature of the data material, and the 
inherent heterogeneity of the phenomenon.  As a tentative 
summary, it seems apparent that any displacement effects 
of additional migration are small in magnitude, with zero 
being a plausible point estimate.  Reviewing the North 
American literature on this issue, Friedberg and Hunt 
(1995, p. 42) conclude: “Economic theory is equivocal, 
and empirical estimates in a variety of settings and using 
a variety of approaches have shown that the effect of 
immigration on the labour market outcomes of natives is 
small.  There is no evidence of economically significant 
reductions in native employment”. Reviewing the 
European literature, Bauer and Zimmermann (2002) 
come to a similar conclusion.  So far it has not been 
possible to quantify any of the potentially positive 
demand side effects working via goods markets, let alone 
indirect (positive) effects of increasing the variety of 
products and services, or (negative) effects of excessive 
crowding on the housing market. 

Recent theoretical work has made substantial 
progress in providing explanations for the link between 
migration and economic growth in the receiving 

country.22  In a simple neoclassical growth model – where 
production is a function of labour and human capital, 
which are internationally mobile, and physical capital 
which is immobile; where there is no trade between 
countries; and where exogenous technological progress is 
the principal driving force of economic growth – the 
human capital endowments of migrants turn out to be a 
decisive factor favouring economic growth.  The key is 
whether immigrants bring enough human capital along 
with them to compensate for the attenuation of physical 
capital in the receiving country.  From this perspective, 
immigrants with little human capital endowment slow 
down per capita growth, while immigrants with a 
sufficiently high endowment of human capital will speed 
up per capita growth.  his argument would be even more 
significant for models of endogenous growth. 

Compared to the theoretical literature, there are only 
a few empirical studies on the link between immigration 
and growth.  Overall the results of these empirical studies 
come to conflicting results (Friedberg and Hunt, 1995). 
Barro and Sala-i-Martin (1992), for example, find that for 
the United States and Japan migration has a positive, 
though small effect on growth.  However, the empirical 
results of Blanchard and Katz (1992) and Dolado et al. 
(1993) are at odds with those of Barro and Sala-i-Martin 
(1992).  They conclude that migration is negatively 
related to the convergence between regions.  The lack of 
evidence and the conflicting results indicate that much 
more research is needed on this important issue. 

The economic impact on the sending country 

After a few decades of relatively limited attention to 
the issue, recent years have witnessed an intense debate 
on the extent and the consequences of so-called ‘brain 
drain’ migration.  This can be explained by various 
factors, such as the growing importance of highly skilled 
migration, together with increased competition by 
industrialised countries for highly skilled labour, by the 
growth of the ‘new economy’ and the internationalisation 
of the internal and external labour markets of 
multinational firms.  An additional reason is the 
increasing demand for workers in the health care sector 
resulting from an ageing population in many developed 
countries (see also the discussion in the second section of 
this paper). 

Despite the intensity of the debate, the precise 
nature of the migration of highly skilled labour is far 
from well understood.  While the growth of highly skilled 
migration seems indisputable, we do not know whether 
this trend will accelerate further.  Similarly, the 
prevalence of temporary migration might also increase. 
Beyond the necessity of predicting these trends into the 
future, their effects are relatively unclear.  Despite a large 

                                                        
22  A detailed discussion of this issue is provided by Barro and Sala-i-

Martin (1995).  See also Rothgang and Schmidt (2003) and the survey by 
Friedberg and Hunt (1995). 
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set of theoretical contributions to the brain drain 
literature, it is not even apparent whether there is indeed a 
negative effect of the brain drain on the countries of 
emigration.  The loss of educated workers may well harm 
origin countries in the short term, but the expansion of 
people’s ambitions for future migration might also 
provide an incentive for increased accumulation of 
human capital in the form of education.  This may be as 
beneficial as migrant remittances and the positive effect 
of return migration of skilled workers.  Finally, the 
mobility of highly skilled workers may have considerable 
implications for the speed of technological diffusion, the 
location of new business ventures, and more generally on 
economic growth.  Similarly, flexible labour may play an 
important role in alleviating the detriments of structural 
change and unemployment (Rothgang and Schmidt, 
2003). 

Static models of international migration, which 
dominated the earlier debate on the brain drain in the 
1960s, were set in terms of perfectly competitive markets, 
with wages equal to marginal products and no 
externalities. In this basic framework, only negligible 
adverse welfare implications would arise for the non-
migrants left behind (Grubel and Scott, 1966).  However, 
with internationally mobile capital, this conclusion has to 
be modified (Berry and Soligo, 1969).  When there are 
distortions in wage setting (Bhagwati and Hamada 1974, 
Schmidt et al., 1994), international integration of the 
skilled is likely to have negative welfare effects for 
unskilled workers in the sending country.  If education is 
subsidised, then international integration of the skilled 
labour market imposes a cost on the sending country, as 
more workers acquire skills and then emigrate. Despite a 
weak empirical foundation – the analysis has focused on 
the distinction of skilled and unskilled workers at the 
aggregate level, but never at the level of individual agents 
or firms – the policy prescription emerging from this 
literature is clear-cut: developed economies, being the 
recipients of skilled workers, should compensate the 
sending LDCs by way of a ‘brain drain tax’ (Bhagwati 
and Hamada, 1974, McCulloch and Yellen, 1975).  In 
contrast to the health care sector, there is evidence that 
more private investment in training in ICT skills would 
lessen the problem in the latter case. 

However, static models do not take into account 
several dynamic aspects in the migration decision that are 
of special importance for the analysis of the effects of 
highly skilled migration.  Some of the dynamic models of 
international migration emphasise that the possibility of 
later emigration encourages individuals in the sending 
regions to invest in education.  In that case, the 
international integration of the skilled labour market 
might generate an excess of skill acquisition over the 
losses from emigrating skilled workers.  Thus, positive 
externalities of skill acquisition also arise even for those 
not acquiring the skills (Beine et al. 2001, Stark et al., 
1997, 1998, Vidal, 1998).  A positive effect of integrating 

international markets for skilled labour is that the 
marginal individual in education may see a positive 
probability for emigrating later on.  Not all of the 
additional skilled workers do indeed migrate – in 
retrospect, they might have chosen not to invest in skills, 
since they did not migrate after all, but having done so 
they benefit their own country. However, it is extremely 
difficult to generate empirical evidence for these 
arguments, due to the simultaneous nature of education, 
migration and economic activity.  Attempts have been 
made, for example, by Beine et al. (2001), Faini (2002), 
and Rothgang and Schmidt (2003). 

Another important channel for a ‘brain gain’ effect 
is provided by return migration.  Specifically, migrants 
returning to their origin may bring elements of productive 
capacity to the origin economy which they could only 
acquire abroad.  This is most obviously the case for skills 
such as techniques, business strategies or modern forms 
of work organisation.  Some of these aspects are acquired 
through simple observation; others require a longer 
exposure and the active accumulation of experience of 
their operation.  Migrants frequently return to their origin 
country at an advanced stage of their career, but before 
ultimately entering retirement.  Such return migrants 
often intend to start their own business, having acquired 
significant financial resources during their stay abroad.  
Indeed, the accumulation of these resources may have 
been their original incentive to emigrate (Dustmann, 
1996).  This argument applies particularly to origin 
countries with underdeveloped markets for venture 
capital. 

Future prospects 

Newly emerging concerns about existing 
migration flows 

The UNECE region is facing several new concerns 
regarding the further liberalisation of migration flows.  
Some of these concerns are nurtured by the events of 
September 11, 2001 which initiated a debate about 
internal and external security issues.  With the exception 
of the North American countries, these concerns have so 
far had only a small impact on immigration policies, 
although in practice, many countries have tightened their 
immigration systems.  Most of the measures implemented 
after September 11 have been aimed at improving the 
control of persons entering a particular country, including 
stronger security measures at the borders and at domestic 
and international airports.  Since tighter borders controls 
are only of limited value in preventing international 
terrorism, there is an ongoing debate in the major 
destination countries on the potential to improve their 
existing identification systems and to increase the 
effectiveness of information sharing and data exchange 
between the immigration authorities and the police.  This 
exchange should ideally take place both within the 



128 ______________________________________________________________________ The new demographic regime 

destination regions as well as between these regions and 
the sending countries. 

A second important issue focuses on the growth of 
illegal migration and trafficking.  Countries are affected 
by illegal migration in very different ways, determined 
largely by their geographical location.  The United States, 
for example, is facing mainly illegal migration from 
Mexico, whereas the relative geographical isolation of 
Canada make illegal immigration and trafficking of 
migrants a rather negligible problem there.  In Western 
Europe, it is mainly the Southern European states of Italy 
and Spain that are facing increasing problems with illegal 
immigration and trafficking.  These countries are both 
major destination countries for illegal migrants, asylum 
seekers and refugees, as well as transit countries for 
migrants who aim to seek their fortune in Northern 
Europe.  A prominent example of a country with 
increasing illegal immigration despite its limited 
geographical accessibility is the United Kingdom, which 
has faced an increasing influx of asylum seekers and 
illegal migrants via the Eurotunnel.  Finally, many 
Central and Eastern European countries, as well as the 
Balkan states, have become major crossroads for illegal 
migrants seeking their way from East to West. 

The major policy reaction to the increased inflow of 
illegal migrants has been the tightening of border 
controls. A number of countries have introduced stiff 
penalties for traffickers, including prison sentences; 
others (for example Italy and the Netherlands) have 
addressed the issue by granting victims some form of 
residence status while prosecuting traffickers; and a third 
group of countries (for example France, Greece, Portugal 
and Spain) have used regularisation programmes to 
change the status of irregular migrants. 

In many Western European countries there are 
further concerns about the potential increase of East-West 
migration that may result from the enlargement of the 
European Unions with the accession of several Central 
and Eastern European countries.  Existing studies on 
potential migration flows from the East to the West after 
an enlargement of the EU come to rather contradictory 
conclusions.23  The structure of migration flows between 
the relevant CEE countries and the current EU member 
countries suggests that potential East-West migration 
flows will be largely temporary, whereas permanent 
migration from these countries will be largely directed 
towards the traditional immigration countries in North 
America, Australia and New Zealand (IOM, 1998).  The 
discussion has also highlighted the very different views 
among the current member states concerning the freedom 
of labour mobility between the new and the old member 
states after enlargement.  Some countries have asked to 
restrict the freedom of movement for a limited period of 

                                                        
23  For a discussion of the different views, see views Bauer and 

Zimmermann (1999), Fertig (2001), Sinn (1999, 2002) and Fertig and 
Schmidt (2001). 

time, as it was the case when Spain and Portugal joined 
the EU in 1986. However, others have promoted the 
immediate implementation of freedom of labour mobility 
between the new and the old members.  In the end, 
Germany and Austria succeeded in negotiating 
transitional periods allowing them to protect their 
domestic employment markets for a maximum of seven 
years. 

An issue that has received almost no attention in the 
media and in public discussions concerns the problems 
associated with ethnic migration.  Again, this problem 
exists mainly for Europe.  As already noted in the first 
section, there are ongoing large-scale migration flows 
within the CEE countries which were initiated by the fall 
of the Iron Curtain.  In addition, many descendants of 
former migrants appear to be taking the opportunity to 
return to the country of their ancestors. So far, this type of 
immigration has occurred mainly into Germany.  
Germany received more than 2.5 million ethnic Germans 
from the former USSR, Romania and Poland in the 
1990s.  In the last few years, the inflow of ethnic 
Germans has decreased substantially, partly because of a 
tightening of the entry procedures and partly because 
there are not many ethnic Germans left in Eastern Europe 
(sees Bauer et al., 2004, for a more detailed discussion). 

Ethnic migration from people originating in Eastern 
Europe is also being experienced by Turkey, which is 
receiving ethnic Turks from Bulgaria, and Finland, which 
is facing immigration of ethnic Finns from the Baltic 
states and the former USSR.  Much less is known about 
newly emerging flows of ethnic migrants into Ireland, 
Italy and Spain.  Because of a change of the economic 
and/or political situation, persons of British origin living 
in Zimbabwe, South Africa and Hong Kong are 
increasingly returning to the United Kingdom.  The 
economic crisis in Argentina has initiated increasing 
immigration from Latin America into Italy and Spain.  
Finally, the economic boom in Ireland has led to an 
increasing return of Americans of Irish origin into 
Ireland.  Our knowledge about the size and persistence of 
these flows is rather rudimentary. Comprehensive data 
exists only for a few countries (for example Germany) 
and the governments of the destination regions are in 
many cases not interested in starting a broad discussion 
on this type of migrant. 

Another concern regarding future migration 
originates from the development of the ‘new economy’ 
and the globalisation of labour and goods markets.  
Specifically, the observed increasing flows of highly 
skilled migrants have been associated with the emergence 
of skill-biased technical change in the developed labour 
markets, which in turn is frequently viewed as a 
consequence of the rising diffusion of information and 
communication technologies (ICT) and, more generally, 
of the radical re-structuring of the organisation of work.  
Prominent example of migrants of the new economy era 
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are programmers from countries like India moving in 
response to employment opportunities to developed 
countries, and venture capitalists all over the world being 
attracted by profit prospects to destinations such as the 
United States.  Migration is also being caused by the 
internationalisation of multinational firms’ internal and 
external labour markets.  If, as often argued, there is 
indeed a trend towards a relentlessly increasing 
international demand for skilled labour, caused by the 
further diffusion of ICT, then advanced economies may 
even intensify their efforts to attract such workers away 
from their origin countries.  An intensified competition 
between developed countries for highly skilled workers, 
which is already being manifest in the various new 
immigration initiatives described above, may cause a 
serious brain drain. 

The developments that are directly or indirectly 
associated with the production and use of ICT 
technologies have fundamental consequences for core 
questions of migration and may well shape the migration 
streams of the future.  Most importantly, increasing wage 
premiums for skills may lead to an acceleration of highly 
skilled migration.  Yet, although in the recent past the 
importance of highly skilled migration has increased 
markedly, it is far from clear whether the development 
and diffusion of ICT will lead to a dramatic increase in 
international migration of the highly skilled.  The 
emergence of the new economy makes physical 
migration of people less important, as business can be 
done across space in a completely new way.24 

Policy options on migration: control or 
management? 

Apart from the traditional immigration countries 
(United States, Canada, Australia and New Zealand), 
most countries in the region have not considered 
themselves as immigration countries, even though many 
of them have experienced large immigration flows.  
Because of this attitude, European countries have 
generally followed a ‘zero immigration’ policy for the 
last three decades.  Immigration policies have mainly 
focused on entry control and the regulation of permission 
to stay and to work in the country.  These policies, 
together with a tendency of solving new migration-
related problems in a rather ad hoc way, have led in many 
countries to a system of very complicated institutions.  
These range from a plethora of different types of entry, 
residence and work permits; regulations determining 
access to state benefits; and other regulations concerning 
repatriation and re-immigration.25 

                                                        
24  See Rothgang and Schmidt (2003) for a more detailed discussion of 

these issues. 

25  See, for example, Bauer et. al. (2003) for a detailed description of 
the current German institutions concerning entry, residence and work 
permits for foreigners, which can be considered as representative of many 
European countries. 

Often, there is no coordination between the 
government agencies which deal with different 
migration-related issues.  In many countries, for example, 
the ministry of interior or justice is responsible for the 
entry and stay of foreigners, whereas the ministry of 
labour deals with issues concerning work permits.  The 
spread of responsibilities across different agencies and 
the lack of cooperation has frequently resulted in 
inconsistent legislation. It has further been argued that the 
lack of opportunities for legal immigration is the main 
explanation for the increasing number of illegal migrants 
and associated issues such as increased exploitation and 
trafficking of migrants and the misuse of existing asylum 
systems.  Finally, since most countries in Europe have 
not considered themselves as being immigration 
countries, there has been a widespread lack of integration 
policies, which has resulted in additional social and 
economic problems concerning not only first-generation 
but also second- and third- generation immigrants.26  

Overall, it has to be concluded that the present 
system of migration control has proved to be inefficient 
in dealing with the new migration problems that have 
been developing through increasing globalisation (i.e. 
increasingly integrated international economies and 
labour markets), and also in relation to the demographic 
challenges that many countries in the region will face in 
the coming decades.  Many governments in the region are 
now realising that they will have to change their 
migration policy and that these changes will require a 
more comprehensive approach to managing migration in 
order to reap the potential gains of migration without 
incurring too many of its potential costs.  It has further 
been argued that such a comprehensive policy could 
contribute to reducing xenophobia. For example, it has 
been observed that xenophobia tends to be lower in 
countries that have developed a comprehensive migration 
policy, such as, for example, Canada (Bauer, Lofström 
and Zimmermann, 2000). 

Following the proposals of the United Nations 
(1994) and the IOM (2003), such a comprehensive 
approach towards efficient migration management should 
include, among others, the following basic elements: (i) 
opportunities for both temporary and permanent 
immigration, including labour migration programmes; (ii) 
effective border management to increase security, to 
combat illegal migration, together with smuggling and 
trafficking, and to sustain the integrity of the asylum 
system; (iii) integration of immigrants into the society 
and economy of the host country; (iv) recognition and 
respect of the rights of all type of migrants, and (v) 
measures that address the main causes of emigration, 
including investment and development aid to foster the 
development of the sending regions and a foreign policy 

                                                        
26  See, for example, Fertig and Schmidt (2003) and the literature cited 

therein. 
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that aims to avoid massive new flows of refugees.  In 
addition, a comprehensive migration approach should be 
flexible enough not only to react to gradual changes but 
also to unexpected short-term changes in migration trends 
and the economic and social environment. 

To establish such a comprehensive policy it would 
be necessary to increase the cooperation of national 
agencies that deal with migration issues, increase 
international cooperation in order to share information on 
migration-related issues, harmonise migration policies, 
and improve the availability of information on migration 
legislation and data on migration.  The German 
discussion on a new immigration policy of the last two 
years could serve as a good example of this changing 
attitude towards immigration policy.  The report of the 
Immigration Commission, which has been described in 
more detail above, incorporated most of the elements 
needed for a comprehensive approach to migration 
management. 

In addition, many countries realise that more 
international cooperation is necessary for the effective 
management of migration, even though these attempts are 
still in their infancy.  One by-product of the events of 
11September 2001 has been an increase in cooperation in 
and debate on potential strategies to improve existing 
identification systems.  There has also been an increase of 
the effectiveness of information sharing and data 
exchange between the immigration authorities and the 
police within the potential destination regions, as well as 
between these regions and the sending countries. 

Until a few years ago, there was no attempt in 
coordinating migration issues across countries, even 
though integrated goods and labour markets have a strong 
need for a coordinated migration policy.  A good 
example is the EU, because the abolition of interior 
borders resulted in a dependency of each member state on 
the immigration policy of the other states.  Once a 
foreigner enters EU territory, the further migration of that 
person can no longer be controlled.  As a result of free 
labour and product markets within the EU, individual 
member countries are unable to follow independent 
migration policies without potentially affecting other 
members.  The tightening of asylum regulations in many 
European countries since the early 1990s has shown that 
the implementation of tighter asylum and immigration 
laws in one country automatically leads to an increase of 
asylum seekers and immigrants in neighbouring 
countries.  This a good example for the interdependence.  
Therefore, the EU should consider a unified migration 
policy.27  Development of a unified immigration policy is, 
however, just in its infancy. 

                                                        
27  A general analysis of migration policy issues is given by Straubhaar 

and Zimmermann (1993) and Zimmermann (1995).  See also IOM (2003, 

Since 1988, the migration policy of the EU has been 
marked by two different developments.  First, since the 
original Treaty of Rome in 1957, internal migration 
within the EU has been steadily liberalised, concluding in 
Article 8a of the Single European Act.  This Act required 
the achievement of the free movement of people, capital, 
goods and services by 1 January 1993, implying the 
abolition of controls on the interior borders of the EU.  
Second, with respect to immigration from outside the EU, 
there have been increasing efforts to establish a unified, 
though generally more restrictive policy.  The 
development towards a joint EU migration policy started 
with the Schengen Accords of June 1985 (Schengen I) 
and June 1990 (Schengen II), and the accord of Dublin on 
15 June 1990, continuing with the Maastricht Treaty of 
1992 and the Amsterdam Treaty of 1997, which came 
into force in 1999. 

The latest milestone of this process could be seen in 
the special meeting of the European council in Tampere 
(Finland) in October 1999, where the Heads of State and 
Government agreed upon a programme of action 
including the development of a common EU policy on 
asylum and migration.  So far, the main objectives of 
these initiatives are as follows: to eliminate internal 
border checks, to establish consistent and tighter external 
border controls, to have a unified visa policy, and to 
coordinate the different national asylum policies and 
measures to fight illegal migration.  Furthermore, the 
objectives include the drafting of joint norms regarding 
the acceptance of asylum seekers, and defining the rights 
and conditions under which immigrants of one EU 
member country can reside in another member country. 

Apart from the development of an increasingly 
integrated goods and financial market within NAFTA 
(the North American Free Trade Agreement, covering the 
United States, Canada and Mexico), a similar 
development cannot be observed in North America.  The 
objective there is rather to restrict migration, especially 
between Mexico and the United States.  Furthermore, it is 
unclear whether the NAFTA agreements have reduced or 
increased migration between the associated countries. 

International cooperation in the field of migration 
has also occurred with regard to regulations concerning 
temporary migration.28  Germany, for example, has 
signed bilateral agreements with several CEE countries 
concerning the admission of temporary workers (Bauer 
and Zimmermann, 1999).  The following goals were at 
the core of those bilateral agreements: (i) to bring the 
CEE countries up to Western European standards; (ii) 

                                                                                            
chapter 14) for a detailed description of the common migration policy 
within the EU. 

28  A detailed discussion of the characteristics of and the legislation on 
temporary migration in Australia, Canada, France, Germany, the 
Netherlands, Switzerland, the United Kingdom and the United States is 
given by OECD (1998). 
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solidarity with the CEE countries; (iii) to impart skills to 
firms and workers with modern technology in order to 
foster economic development in the countries of origin; 
(iv) to decrease the immigration pressure from those 
countries; and (v) to promote economic cooperation with 
those countries. 

Finally, there has been strong cooperation between 
the EU and those CEE countries that are in the process of 
joining the EU.  However, this cooperation cannot be 
seen as a step towards a more comprehensive 
management of migration flows.  The aim of this 
cooperation, which concerns mainly the introduction of 
Western standards with regard to border controls and 
asylum laws, can be seen rather as an attempt to create a 
‘buffer zone’ along the Union’s eastern border.  This 
buffer would shift part of the problem of dealing with 
irregular migrants and asylum seekers eastwards by 
promoting the creation of asylum laws according to 
Western standards and the ‘safe third country’ concept.  
Accordingly, the vast majority of cooperative measures 
between EU member states and the associated CEE 
countries concentrate on restrictive measures for fighting 
illegal immigration rather than on the promotion of 
humanitarian standards in dealing with immigrants 
(Subhan, 1998). 

Overall, even though many major receiving 
countries realise the need for a more internationally 
cooperative migration policy, any progress in 
international cooperation seems to happen rather slowly.  
Together with apparent problems in developing 
comparable institutions between existing institutions in 
the different countries, one reason for this slow 
development may be because of the increasing worldwide 
competition for highly skilled labour.  Other reasons are 
historical migration links and ethnic migration flows, 
which many countries are unwilling to discuss in an 
international setting. 

Future of migration in the region 
Assessing migration potential and predicting future 

migration streams are among the most relevant, yet least 
well understood, topics of migration research.  Multiple 
push and pull factors are responsible for observed 
migration flows, including for example, economic and 
social disparities between countries, ongoing migration 
networks, various population and ageing trends, 
environmental impetuses, reduced costs for transportation 
and information, as well as various political factors, 
including armed conflict and the violation of human 
rights.  Theoretical models and empirical studies of the 
determinants of migration are only able to capture a 
subset of the various factors determining human 
migration.  This may be because models that aim to 
describe as many determinants of migration as possible 
would become far too complicated, or because the 

paucity of the available data material, and the 
interrelationship between the different factors of 
migration makes a precise estimate and identification of 
historical relationships between demographic, economic, 
social and political determinants difficult.29  The usual 
approach taken in economic analyses is to fit ad hoc 
specifications to historical, aggregate-level data, and, for 
the purposes of prediction, to extrapolate from these 
estimates on the basis of auxiliary information.  However, 
as already mentioned earlier, no stable relationships have 
emerged from studies on the determinants of migration 
whatsoever, which limits the reliability of this type of 
forecast. 

Even if these problems could be solved, the 
usefulness of precise estimates of historical relationships 
between demographic and economic determinants and 
the resulting migration streams would be rather limited. 
A second and conceptually more severe difficulty is the 
identification problem that has to be solved satisfactorily 
for any valid extrapolation, irrespective of the available 
data points. Intellectually, the forecasting problem arises 
because the future will be different from the past, while 
the key to its solution lies in finding sufficient aspects of 
stability to be able to learn from the past (Fertig and 
Schmidt, 2001b).  Changes in the various determinants of 
human migration are not only gradual both across time 
and space; there may also be abrupt changes which are 
very hard to predict.  The overall migration experience in 
the last decade has further shown that migration flows do 
not necessarily always occur between the traditional 
origin and destination regions.  Migration is increasingly 
taking place between two regions that do not share a 
common migration history.30  

With these caveats in mind, the following 
description of potential future migration flows should be 
seen as speculative, because the institutional, economic 
and demographic factors that form the basis of these 
trends could change rather rapidly.  For the same reason, 
we refrain from quantifying potential future migration 
flows and, in most cases, from characterising the 
composition of migration flows into labour migrants, 
family migrants, asylum seekers or refugees, nor as 
permanent and temporary migrants. 

The current economic and demographic 
developments suggest that migration pressures will 
increase.  The observed globalisation process is resulting 
in fast economic growth in many potential sending 
regions, especially in Asia (for example China, India, 
Taiwan, Viet Nam) and some countries in Africa (for 

                                                        
29  See, for example, Bauer and Zimmermann (1997), Greenwood 

(1985), Massey et. al. (1993), and Molho (1996) for surveys of different 
migration theories and the existing empirical evidence. 

30  Fertig and Schmidt (2001) provide a more detailed discussion about 
extrapolations of future migration flows using aggregate-level studies of 
the determinants of migration. 
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example South Africa).  Because of this economic growth 
and the associated increase in living standards, these 
countries may become destination regions for 
international migrants.  More importantly however, the 
increased incomes associated with this process will 
enable many individuals residing in these countries to 
finance their move to western countries.  Even though 
economic theories predict that the globalisation process 
tends to reduce income differentials between countries in 
the long-run, it is unclear whether income differentials 
between developed and developing countries will 
increase or decrease in the short and medium term.  
Hence, it may well be possible that globalisation will lead 
to increased migration pressure on the UNECE region.  
This process may further be accelerated by cheaper 
information and transportation costs. 

At the same time, the demographic developments in 
many countries of the region and the associated ageing 
process of the population will result in an increasing 
demand for immigrants.  Given the accelerating process 
of technological progress and the necessity to concentrate 
on the production of high-tech products and knowledge 
in order to be able to compete with low-wage countries in 
Asia, Africa, Latin America and parts of Eastern Europe, 
much of this increasing demand will concentrate on 
highly skilled labour. As already described, the 
increasing competition for highly skilled migrants can 
already be observed and it can be expected that this 
competition will further increase in the future.  At the 
same time, this development suggests that a coordinated 
development of migration policies will be hard to realise, 
at least as far as skilled labour is concerned.  
Nevertheless, the ageing population in most countries of 
the region will also increase the demand for personal 
services (especially in the health sector), and hence 
demand for low- and semi-skilled labour.  Given the low 
status of most of the employment opportunities in the 
service sector for the elderly, and the relative paucity of 
young persons in the native population willing to enter 
this sector, there is bound to be future demand for 
especially young and middle aged health service workers 
from outside the region. 

Finally, the globalisation process and the associated 
increase in the availability of information will most likely 
increase the portfolio of potential source countries of 
migrants – a process that has already been observed 
during the last few years.  So far, migration flows occur 
mostly along established migration networks (such as, for 
example, those between Turkey and Germany or between 
Mexico and the United States).  As information on the 
economic and social situation in the potential destination 
regions spreads, the relative importance of these 
traditional migration networks will decrease and new 
migration networks will be established. 

There are other developments that will potentially 
increase the inflow of persons into particular countries.  

Most importantly, even though the magnitude of the 
migration flows is very hard to predict, the enlargement 
of the European Union to include Central and Eastern 
European countries will most likely result in increased 
East-West migration, and will also increase migration 
flows into and between the new members of the 
European Union.31  Based on existing migration networks 
it is likely that the main destination countries for the 
migrants will be Germany and Austria.  Similarly, it is 
rather difficult to forecast to what extent the increasing 
economic integration of Canada, Mexico and the United 
States within the NAFTA agreement will lead to a further 
increase of migration between these countries. 

The development of future migration flows due to 
reasons other than economic and demographic factors are 
even harder to predict, because of the unpredictable 
development of existing and future armed conflicts and 
human rights violations.  This also holds for 
environmental deterioration as a significant migration 
factor, even though this apparently does contribute to 
South-North migration flows. 

                                                        
31  See Fertig and Schmidt (2001) for a critical review of existing 

estimates of potential East-West migration after the EU-enlargement. 
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CHAPTER 8 
 
INTEGRATION OF MIGRANTS: ECONOMIC, SOCIAL, 
CULTURAL AND POLITICAL DIMENSIONS 

Rinus Penninx 

 

 

Introduction 
This paper discusses the integration processes of 

immigrants and minorities with a recent immigrant 
background, and the policies related to the process of 
settlement of these newcomers in European societies.  It 
thus excludes what are often called ‘regional minorities’, 
such as Frisians in the Netherlands, or Basques in Spain 
and France.  As an initial premise, I would like to suggest 
that the experience and policies of different countries 
with integration reflects their experience and policies of 
immigration.  Significant post-war immigration in Europe 
started early in the North-West European countries 
(1950s to 1970s), later in Southern Europe (1980s and 
1990s) and even more recently in Central and Eastern 
European countries (1990s).  Experience with integration 
policies follows in the same sequence: we see the longest 
experience with integration policies in (some countries 
of) North-Western Europe; limited and more recent 
efforts in the Southern European countries; and 
practically an absence of such policies in Eastern and 
Central Europe as yet.  (At the time of the socialist 
regime, these latter countries were often confronted with 
the integration of regional minorities: however, at that 
time the process of integration was dealt with quite 
differently and many migrations were considered to be 
‘internal’). 

As a consequence, this paper will inevitably lean 
heavily on the North-West European experience and the 
lessons to be learnt from research and policy there.  

This paper will cover integration policies at all 
relevant levels: from the local level of municipalities and 
cities, to the national level of states, and the international 
level of the European Union.  Within this general 
approach, however, I will put a strong emphasis on the 
local level, since that is the level where such policies 
have to be implemented and are primarily felt, both by 
the immigrants themselves and by those parts of society 
that are most affected by immigration. 

To describe the current status of integration research 
and policies, this paper will cover the following.  In the 
first section, I will outline the context of European 

integration policies, their special relationship with 
immigration policies, the different types of policies and 
their possible convergence. Having mapped the field 
roughly, I will then explore the nature of integration 
processes, their conceptualisation and lessons from 
empirical studies.  The reason for devoting some space to 
these topics is the assertion that any integration policy 
should be based on a thorough, scientifically-based 
knowledge of the processes of integration and exclusion: 
if a policy wants to steer such a process, it should have a 
clear idea of what instruments it can use to possibly 
intervene, in which part of the process, and at what 
particular moment. 

Such knowledge is a solid starting point for policy-
making, but it is not enough.  The processes of policy-
making and implementation follow their own set course, 
which do not necessarily run parallel to the process of 
integration.  That is why, in the following section, I 
attempt to explain some of these processes. 

At the end of this paper I return to the core 
questions of immigration and integration policies on the 
one hand, and the relationship between local, national and 
international integration policies on the other.  What will 
the future hold for this field? 

Overview of migration and integration policies 
in Europe 

The immigration-integration nexus 

International migration has become a major 
phenomenon worldwide in recent decades.  Europe has 
received a significant share of it.  According to the 
OECD, at the end of the 20th century there was a total of 
more than 20 million ‘foreigners’ living in the countries 
of the European Economic Area (OECD, 2001, p.12).  
That amounts to 5.3 per cent of the total population in 
that area, and it does not include naturalised immigrants.  
Nor does it include undocumented immigrants or those 
waiting for asylum or other applications.  The recent IOM 
report (IOM, 2003, p.29), apparently using somewhat 
broader criteria, estimates the ‘migrant stocks’ in the 
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whole European continent at more than 56 million, or 7.7 
per cent of the total population. 

Migration movements into Europe have a variety of 
backgrounds and forms.  On the one hand, uneven 
development and political instability, combined with the 
availability and affordability of new communication 
media and transport, have generated greater migration 
pressures and supply-driven migration movements.  On 
the other hand, demographic and economic developments 
within Europe itself have given rise to new demand-
driven movements into some countries, and will 
presumably will do so into other countries in the near 
future. 

While the figures mentioned for Europe as a whole 
may be impressive in themselves, they do not mirror the 
real impact of the new phenomenon, because migration 
and settlement patterns of immigrants are uneven, both in 
space and in time.  Some European countries, like 
Switzerland, Belgium and France, had a long pre-war 
history of immigration which resumed again soon after 
WWII.  Others experienced increasing immigration in the 
decades following WWII – mostly against their stated 
will of becoming an immigration country – these 
included the United Kingdom, Sweden, Germany, 
Austria and the Netherlands.  For a number of European 
countries, such as Italy, Spain, Portugal, Greece and 
Ireland, which used to be emigration countries until 
recently, immigration has taken off in just the last decade 
or so.  Obviously, such historical differences are reflected 
in the size of the immigrant population: the order in 
which the countries are mentioned above roughly 
correlates with a decreasing percentage of their 
population of immigrant origin. 

The impact, however, cannot be described only by 
figures.  The perspective through which the phenomenon 
of immigration is perceived and defined is relevant.  
During the last three decades a common feature of all 
European countries has been their ad hoc, reactive and 
control-oriented character, in clear contrast to the more 
explicit and pro-active policies of countries such as 
Canada, Australia and the United States.  These classic 
immigration countries have a history in which 
immigration has been a crucial element of the growth of 
their societies and they are aware of that.  In those 
countries, there is a basic acceptance of immigration and 
they have developed elaborate institutional settings to 
handle it.  Of course, the merits of immigration are 
discussed there too, and both the discourse on migration 
and its factual development change over time, but still 
that basic acceptance has not been fundamentally 
challenged.  The common feature of Europe, on the 
contrary, is one of a basic non-acceptance of 
immigration. 

Despite the fact that most North-West European 
countries deliberately do not call themselves immigration 
countries, some of these countries actually have higher 

immigration figures than the classical immigration 
countries, measured simply by the percentage of foreign-
born within their total population.  For example, 
Switzerland and Germany have higher percentages than 
the United States.  So the facts of immigration are to a 
greater or lesser extent the same as in those countries, but 
the perception is not.  This has pervasive consequences 
for how immigrants are perceived, and what place they 
are attributed in society in general, and in the political 
system in particularly, as we will see later.  As a 
consequence, integration policies at the national level 
have generally been developed late or not at all, Sweden 
and the Netherlands being exceptional cases here.  And if 
such policies have been formulated, this was often done 
as a consequence of a crisis situation relating to 
immigration or immigrants, and in most cases the result 
was piecemeal. 

Within the emerging context of the European 
Union, such perceptions and ensuing policies of member 
states may change in the future.  The fresh ideas 
published by the European Commission (2000 and 2003) 
on new immigration policies (‘Communication on a 
Community Immigration Policy’ of 22 November, 2000) 
and on integration policies for immigrants 
(‘Communication on Immigration, Integration and 
Employment’ of 3 June, 2003) could in the long run 
promote more balanced, pro-active and comprehensive 
policies within the EU.  To be realistic, however, at 
present the situation is one that does not fit the present 
and future state of migration, nor the situation of 
immigrants: policies relating to immigration within the 
EU area are essentially ambivalent.  On the one hand, the 
EU created essentially a fundamental right to migrate 
within the EU area for citizens of its member states; 
furthermore a fairly lenient policy is practised in all states 
for highly skilled and company-linked migrants from 
outside the EU.  On the other hand, EU member states 
have developed a restrictive and defensive - but largely 
ineffective - immigration policy to keep out all other 
unasked-for migrants.  These policies have been more 
politically driven – through the perception mentioned 
above – than research-based. Integration policies at EU 
level are still in their infancy. 

European Union immigration policies are, in 
principle but not always in practice, policies of the whole 
community – they are a competence of the European 
Commission – but integration policies are not.  
Integration policies, however, are not Communitarian 
policies: national authorities make their sovereign 
decisions on policies in this domain.  Any common 
initiative can only be implemented by a unanimous 
decision of the Council of Ministers.  As such policies are 
context-bound in content, and at the same time 
procedurally non-binding, it will take much time and 
effort to develop a common base for integration policies 
at the EU level. 
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A typology of integration policies 

In order to understand the present integration 
policies of European countries and their differences, I 
will first develop a basic typology.  This typology is 
based on a simple analytical framework that centres 
around the concept of ‘citizenship’.  Recently political 
theorists have contributed significantly to our thinking on 
citizenship, particularly when they have tried to answer 
the question of how basic democratic values can and 
should be combined with the two essentials of any 
integration policy: cultural and religious diversity on the 
one hand and socio-economic equality on the other 
(Bauböck, 1994; Bauböck et al., 1996; Brubaker, 1989 
and 1992; Hammar, 1990; Kymlicka, 1995; Soysal, 1994; 
Young, 1990). 

For this typology, I distinguish, on the basis of 
current scientific literature, three different aspects or 
dimensions of citizenship.  The first is the legal/political 
dimension: this refers to the basic question of whether (or 
at what stage) immigrants are regarded as fully-fledged 
members of the political community.  In practice the 
question is first of all whether alien immigrants have 
secure residence rights - and if they have, how far 
immigrants and ethnic minorities have formal political 
rights and duties, and if these differ from those of natives.  
This also includes the question whether newcomers may 
(easily or not) acquire national citizenship and thus gain 
access to the formal political system; it also includes the 
granting (or not) of political rights to non-nationals, for 
example at the local administrative level.  Also the 
opportunities for less formal political participation, such 
as through consultative structures for immigrants, would 
be part of this dimension. 

The second is the socio-economic dimension of 
citizenship: this pertains to the social and economic rights 
of residents, irrespective of national citizenship; these 
include industrial rights, and rights related to access to 
facilities (such as labour market mediation and training, 
unemployment and other benefits) in the socio-economic 
sphere.  Do they have (equal) rights to accept work and to 
use such institutional facilities to find it?  Do they have 
the same rights as indigenous workers?  Do they have 
access to work-related benefits, such as unemployment 
benefit and insurance, as well as to state-provided social 
security provisions, such as social housing, social 
assistance and welfare and care facilities. 

The third dimension pertains to the domain of the 
cultural and religious rights of immigrants: do they have 
(equal) rights to organise themselves and meet together as 
cultural, ethnic or religious groups?  Are they recognised, 
accepted and treated like other comparable groups and do 
they enjoy access to the same or comparable facilities? 

These three essential dimensions of citizenship can 
be examined together for the purpose of evaluating the 
integration policies of national and local governments, 
and they can be used as a yardstick for categorising 

different integration policies.  To create a typology chart 
of all combination of policies that countries may adopt, 
we give either a positive (+) or negative (-) score for each 
of the three aspects of citizenship described above (figure 
1).  The different possible combinations of these scores 
then defines the six possible models of approaches to 
integration. 

From this simple typology a number of things 
become clear.  The first and foremost distinction is the 
one between inclusive and exclusive policies, based on 
the legal-political dimension: if migrants or immigrants 
are not regarded as (potentially) part of the political 
community of the country or local community, and if 
their legal/political position is essentially different from 
national citizens, I call these exclusionist policies (types 
4, 5 and 6).  Among these are the so-called ‘guest-worker 
policies’ introduced after the Second World War.  Such 
migration was defined as temporary, and thus 
exclusionist, i.e. types 4, 5 or 6.  Dutch policies until 
1980, for example, fitted perfectly type 4, since they 
combined political exclusion and a special legal position 
for these alien guest-workers with, in principle, equal 
rights in the socio-economic sphere and a policy of 
encouraging them to ‘retain their cultural and religious 
identity’ in view of their anticipated return.  Austrian and 
Swiss guest-worker policies have fitted (and still do to a 
great extent) to types 5 or 6, in the sense that they 
combine political exclusion with unequal industrial and 
social rights. 

Policies of the North-West European countries have 
moved over the course of time within the typology space.  
In the late 1970s and 1980s, for example, countries such 
as Sweden, the Netherlands, Belgium and France 
explicitly acknowledged that most of their (former) 
labour migrants would be settling for good and that more 
inclusive policies were necessary (Vermeulen, 1997).  
These countries have, among other things, changed their 
naturalisation laws and/or practices in order to facilitate 
access to formal citizenship, most prominently for the 
children of immigrants.  Sometimes they have given 
opportunities for formal political participation of legally 
resident aliens at the local level or have initiated group-
specific forms of consultation and participation. 

FIGURE 1 

A typology space of migrant integration policies 
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Not all European countries, however, have made 
such a change in their definitions or policies, or at least 
not to the same extent.  Austrian and Swiss national 
policies, for example, still reflect to a large extent the 
premises of guest-worker policies.  Germany made a 
significant step towards a more inclusionist policy in 
1991 with a relative easing its formerly tough 
naturalisation regulations. 

Against this background of continental Europe, the 
United Kingdom represents a different case: there is no 
tradition of a ‘guest-worker scheme’ and the great 
majority of those who immigrated to the United Kingdom 
were entitled to or already possessed a British passport 
upon arrival (as many came from the Commonwealth 
countries of India, Pakistan, Hong Kong and 
Bangladesh).  The formal definition of ‘alien’ or 
nationality are not significant characteristics: it was and is 
the racial or ethnic descent that is the paradigm that has 
affected their subsequent integration.  The British case, 
being one that is inclusionist in the formal sense from the 
beginning, makes us aware of the distinction between 
formal inclusion and inclusion in practice.  Inclusion in 
the legal/political domain turns out to be a vital, but not a 
sufficient condition for attaining equality. 

Although the legal and political aspects of national 
migrant policies in the legal/political domain have 
developed increasingly common elements across Europe 
(see Weil, 2000), quite substantial differences remain.  
Such differences reflect fundamental ideas about 
membership of the political community in different 
countries: Germany, for example, defines its national 
community in ethnic terms of ancestry, and thus 
welcomes re-settlers (Aussiedler) – Germans returning to 
the fatherland – but regards settled foreigners as 
Ausländer, or ‘aliens’.  The French republican concept, in 
contrast, is based on a political contract between 
individual citizens and the state, a contract that anyone 
who subscribes to the principles of that political system 
may enter into.  The fact that such principles, in the 
French case, are strongly embedded in culturally defined 
institutions, however, makes things complicated for those 
immigrants who have different cultural and religious 
backgrounds.  Here again, legal/political inclusion seems 
to be a necessity, but not necessarily a sufficient 
condition for full integration. 

It follows that a different terminology goes with 
such different concepts: more exclusionist policies talk 
about ‘aliens’, ‘Ausländer’, ‘guest-workers’ and other 
designations that accentuate the (supposed) temporary 
stay or the belonging of a person to another political 
unity.  Terminology and content of such policies reflect 
basically the non-acceptance of immigration and of 
newcomers as permanent immigrants.  In more 
inclusionist policies on the contrary, ‘immigrant’ is an 
accepted term, like in France, or the term ‘ethnic 
minorities’ is adopted as in the case of the United 
Kingdom and the Netherlands, the term reflecting, on the 

one hand, the fact that a group (of immigrants) is part of 
the political community, and, on the other hand, that they 
have a specific place in that community in relation to the 
dominant majority. 

Turning to the second and third dimension and 
looking particularly at inclusionist policies, I will first 
remark that type 3 theoretically does not exist in Western 
Europe at present.  Liberal democracies, in principle, do 
not allow for inequality and unequal rights for any who 
are regarded as members of the political community.  
Type 3 policies may, however, exist in practice, in so far 
as racism and discrimination are tolerated and such high 
principles of equality are ignored in practice. 

In terms of official policies, however, we can 
distinguish the second major dichotomy within 
inclusionist policies in Europe.  Type 1 countries 
embrace multiculturalist and/or diversity policies, while 
type 2 countries have forms of integration policies that 
are primarily based on the premise of assimilation.  Type 
1 multicultural policies presuppose not only political 
inclusion and equality in the socio-economic domain, but 
also aim at cultural and religious equity.  The basic 
premise of multiculturalism - defined as a set of 
normative notions on how to shape a multicultural society 
politically - is that immigrants cannot become equal 
citizens unless the state and society accept that both 
individuals and groups have the right to be culturally 
different.  According to multiculturalists, the prevailing 
institutions and rules in society are historical and cultural 
products that are not neutral for newcomers and thus may 
need revision in order to accommodate newcomers.  The 
United Kingdom, Dutch and Swedish policies in the 
1980s and early 1990s presented themselves as 
multiculturalist policies, following that line of reasoning. 
Integration policies of type 2, in contrast, take the state 
and society of settlement as ‘given’, both in the cultural 
and normative sense.  Newcomers are expected to adapt, 
at least to the public institutions of that society.  This may 
lead to strong assimilation pressure.  French policies have 
traditionally been associated with this type, although in 
recent years even in France the plea for ‘le droit à la 
différence’ (the right to be different) is gaining weight. 

Convergence of policies? 

The definitions of the different types of policy 
described above are idealised types.  As mentioned 
earlier, I have given one of only two scores on each 
dimension: positive or negative.  In practice the divide 
between them is much fuzzier and they develop over the 
course of time.  An important question is then whether 
positions have been moving in the same direction and 
whether there has been convergence in European 
integration policies. 

Looking again at the three domains, we have to 
conclude that the extent of convergence that has occurred 
is not equally strong in each of these domains.  There has 
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been some convergence in the legal/political domain: for 
example, in all member states, minimum EU rules apply 
to residence rights of many ‘third country nationals’.  
Also the wide disparities between French and German 
naturalisation legislation have narrowed.  In recent years, 
there have been increasing calls in Germany to enable 
children of immigrants to gain citizenship more easily.  
The jus sanguinis principle is thus being relaxed and the 
jus soli principle is being considered, while in France the 
opposite is happening. 

The strongest pressure for convergence is in the 
socio-economic domain, particularly in work-related 
rights and benefits.  Norm-setting laws, rules and 
directives of the European commission, based on the 
premise of equal rights and non-discrimination, and 
assisted by trade union pressure within national contexts, 
have contributed to much more uniformity than before in 
work-related situations.  This is much less the case, 
however, when it comes to accessibility and equal rights 
in the domain of welfare provision such as social 
assistance and benefits, social housing, education and 
health. 

The largest disparities that still exist are in the 
cultural-religious domain.  Policies related to the two 
most important elements in this domain – those of 
language and religion – show little evidence of 
convergence.  British, Swedish and Dutch policies, 
inspired by their multiculturalist ideologies, stand here in 
direct contrast to French, German and Austrian policies 
that – for different reasons – do not give much room for 
immigrants to demonstrate their cultural and religious 
heritage in the public sphere.  Awareness of the need to 
have such policies varies significantly, and pressure from 
the European institutions is not strong here.  One of the 
basic problems is that language and religion are often 
tightly bound up with notions of national identity.  
Diversity policies can easily be perceived as threatening 
that national identity.  Nevertheless some signs of 
convergence can be seen, often at the local level, for 
example in the recognition of Muslims as negotiating 
partners, and a rudimentary institutionalisation of so-
called ‘new’ religions.  But at the same time there are still 
wide disparities with regard to religious instruction in 
state schools and opportunities for religiously based 
schools. 

Processes of integration and exclusion: lessons 
from research which have a bearing on 
policies 

Having mapped out the field roughly, I will now 
explore the nature of integration processes, their 
conceptualisation and lessons from research. 

Defining integration and relevant levels and 
actors in integration processes 

Newcomers in a given society are often perceived 
as the classic ‘other’: one who does not belong there.  
This observation has been the starting point of a long 
tradition of research initiated by early founders of 
sociology like Simmel (1908) and refined by scholars 
such as Park and Burgess (1921) and Elias and Scotson 
(1965). 

Definitions of the ‘other’ or ‘stranger’ may be based 
on various attributes: on legal status (‘aliens’), on 
physical appearance (‘race’), on (perceived) cultural and 
religious differences, on class characteristics or on any 
combination of these elements.  Such definitions do not 
only have consequences for interpersonal relationships, 
they also play out on the collective level, defining ‘in-
groups’ and ‘out-groups’.  They may express themselves 
in discriminatory practices and lead to deteriorating inter-
ethnic relations and a weakening of social cohesion in 
communities, cities and states.  At the political level the 
concept of ‘other-ness’ may also be exploited, for 
example by anti-immigrant movements or parties. 

As soon as immigrants arrive in their new country 
they have to acquire a place in the new society, both in 
the physical sense (a house, a job and income, access to 
educational and health facilities, etc.), but also in the 
social and cultural sense.  Particularly if newcomers see 
themselves as different and are perceived by the receiving 
society as physically, culturally and/or religiously 
‘different’, they will aspire to acquiring a recognised 
place in that new society and becoming accepted.  It is 
from these observations that we deduce a basic and at the 
same time comprehensive definition of integration: the 
process of becoming an accepted part of society.  This 
elementary definition of integration is – intentionally – 
open in two respects.  Firstly, it emphasises the process of 
integration rather than defining an end situation.  
Secondly, it does not state the particular requirements for 
acceptance by the receiving society (in contrast to the 
normative models that have been developed by political 
theorists that we mentioned in the previous section), 
thereby leaving different intermediate and final outcomes 
open.  That makes the definition more useful for the 
empirical study of these processes, allowing us to capture 
more of its diversity. 

The open, elementary definition of integration 
covers at least three analytically distinct dimensions of 
becoming an accepted part of society, as described in the 
previous section where we discussed citizenship: the 
legal/political, the socio-economic and the 
cultural/religious dimensions.  The first dimension affects 
migrants in two ways.  From the perspective of individual 
immigrants, the legal position and related rights allocated 
to them may have significant positive or negative 
consequences on their behaviour and their efforts to 
integrate.  Long periods of uncertainty about application 
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for a residence permit (and dependency in the case of 
asylum seekers), and having no access to local and/or 
national political systems and decision making, for 
example, obviously have negative implications for the 
migrant’s preparedness and efforts to integrate.  From the 
perspective of the receiving society, such exclusion 
policies are an expression of basic perceptions that see 
immigrants as ‘outsiders’, an attitude that is not 
conducive for constructive policies in the socio-economic 
and cultural-religious domain.  Exclusionary policies thus 
have negative effects on integration processes.  Turning 
this reasoning around, there are solid indications that 
where inclusion of immigrants in formal and informal 
channels of political participation does take place, this 
leads to a variety of beneficial policies in the socio-
economic and cultural-religious domain (for relevant 
empirical material at the municipal level see for example: 
Alexander, 2003; Bousetta, 1997; Fennema and Tillie, 
1999 and 2001; Moore, 2001; Penninx et al., 2004; and 
Rogers and Tillie, 2001). 

Having defined the key concept of integration and 
its dimensions, the next question is: who are the actors 
involved?  There are basically two parties involved in 
integration processes: the immigrants with n own 
characteristics, and differing levels of effort and 
adaptation, and the receiving society with its 
characteristics and varied reactions to these newcomers.  
It is the interaction between the two that determines the 
direction and intermediate and final outcomes of the 
integration process.  However, these two are 
fundamentally unequal partners in terms of (political) 
power and resources.  The receiving society, its 
institutional structure and its reaction to newcomers are 
therefore much more decisive for the outcome of the 
process.  Integration policies are part of the institutional 
arrangements in a society, particularly since we should 
define such policies broadly to include both general 
policies and their effects on immigrants, and policies 
specifically concerned with the integration of immigrants.  
As such policies are defined politically by (the voting 
majorities of) the receiving society, there is an inherent 
danger of the relationship being lopsided.  Policies will 
tend to represent the expectations and demands of the 
society, or the dominant parts of it, rather than being 
based on participation, negotiation and agreement with 
immigrant groups themselves. 

The foregoing discussion indicates that the process 
of integration is thus not – as is often supposed – only 
taking place at the level of the individual immigrant, 
whose integration can be measured in terms of his/her 
housing, job and education, and his/her social and 
cultural adaptation to the new society.  It is also taking 
place at the collective level of the immigrant group.  
Organisations of immigrants are the expression of 
mobilised resources and ambitions, and may become an 
accepted part of civil society (and a potential partner for 

integration policies), or they may isolate themselves or 
get excluded by the society of settlement. 

The second kind of institutions that are of particular 
relevance for integration comprise the ones that are 
specifically of and for immigrant groups, such as 
religious or cultural institutions.  The value and validity 
of such institutions, in contrast to general institutions, is 
limited to those who voluntarily choose to belong to 
them.  Although their place is primarily in the private 
sphere, such specific institutions may also have a role in 
the public sphere as important actors of civil society, as 
the history of churches, trade unions, cultural and leisure 
organisations and professional institutions in European 
cities and states has shown.  Such specific – migrant 
related – institutions may become an accepted part of 
society at the same level as comparable institutions of 
native groups, or they may isolate themselves or remain 
unrecognised and excluded. 

The mechanisms working at the individual, the 
organisational and the institutional level are different, but 
the results at each of these levels are clearly interrelated.  
Institutional regulations determine to a great extent the 
opportunities and scope for action of organisations.  They 
may also exert a significant influence on the development 
and orientation of immigrant organisations, as Fennema 
and Tillie (in Penninx et al., 2004) have shown.  
Institutions and organisations together, in their turn, 
create the structure which defines the opportunities and 
limitations for individuals. It is also possible that 
individuals may mobilise and change the landscape of 
organisations, and potentially contribute to significant 
changes in institutional arrangements.  However, in view 
of the unevenness of power and resources that we 
mentioned before, such examples are scarce, though not 
absent. 

I will illustrate the interconnectedness of integration 
processes at different levels by comparing the 
development of the position of Turkish Muslims in the 
Netherlands and in (the Federal Republic of) Germany 
(Penninx, 2000).  These immigrants came in the same 
period of the 1960s and 1970s, for the same reasons and 
with roughly the same characteristics, but policy 
reactions to Islam and the Turks differed markedly in the 
two countries.  The Netherlands introduced an ‘ethnic 
minorities policy’ in the early 1980s, which granted, 
among other things, official recognition of Islam on the 
same footing as other religions, thus opening 
opportunities for its public manifestation (Rath et al., 
2001).  It also involved the recognition of (Islamic) 
organisations, which could act as potential partners in 
integration policies.  In turn, this implied ongoing 
relations and negotiations between these organisations 
and the authorities, both for the public regulation of 
specific facilities for Islam in the Netherlands (halal 
slaughtering, mosque building, public call for prayer, 
public Islamic broadcasting, state funded Islamic schools, 
etc.) and for integration activities by Islamic 
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organisations for their rank and file.  In contrast, 
Germany (although different in the different Länder and 
municipalities, as shown in Berlin, Cologne and 
Frankfurt) has been in general much less engaging. 

The interesting result of these divergent policies 
relating to the specific institutional arrangements for 
Islam and to Islamic organisations is that, on the 
individual level, attitudes towards the receiving country 
and towards integration, particularly as measured among 
young and second generation Turks in the Netherlands 
and Germany, seem to differ markedly.  The results of 
Heitmeyer’s research in Germany (Heitmeyer et al., 
1997) and a comparable survey done by Sunier in the 
Netherlands (Sunier, 1996 and 1999) illustrate this point.  
While the German study reports inwardly-oriented and 
even fundamentalist attitudes on an alarming scale, the 
Dutch study signals a much more positive attitude 
towards integration and involvement, particularly in local 
society.  (Sunier’s observations in Rotterdam in the mid-
1990s are confirmed by a recent study of Canatan et al. 
(2003) on the role of mosques in Rotterdam in the wider 
social context of the city and their integration activities.)  
This is supported by more critical and independent views 
concerning established Islamic umbrella organisations 
such as Milli Görüş, which has its headquarters in 
Germany (see also for Germany Karakasoglu, 1997; 
Karakasoglu and Koray, 1996; Oezbek and Koray, 1998; 
for the Netherlands, see Doomernik, 1991; Landman, 
1992; Rath et al., 2001). 

Finally, I want to highlight another important 
element influencing integration processes: the time 
factor.  Processes of integration of newcomers are long 
term by their very nature.  At the individual level, an 
adult immigrant may adapt significantly in the cognitive 
dimension of his behaviour: it is both pragmatic and pays 
off rather quickly if you learn how things are done, by 
whom etc.  The adaptation of adults in the cultural and 
normative dimensions of their behaviour, however, tends 
to be less easy: knowledge may change, but feelings and 
preferences, and moral evaluations are quite persistent 
during an individual’s lifetime.  This is a general rule for 
mankind, but it becomes more manifest in those who 
change their home environment through migration. 

The situation of the descendants of the ‘first 
generation’ of migrants generally differs in this respect.  
Through their primary relationships within their family 
and the network of the immigrant community, they are 
familiar with their traditional culture, and possibly its 
background elsewhere.  At the same time, however, they 
become thoroughly acquainted with the culture and 
language of their society of settlement, through informal 
contacts in the neighbourhood from early childhood 
onwards, and particularly through their participation in 
public institutions, the educational one in the first place.  
If this double process of socialisation takes place in 
favourable conditions (in which policies play a major 
role), this second generation develops a way of life and 

lifestyle in which they combine the roles, identities and 
loyalties of both these different worlds.  Ways to do this 
are manifold, which makes for more and more 
differentiation within the original immigrant group.  At 
the group level this means that the litmus test for 
integration, and for the success or failure of policies in 
this field, is the status and success of the second 
generation. 

Plurality of outcomes, diversity of policies 

If the integration process results from the interaction 
of two parties which takes place at different levels, as I 
have posited so far, and if we add the differentiating 
effect of time and generations, what can we expect in 
terms of outcomes?  Comparative studies provide clear 
answers on this point, namely that a plurality of outcomes 
is the rule.  A first category of studies compares the 
integration process of different immigrant groups within 
the same institutional and policy context of a nation or 
locality: these reveal that different immigrant groups 
follow different patterns of integration and assimilation.  
For the Dutch case, for example, Vermeulen and Penninx 
(2000) have shown that Moluccan, Surinamese, 
Antillean, Southern European, Turkish and Moroccan 
immigrants differ in the speed of their integration and in 
the tracks they tend to follow.  The consequence of the 
design of such studies, however, is that the explanation 
for such differences is found primarily in the particular 
characteristics of the immigrant groups, simply because 
the (national or local) context in which they are being 
integrated is the same. 

A second category of cross-national comparative 
studies, which looks at the integration of the same 
immigrant group in different national contexts, does 
exactly the opposite: such studies also find differences in 
outcome, but these are primarily ascribed to the 
differential functioning of the context into which the 
group is trying to integrate.  Here again differences turn 
out to be significant, as was discussed earlier with regard 
to Penninx’s observations on Muslims in Germany and 
the Netherlands.  It is additionally illustrated by two 
studies carried out by the Institute for Migration and 
Ethnic Studies of the University of Amsterdam.  The first 
one compared the institutionalisation of Islam in the 
Netherlands, Belgium and the United Kingdom in the 
post-war period (Rath et al., 2001), which found 
markedly different outcomes as a consequence of the 
institutional arrangements and traditions of public 
acceptance of religions in these societies, and the 
subsequent difference in interactions.  The second study 
was on the attitudes and actions of trade unions in 
relation to immigration, and the position of immigrants in 
society, in seven European countries (Penninx and 
Roosblad, 2000).  Once again remarkable differences are 
evident.  For example, the high degree of membership of 
trade unions of Turkish immigrants in Sweden (above 90 
per cent) and the low degree of this same group in France 
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(around 15 per cent) turns out to be basically the 
consequence of how trade unions are organised and are 
incorporated (or not) in the socio-economic decision-
making at the national level. 

A recent empirical research project on 
‘Multicultural Policies and Modes of Citizenship’ 
(MPMC) in 17 European cities shows the heterogeneity 
of the two parties on an even wider scale.  Looking at the 
immigrants first, the background of their migration, and 
selectivity that goes with it, are very diverse in both time 
and space.  Part of the migration movements towards 
Europe’s cities has a background in the colonial 
relationship with the country of destination, and this is 
clearly visible in cities like Amsterdam, Birmingham, 
Lisbon and Marseille.  Another part goes back to – again 
selective – demand-driven migration of mainly low 
skilled workers.  Some of these immigration flows have a 
long history, as seen in Swiss, Belgian and French cities, 
while others are of more recent origin dating from the 
post-war decades.  And all countries and cities have 
received a different mix of immigrant flows of the last 
three decades: significant supply-driven movements of 
refugees, asylum seekers and undocumented immigrants, 
often along with highly skilled cosmopolitan 
professionals and company-linked migrants.  The total 
picture emerging from this is not only a significant 
growth in diversity of origin (from mainly European to 
more and more global nowadays), but also of marked 
differences in the social and cultural capital that 
immigrants bring with them and/or have developed 
during their stay. 

Variability is also strong, if we now study the other 
partner involved, the receiving community.  The 17 cities 
show a great variety in their institutional settings and 
their policies and reactions to immigrants (see Alexander, 
2003).  Some of this variance can be explained by 
differences of the national institutional systems in which 
cities are embedded, but there are a great many local 
factors and circumstances that increase the variability of 
local reactions and policies.  These include: the local 
political composition that may work for or against 
inclusion; the physical layout of the city and its relation 
with the neighbouring area (compare Paris and Berlin 
before 1991); the historical experience with earlier 
immigration and diversity; the specific instruments and 
resources available to local policy makers to steer 
processes in the vital domains of (social) housing and 
urban regeneration; the labour market and 
entrepreneurship; and the education and health services. 

Policy lessons 

In my view, there are some important lessons to be 
drawn from these general observations on the outworking 
of integration processes.  Reformulated as lessons for 
policy-making – and here I combine research findings 
with normative assumptions - I see three essential 
lessons.  The first is that a key condition for an effective 

integration policy is transparency of admission of 
immigrants and a clear definition of their residential and 
legal status.  Expectations of, and actual long-term 
residence should be acknowledged by a secure legal 
position and opportunities to participate in politics and 
policy-making, especially in policies that affect their 
position.  Local authorities are, in this legal/political 
domain, to a great extent dependent on (immigration, 
integration and naturalisation) policies at the national 
level, but not completely.  They may develop effective 
alternative channels for participation, thereby creating a 
local form of inclusion and citizenship, as was shown in 
the MPMC project (Penninx et al., 2004). 

Secondly, integration policies should be 
comprehensive in the dimensions and domains covered, 
thereby signifying that they do not only represent the 
interests of the native majority, but also the needs of the 
immigrant.  The economic and social domains, 
particularly the labour market, education, housing and 
health are priority domains.  Policies in the political and 
cultural domain (including religion), however, are 
indispensable over the long term for integration.  The 
forms that such policies may take in practice depend very 
much on the existing institutional arrangements in 
receiving societies, and on the political willingness to 
change these to gradually become more inclusive. 

Thirdly, (local) integration policies should follow 
strategies and tactics that engage the partners in the 
integration process at different levels.  It should combine 
‘top down’ political guidelines with ‘bottom up’ 
mobilisation.  It should define the process of integration 
as ‘open’, within the rules of liberal-democratic societies, 
leaving room for a more diverse, but cohesive society as 
a result.  The diversity reached in this way is neither 
predetermined nor static, but negotiated, shared and ever-
changing. 

The organisation of politics and policy-
making 

Policies intend to steer processes in society, in our 
case the integration processes of immigrants in society.  
As stated in the introduction of this paper, we need not 
only a thorough insight into the processes of integration 
in order to formulate and implement effective policies, 
we also have to get such policies politically approved and 
supported.  The way that politics and policy-making 
work, however, is often problematic in relation to 
immigrants. 

Majority-minority relationships and political 
participation 

Above I have stated that a key condition for 
effective policies is that actual long-term residence 
should be acknowledged by a secure legal position, and 
that there must be opportunities to participate in politics 
and policy-making, especially in policies that affect long-
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term immigrants.  Here I observe that the existing 
political system often blocks such a condition.  The 
political demise of the report of the Süssmuth 
Commission (2001) in Germany is an outstanding 
example, but surely not the only one.  But this also 
applies to local policies, as is aptly shown by Hans 
Mahnig (in Penninx et al., 2004) in his comparison of the 
cities of Berlin, Paris and Zurich.  The conundrum here is 
that decisions on integration policies and their content 
and orientation are taken within a political system in 
which the majority vote decides.  In such a system, 
majority-minority relationships, and the actual or 
perceived clash of interests connected with them, are 
played out at both the national and local level.  This may 
lead to outright exclusion of most immigrants (aliens) 
from the formal political system, or it may – if they are 
(partially) included - marginalise their voice.  Perceptions 
about immigrants turn out to be important in such a 
process, often more than facts (see the observations on 
national immigration policies in an earlier section).  This 
is emphasised even more if issues of immigration and the 
position of immigrants become politicised questions.  
This mechanism leads either to an absence of integration 
policies and an avoidance of immigrant issues, or to 
lopsided and patronising policies reflecting mainly 
majority interests and disregarding the real needs and 
opinions of immigrants. 

Although this is the rule in Europe, both at the 
national and local level, exceptions exist at both levels.  
Some British cities serve as local examples.  Most of 
their immigrants, being of ex-colonial origin, have British 
citizenship, and so have a voice in the political process.  
This does not prevent significant polarisation of majority-
minority relationships, as a wealth of literature in the 
United Kingdom and the case study of Garbaye on 
Birmingham testifies (in Penninx et al., 2004).  However, 
over the course of time, the significant concentration of 
immigrants in certain districts, when they work in 
political coalition with the mainstream parties, may lead 
to substantive participation in local and even national 
politics.  Crises in such cities have reinforced this 
process.  Thus local government, rather than national 
government, may play a prominent role in establishing 
new practices of political participation. 

A different trajectory towards more political 
participation and inclusive integration policies is seen in 
Swedish and Dutch societies and their cities.  In both 
these countries, quite comprehensive integration policies 
were introduced at the national level in a period in which 
immigration and immigrant integration was much less 
politicised: in Sweden in the mid-1970s and the 
Netherlands at the beginning of the 1980s.  In both cases 
there also existed at that time an active and fruitful 
relationship between research and policy-making in this 
field.  These conditions promoted the early establishment 
of liberal and inclusive measures and policies in these 
countries leading, among other things, to the early 

introduction of local voting rights for aliens (Sweden in 
1976, the Netherlands in 1985) and easier access to 
naturalisation for (a significant proportion of) 
newcomers.  Such novelties (at that time) were 
introduced with the conviction and awareness that forces 
within migrant groups need to be mobilised to have 
policies accepted and implemented and cohesion created.  
Naturalisation and local voting rights were seen as means 
to promote integration, rather than as final testimony of 
acquired integration. 

The trajectories and achievements described above 
for certain cities in the United Kingdom, Sweden and the 
Netherlands, however, do seem to be the exception rather 
than the rule as yet.  In most other cities studied by the 
MPMC project, the preconditions mentioned above were 
absent.  The question of when and what kind of policies 
are developed in these cities, seems to be closely related 
to the urgency of the situation, crisis situations often 
leading to actions and policies that are strongly biased to 
reflect the perceptions and interests of locally dominant 
groups. 

If integration policies are accepted as being 
necessary, an additional aspect of the process of policy-
making emerges.  In contrast to the long-term nature of 
integration processes discussed above, the political 
process in democratic societies requires policies to bear 
fruit within a much shorter time scale, i.e. between 
elections.  There can be a backlash with failures from 
unrealistic promises and demands derived from this 
‘democratic impatience’ (Vermeulen and Penninx, 2000) 
– that is the political desire to have quick solutions for 
problems and processes of a long-term nature.  The recent 
vigorous debate on the (supposed) failure of integration 
policies in the Netherlands is a good example. 

More difficult than democratic impatience, 
however, is the situation in which the political climate 
prevents well-argued policy proposals from being 
accepted.  Anti-immigrant sentiments have become 
increasingly translated into political movements and the 
topics of immigration and integration have become 
extremely politicised.  Unfortunately, this trend can be 
seen in several European countries and cities, the Zurich 
example, as described by Mahnig (in Penninx et al., 
2004), being an extreme example of this.  It means that 
much more attention should be given to the question of 
how to frame immigration and integration policies 
politically in such a way that they are acceptable and 
accepted by the ruling political system. 

Implementing policy: contents and strategies 

All the foregoing observations relate to the political 
process that may or may not lead to the establishment of 
explicit integration policies.  I will add here some 
observations on the form and content of such policies, 
where they have been established.  First of all, as I have 
indicated earlier, integration policies are, by necessity, 
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context bound. It is implicated by the answer to the 
question ‘In what immigrants are supposed to integrate?’  
At the level of states, differences between countries in the 
ideologies and practical models through which they 
incorporate (alien) immigrants have received quite 
systematic attention (see for example Bauböck et al., 
1996; Brubaker, 1992; Castles and Miller, 1998; Favell, 
2000; Freeman, 1995; Guiraudon, 1998; Hammar, 1985; 
Soysal, 1994). 

But apart from such specific migrant-related 
differences, the general characteristics of states and 
societies matter.  In the socio-economic sphere, for 
example, integration mechanisms in societies with a 
strong liberal market orientation (and hence limited 
welfare and social facilities) differ from those in caring 
welfare states that are more based on solidarity and which 
redistribute a much greater proportion of their national 
income.  Similarly in the cultural and religious domain, 
historical peculiarities of institutional arrangements create 
significant differences in the feasibility of policies in 
certain domains.  By consequence the scope, actors and 
instruments of policy design differ widely. 

This context-bound nature is illustrated by 
Vermeulen (1997), who compares immigrant policies in 
five European countries since the 1960s.  These relate 
specifically to a) integration and labour market policies; 
b) policies relating to immigrant languages; and c) 
policies in relation to religious systems introduced by 
immigrants.  It shows basically that the actual content of 
integration policies is to a great extent dependent on, or 
inspired by, the pre-existing institutional arrangements in 
these domains within the different countries.  For a 
country that traditionally had different recognised 
languages within its territory (or religions for that matter), 
it is, in principle, easier to make additional provisions for 
newcomers in this domain.  This aspect has been studied 
by Vermeulen and Slijper (2003), who analysed the 
outworking of multicultural policies in Canada, Australia 
and the United States.  They found that multiculturalism 
differs, not only in terms of its historical development in 
each of these countries, the practice of it turns out to be 
clearly context bound.  Their examples pertain to the 
national level of states, but the same rule holds true for 
the local level, as the MPMC study (Penninx et al., 2004) 
and the comparative analysis of city policies by Michael 
Alexander (2003) has shown. 

In their turn, local variations may, to a significant 
extent, be explained by different national policies, 
institutional settings and their underlying concepts, as the 
body of cross-national research suggests.  These include 
both local institutional arrangements, and the 
opportunities for local policies on integration and the 
participation of immigrants.  Embedded as cities are in 
their national contexts, they necessarily reflect national 
policies and paradigms.  I will demonstrate this on the 
basis of the political conception of immigrants as a 
‘problem’ and, and how the ensuing strategies for their 

integration at the national level are applied to these 
policies. 

One paradigm defines the immigrant principally as 
an alien and outsider, one who is only temporarily part of 
that society.  That society emphatically does not see itself 
as an immigration country and migrants are therefore 
only temporary ‘guests’.  At best, in such a society, 
measures may be taken to make that temporary stay 
comfortable and profitable for both parties and to 
facilitate their anticipated return, but there is no logical 
basis for inclusive policies that would incorporate these 
immigrants as full citizens or political actors.  Such an 
exclusionary definition leads to the kind of policies that 
Michael Alexander (2003) in his typology calls either 
‘non-policy’ or ‘guest-worker policy’.  The forms and 
instruments of such policies are variable and accidental, 
being mostly ad hoc reactions to concrete problems. 

In contrast to such exclusionary views, other 
countries embrace a paradigm that includes immigrants 
over the course of time.  In the way this inclusion is 
envisaged, however, two distinct concepts of immigrants 
and their integration can be discerned.  The first one is 
that typified by the French, republican vision.  France has 
a particular vision of the state, its relationship to its 
citizens, and the ensuing political system and institutional 
arrangements in the public sphere.  Following this vision, 
the distinction between citizens and aliens is crucial, and 
alien immigrants should ideally become citizens and thus 
be recognised as individual political actors.  Immigrant 
associations, however, are not recognised as such.  
French republican terminology avoids notions such as 
ethnicity, ethnic minorities and multiculturalism that 
suggest groupings and institutionalised difference of any 
sort, be they based on origin, culture, religion or class.  
Formal equality at the individual level is the overriding 
political principle.  In this sense this definition should 
depoliticise the issue of immigrants and their integration 
(which has not, however, prevented immigration 
becoming a huge issue for the political parties in France). 

The second inclusionary paradigm is the Anglo-
American one, in which immigrants are also expected to 
have or take up citizenship individually.  However, 
having done so, the political system leaves much room 
for ethnic organisations and activities of immigrants.  
Ethnicity and ethnic minorities are perceived as relevant 
notions, even to the extent that (for example) the ethnic 
background of the total population is officially registered 
in censuses.  Although equality is an important principle 
in this political vision too, there is the additional notion 
that substantive equality may in practice be supported by 
membership of cultural, ethnic, immigrant or 
disadvantaged groups.  Political dialogue between groups 
on issues of multiculturalism is thus an explicit part of 
politics (irrespective of the outcome of such political 
dialogue). 
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The reasoning behind these different paradigms 
leads to different strategies employed in integration 
policies.  The French republican system leads principally 
to strategies that emphasise equality within the given 
system as priority.  There is an avoidance of designating 
fixed ethnically formulated target groups and a non-
recognition of ethnic organisations as important actors, as 
they would be seen as counteracting integration.  The 
inherent problem with such a definition is that of 
mobilising and having dialogue with leaders from within 
immigrant groups in the implementation of policies.  The 
Anglo-American paradigm tends to be more inclined to 
designate target groups and formulate group-specific 
policies, even to the extent of giving certain groups 
positive discrimination or affirmative action.  It is more 
prone to recognise, if not stimulate, forms of 
representation of such groups, for example by giving 
subsidies directly to immigrant organisations, or 
indirectly by subsidising certain activities of such groups.  
This vision is also more inclined to combine the 
promotion of equality together with an acceptance of 
cultural differences, implying a recognition of the cultural 
and religious aspects of integration processes. 

We have intentionally outlined these two models of 
inclusion as contrasting ones in order to illustrate their 
internal reasoning.  However, in practice we see many 
variations and eclectic bricolage of the elements of both 
the theoretical models and the instruments of policies.  
This is the case both at the national and the local level 
(see Penninx et al., 2004).  The elements of this 
bricolage, moreover, may also change over the course of 
time. 

Differences in (national and local) contexts will lead 
to divergence and to many different integration policies, 
so runs the argument in the preceding section.  But how 
does the picture look if we attempt to bring together 
evidence and arguments for convergence? 

Several cross-national studies indicate some level of 
convergence, though rather hesitant or partial.  
Vermeulen (1997, pp. 150-152) lists a number of issues 
that show at least some convergence.  Firstly, in 
immigration policy, the European Commission has issued 
a number of directives in recent years that aim to 
harmonise member state policies.  These concern, in 
particular, the residential status regulations for 
immigrants from non-EU countries.  Secondly, some 
convergence has also occurred in naturalisation policies.  
For example, the wide disparities between French and 
German legislation and practice in this field have 
narrowed: the jus sanguinis element in the German 
legislation is thus being relaxed and the jus soli principle 
has been introduced to enable children of immigrants to 
gain citizenship more easily; at the same time in France 
the jus soli principle has lost ground in recent years.  The 
recent studies of Weil (2000) and Hansen and Weil 
(2001) on methods of awarding nationality to aliens 
confirms the increasing convergence across the countries 

of Europe.  Thirdly, Vermeulen also sees some 
convergence by the use of a common terminology that is 
particularly being encouraged by supranational 
organisations.  He warns, however, that simple use of 
such common vocabulary as ‘integration’ and 
‘multicultural’ may be deceptive: “Using the same words 
does not necessarily mean people agree in their ideas.  It 
could even serve to create the illusion of agreement”. 

Obviously, there are specific forces at work at the 
local level that lead to convergence.  It seems that the 
strong local character of the settlement process of 
immigrants itself acts as a force towards convergence of 
policies.  Whatever the institutional arrangements are, 
local authorities have to find answers to the same 
questions.  These obviously include how to provide 
immigrants with adequate housing and jobs and how to 
make educational and health facilities available for them; 
but they also include how to react to their demands to 
fulfil religious obligations or how to provide facilities to 
use and teach their mother tongue.  They furthermore 
have to deal with very similar reactions of the native 
population to immigrants, i.e. discrimination and social 
exclusion.  Neglecting and avoiding these questions is 
easier at the more distant level of national policies, but at 
the local level the questions make themselves felt 
concretely, the more so if the number of immigrants and 
their concentration in certain localities increases.  If local 
authorities do not address such questions on their own 
initiative, they may be forced to do so by emerging crises.  
‘Inner city riots’ as they are often called in the United 
Kingdom, or the banlieues problématiques in France are 
illustrations of triggers that may lead to (new) local 
policies.  In this sense such crises may be seen as ‘bottom 
up’ forces for convergence. 

A logical consequence of such local policies, which 
have been designed to defuse specific crises, is that these 
policies are often framed as space-specific policies in 
which housing, concentration and segregation are central 
issues.  The ‘Inner City Policies’ in the United Kingdom 
developed since 1968 and the ‘Politique de la Ville’ in 
France since the 1990s illustrate this.  (As I described 
earlier, the convergence of urban policies and integration 
policies in Sweden and the Netherlands have a different 
background). 

These forces of convergence do not only stimulate 
the emergence of policies and influence the content of 
them, their implementation also tends ultimately to 
encourage similar strategies.  In some cases, the 
consultation of immigrants, and engagement of 
individuals and organisations in the implementation, is 
part of policies from the beginning, as in the case of 
Manchester described by Moore (in Penninx et al., 2004).  
If this is not the case, however, it often quickly becomes 
clear that it is impossible to effectively implement 
immigrant policies without linking into the immigrant 
groups themselves and engaging them in their 
formulation and implementation.  The Marseille and 
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Toulouse examples of Moore (in Penninx et al., 2004) 
effectively illustrate how the city authorities there have 
found informal ways of linking in to immigrant groups by 
recruiting mediators from them.  The Oeiras example - a 
suburb of Lisbon with a high concentration of immigrants 
- shows another form of solution to the same problem: to 
improve dialogue with the immigrant community, the 
local authority simply uses existing neighbourhood, sport 
and leisure organisations, though these happen to be 
made up mainly of immigrants (Marques and Santos in 
Penninx et al., 2004).  These and other examples suggest 
that conditions for effective implementation lead to a 
certain convergence in the strategy used, although the 
forms may differ. 

Policy lessons 

Moving on from specific examples, it is now time to 
generalise from these observations to the process of 
policy-making and determine what lessons can be learnt 
from them.  The first is, that to get policies established, 
we not only need a solid scientific knowledge of the 
processes of integration, we also need to know what 
makes such policies politically acceptable and endorsed.  
What is needed is a balanced framework which does not 
hide the problems to be solved, but primarily stresses the 
common interests of all.  There is much to be gained 
here: crises can be avoided, which are inevitable if 
problems are consistently neglected; but also the 
cohesiveness of cities and states could be restored and 
promoted.  It would then be possible to reap the potential 
fruits of immigration and immigrants.  Acceptance of 
immigrants and their active participation in society is an 
essential condition for success.  Negotiated new forms of 
diversity would result from it.  On this front there is still 
much work to do, for all the parties involved, but for 
politicians primarily. 

A second lesson is that the viability of integration 
policies in the long term depends heavily on realistic 
targets of such policies being attained, together with an 
adequate analysis of the institutional setting on which to 
build such policies.  Applying a less ideology-driven, 
practical approach, combined with the active 
participation of immigrants and their organisations, will 
not only avoid backlash effects among the majority 
population, it will also result in a process of dialogue in 
which immigrants are involved and feel recognised. 

Immigration and integration policies in 
Europe: pressures for new approaches? 
As I explained earlier, European states still 

predominantly try to handle international migration in a 
framework that is essentially based on the notion of the 
nation-state.  In such a framework, the world is divided 
into separate nation-states each with its own national 
citizens and territory: migration across political borders is 
seen as an anomaly in such a system.  As a consequence, 

migration policies have primarily been defensive and 
control-centred instead of pro-active, and integration 
policies for immigrants reactive, if not absent.  These two 
reinforce each other: the lack of a consistent and 
transparent immigration policy is an impediment for 
effective integration policies.  The lack of consistent 
integration policies, and the (real or perceived) failure of 
integration of newcomers, who now come from 
increasingly diverse origins, leads in turn to 
predominantly negative perceptions of migration and 
immigrants, and hence to the reinforcement of defensive 
immigration policies. 

This situation pertains particularly to North-West 
European countries that have a longer (post-war) tradition 
of immigration.  This is reflected in the cumbersome 
process of establishing migration and integration policies 
at the EU level.  An EU migration policy (as decided in 
the Amsterdam Treaty of 1997) is often felt as running 
counter to (perceived) national interests or is even seen as 
a threat.  One Dutch politician expressed it explicitly, 
thus: “If we have more lenient immigration policies than 
our neighbours, the Netherlands is going to become the 
waste pipe of Europe”.  That leads to the danger that such 
policies will come down to the lowest common 
denominator of the EU countries involved.  The 
consequence of such perceptions is that integration 
policies at the EU level have, up until now, mainly been 
expressed in a negative way: combating exclusion, 
racism, xenophobia and discrimination.  In most member 
states, significant and comprehensive integration policies 
are absent, with a few exceptions as mentioned earlier. 

Formulated in this way, this is a gloomy picture 
indeed.  On a more positive note, however, I see two 
important forces at work that may contribute to a way out 
of this stalemate.  The first force is that of growing 
economic and political integration within the European 
Union.  This integration of the separate states may have 
worked as a negative force in the first phase, reinforcing 
the negative spiral by taking away borders within the 
Union.  Gradually, however, an awareness has grown that 
the only way out is common, comprehensive and pro-
active policies for migration and integration.  The two 
dominant problems of today - unsolicited immigration 
and demographic decline - can only be handled 
effectively by a common EU stance.  The Amsterdam 
Treaty and Tampere Summit were the first steps to tackle 
these problems.  These have been followed by 
suggestions for a framework for comprehensive and pro-
active policies, as expressed in the ‘Communications on a 
Community Immigration Policy’ (European Commission, 
2000) and on ‘Immigration, Integration and Employment’ 
(European Commission, 2003).  Furthermore, agreement 
has been reached on a number of concrete directives. One 
cause for optimism is that several new immigration 
countries of the EU, not hampered by long traditions of 
reactive national policies in this field, have been acting as 
a significant supportive force for such EU initiatives.  
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The Greek presidency at the Thessaloniki summit of June 
2003 stands as a witness to this.  Admittedly, the EU 
process is slow and will probably take several more years 
of debate and negotiation, but it stands a good chance of 
acting as a catalyst for future policies of member states. 

The second major force for change of national 
policies comes from within.  As has become clear, 
European cities are the places where globalisation is 
clearly visible, both in its general consequences (the high 
profile of multinational corporations) and in terms of the 
changing population.  New immigrants are arriving as a 
direct or indirect consequence of globalisation; they tend 
to settle in these cities, and local politics and policies 
have to cope with the consequences.  This may lead to 
tensions between the national arena and the local one, and 
may increase the pressure for comprehensive integration 
policies.  This pressure may take several different forms.  
In countries such as Switzerland, Germany and Austria, 
where national integration policies have been piecemeal 
or absent, the pressure to formulate adequate policies, and 
demands for greater responsibility and increased 
resources, have come from their big cities.  The cities of 
Zürich, Bern and Basel in Switzerland, for example – in 
the absence of such policies at the national level - took 
the initiative of developing local policies (‘Leitbilder’) in 
the late 1990s.  Berlin, Frankfurt and Vienna developed 
such policies even earlier when there was an absence of 
national policies and resources. 

In countries where integration policies were 
initiated rather early at the national level, such as the 
Netherlands and Sweden, such tensions take a different 
form.  The major cities in these countries, being 
confronted with immigration on a quite different scale to 
the rest of the country, joined forces to claim more 
executive power and resources from the national 
government to cope with their problems.  They were 
facing pressures in areas common to many immigrant 
communities: the housing system (segregation and 
degeneration of neighbourhoods); the labour market 
(disproportionate unemployment, high levels of social 
benefit costs); the educational system (concentration of 
pupils of immigrant origin in certain areas); and public 
order (racial harassment, crime and tension between 
groups).  These two countries have built a single 
framework in recent years covering both general policies 
for metropolitan areas and integration policies for 
immigrants; this has created, in principle, a new and more 
comprehensive approach. 

It has often been tensions with the immigrant 
community that have led to a critical dialogue between 
the big cities and national governments; this has 
highlighted the areas where national and local policies 
have been contradictory.  Cities do not always win these 
battles.  However, city authorities may use their 
discretionary power (and avoid public national debate) to 
gain more room to manoeuvre in favour of (certain) 
immigrants.  What such examples make clear – and this 

is the broader message – is that the interests at stake in 
formulating national integration policies, and its practice 
at the local level of cities, may be substantially different.  
Integration may also be perceived quite differently at the 
local and national level.  At the city level the day-to-day 
consequences of immigration are much more obvious 
(and the implications of policies are felt by immigrants 
more directly).  If any serious attempt to cope with these 
problems - or to put it more positively, to attempt to get 
the best gains of it - is taken at that level, it will put 
pressure on the higher and more abstract national level.  
Many European metropoles and cities are becoming 
aware that they need long term, consistent integration 
policies in order to remain viable as communal entities, 
liveable for all residents.  They realise that the absence of 
such policies would be nothing less than a recipe for 
disaster. 

Finally the foregoing observations lead us to a more 
general conclusion as to the relation between policies at 
the local, national and supranational level.  In our view, 
local authorities should be given more resources, 
instruments and room to act in locally appropriate and 
effective ways.  National policies on integration, and by 
implication EU policies also, should set a general 
framework and rules, and provide support to local 
policies and actors.  The real work has to be done locally 
and it has to be done creatively by a coalition of all 
interested parties. 

 



150 ______________________________________________________________________ The new demographic regime 

References 
Alexander, Michael. 2003. Comparing Local Policies 

Toward Migrants as an Expression of Host-Stranger 
Relations. PhD thesis, University of Amsterdam.  

Bauböck, R. (ed.) 1994. From Aliens to Citizens: 
Redefining the Status of Immigrants in Europe. 
Aldershot: Avebury. 

Bauböck, R., A. Heller and A.R. Zolberg (eds.). 1996. 
The Challenge of Diversity. Integration and Pluralism 
in Societies of Immigration. Aldershot: Avebury. 

Bousetta, Hassan. 1997. “Citizenship and political 
participation in France and the Netherlands: 
reflections on two local cases”, New Community 23 
(2) 215-231. 

Brubaker, R.W. (ed.). 1989. Immigration and the Politics 
of Citizenship in Europe and North America. Lanham: 
University Press of America. 

Brubaker, R.W. 1992. Citizenship and Nationhood in 
France and Germany. Cambridge: Harvard 
University Press. 

Canatan, K., C. H. Oudijk and A. Ljamai. 2003. De 
maatschappelijke rol van de Rotterdamse moskeeën. 
[The Societal Role of Mosques in Rotterdam]. 
Rotterdam: COS June.  

Castles, S. and M. J. Miller. 1998. The age of Migration. 
International Population Movements in the Modern 
World. Houndmills, New York: Palgrave (second 
edition). 

Doomernik, J. 1991. Turkse moskeeën en 
maatschappelijke participatie. De institutionalisering 
van de Turkse islam in Nederland en de Duitse 
Bondsrepubliek. [Turkish Mosques and Societal 
Participation. The Institutionalisation of Turkish Islam 
in the Netherlands and the FRG]. Amsterdam: 
Instituut voor Sociale Geografie.  

Elias, N. and J. Scotson. 1965. The Established and the 
Outsiders – A Sociological inquiry into Community 
Problems. London: Sage Publications.  

European Commission. 2000. Communication on a 
Community Immigration Policy. 22nd November 
2000. 

European Commission. 2003. Communication on 
Immigration, Integration and Employment. 3rd June 
2003. 

Favell, A. 2000. Philosophies of Integration: 
Immigration and the Idea of Citizenship in France 
and Britain. Houndmills, Basingstoke: Macmillan. 

Fennema, M. and J. Tillie. 1999. “Political participation 
and political trust in Amsterdam. Civic communities 
and ethnic networks”, Journal of Ethnic and 
Migration Studies 25 (4) 703-726. 

Fennema, M. and J. Tillie. 2001. “Civic Communities in 
a Multicultural Democracy”, Connections 24 (1) 26-
41. 

Freeman, G. 1995. “Modes of immigration politics in 
liberal democratic states”, International Migration 
Review 29: 881-902.  

Guiraudon, V. 1998. “Citizenship rights for non-citizens: 
France, Germany and the Netherlands”, in C. Joppke 
(ed.), Challenge to the Nation-State: Immigration in 
Western Europe and the United States. Oxford: 
Oxford University Press. 

Hammar, T. 1985. European Immigration Policy. A 
Comparative Study. London: Cambridge University 
Press. 

Hammar, T. 1990. Democracy and the Nation State. 
Aliens, Denizens and Citizens in a World of 
International Migration. Aldershot: Avebury. 

Hansen, R. and P. Weil. 2001. Towards a European 
Nationality. Citizenship, Immigration and Nationality 
Law in the EU. Houndmills, New York: Palgrave. 

Heitmeyer, W., J. Müller and H. Schröder. 1997. 
Verlockender Fundamentalismus. Türkische 
Jugendliche in Deutschland. [The Seduction of 
Fundamentalism. Turkish Youth in Germany]. 
Frankfurt am Main: Suhrkamp. 

IOM. 2003. World Migration 2003. Managing 
Migration; Challenges and Responses for People on 
the Move. Geneva: International Organization for 
Migration. 

Karakasoglu, Y. 1997. Türkische Muslime in Nordrhein 
Westfalen. [Turkish Muslim Women in North Rhine-
Westphalia]. Duisburg: Ministerium für Arbeit, 
Gesundheit und Soziales NRW. 

Karakasoglu, Y. and  S. Koray. 1996. Islam and Islamic 
Organizations in the Federal Republic of Germany. A 
Short Summary of Study of the Zentrum für 
Türkeistudien on Islamic organizations in Germany. 
Birmingham: Centre for the Study of Islam and 
Christian-Muslim relations. 

Kymlicka, W. 1995. Multicultural Citizenship. A Liberal 
Theory of Minority Rights. Oxford: Clarendon Press. 

Landman, N. 1992. Van mat tot minaret. De 
institutionalisering van de islam in Nederland. [The 
Institutionalisation of Islam in the Netherlands]. 
Amsterdam: VU-uitgeverij. 

Moore, D. 2001. Ethnicité et Politique de la Ville en 
France et en Grande-Bretagne. [Ethnicity and local 
politics in France and Great Britain]. Paris: 
L’Harmattan. 

OECD. 2001. Trends in International Migration. Paris: 
Organisation for Economic Co-operation and 
Development. 



Integration of migrants ___________________________________________________________________________ 151 

Oezbek, Y. and S. Koray. 1998. Muslim Voices. A 
Stranger Within? Section on Germany, Part I and II. 
Essen: Zentrum für Türkeistudien. 

Park, R. and E. Burgess. 1921. Introduction to the 
Science of Sociology. Chicago: University of Chicago 
Press. 

Penninx,  R. 2000. “Het dramatische misverstand”, [The 
Dramatic Misunderstanding] in J.E. Overdijk-Francis 
and H. M. A. G. Smeets, Bij nader inzien. Het 
integratiedebat op afstand bekeken. [On Closer 
Inspection. The Integration Debate Scrutinised]. 
Infoplus minderheden, Houten, Lelystad: Bohn, 
Stafleu & Van Loghum/ koninklijke Vermande, pp. 
27-49. 

Penninx, R. 2001. “Immigrants and the dynamics of 
social exclusion – Lessons for anti-discrimination 
policies”, in Flip Lindo and Mies van Niekerk, 
Dedication and Detachment. Essays in Honour of 
Hans Vermeulen. Amsterdam: Het Spinhuis, pp. 193-
211. 

Penninx, R. and J. Roosblad (eds.). 2000. Trade Unions, 
Immigration, and Immigrants in Europe, 1960-1993. 
A Comparative Study of the Attitudes and Actions of 
Trade Unions in Seven West European Countries. 
New York and Oxford: Berghahn Books. 

Penninx, R., K. Kraal, M. Martiniello and S. Vertovec. 
2004. Citizenship in European Cities: Immigrants, 
Local Politics and Integration Policies. Aldershot: 
Ashgate. 

Rath, J., R. Penninx, K. Groenendijk and A. Meyer. 
2001. Western Europe and its Islam. 
Leiden/Boston/Köln: Brill.  

Rogers A. and J. Tillie. 2001. Multicultural Policies and 
Modes of Citizenship in European Cities. Aldershot: 
Ashgate. 

Simmel, G. 1908. “The stranger”, in K. H. Wolff (ed.), 
The Sociology of Georg Simmel. New York: Free 
Press.  

Soysal, Y. N. 1994. Limits of Citizenship. Migrants and 
Postnational Membership in Europe. Chicago: 
Chicago University Press. 

Sunier, T. 1996. Islam in beweging. Turkse jongeren en 
islamitische organisaties. [Islam on the Move. 
Turkish Youth and Islamic Organisations]. 
Amsterdam: Het Spinhuis. 

Sunier, T. 1999.  ‘Niederländisch-Islamische 
Staatsbürgerschaft? Ansichten über Islam, 
Bürgerschaft und Bürgerrechte unter türkische 
Jugendlichen in den Niederlanden’, [Dutch Islamic 
Citizenship? Observations on Islam, Citizenship and 
Citizen Rights among Turkish Youthe in the 
Netherlands] in W.D. Bukow and M. Ottersbach 
(eds), Der Fundamentalismus-verdacht. Plädoyer für 

eine Neuorientierung der Forschung im Umgang mit 
allochtonen Jugendlichen, [The Fundamentalism 
Accusation. Plea for a New Research Perspective on 
Immigrant Youth]. Opladen: Leske und Budrich, pp. 
85-97. 

Süssmuth Commission. 2001. Zuwanderung gestalten – 
Integration fördern [Structuring immigration – 
Fostering Integration]. Berlin: Federal Ministry of the 
Interior. 

Vermeulen, H. (ed.). 1997. Immigrant Policy for a 
Multiultural Society. A Comparative Study of 
Integration, Language and Religious Policy in Five 
Western European Countries. Brussels/Amsterdam: 
MPG/IMES. 

Vermeulen, H. and R. Penninx (ed.). 2000. Immigrant 
Integration. The Dutch Case. Amsterdam: Het 
Spinhuis. 

Vermeulen, H. and B. Slijper. 2003. Multiculturalisme in 
Canada, Australië en de Verenigde Staten. Ideologie 
en Beleid, 1950-2000. [Multiculturalism in Canada, 
Australia and the United States. Ideology and Policy 
1950-2000]. Amsterdam: Aksant. 

Weil, P. 2000. “Access to citizenship: a comparison of 
twenty-five nationality laws”, in A. Aleinikoff and D. 
Klusmeyer (eds), From Migrants to Citizens: 
Membership in a Changing World. Washington DC: 
Carnegie Foundation. 

Young, I.M. 1990. Justice and the Politics of Difference. 
Princeton, N.J.: Princeton University Press. 



______________________________________________________________________________________________ 153 

CHAPTER 9 
 
MORBIDITY AND MORTALITY IN THE TRANSITION 
COUNTRIES OF EUROPE 

Ellen Nolte, Martin McKee and Anna Gilmore 

 

 

Background 
After the fall of the Berlin Wall in November 1989, 

Europe’s political, economic and cultural borders shifted 
once again in the 20th century, with the break-up of the 
former communist bloc adding 22 new countries to the 
map of Europe.  An immensely diverse region, Europe 
comprises some of the richest countries in the world 
alongside regions that have undergone dramatic political, 
social and economic changes during the last decade, a 
number of which having ended the 1990s with incomes 
close to those of the least developed countries.  The 
economic disparities show a distinct geographical pattern, 
with national income per capita falling almost 
exponentially along the west-east axis.  Thus, in 
Luxembourg in 2001, GDP per capita was, at $53,780 
(PPP1), about 50 times that in Tajikistan ($1,170) and at 
least 20 times that in the countries of the Caucasus 
region, Moldova, Uzbekistan or Kyrgyzstan (UNDP, 
2003). 

The political and economic transition in the former 
communist countries of Central and Eastern Europe has 
been difficult for all countries affected, but, at the risk of 
oversimplification, can be described as a ‘tale of two 
regions’ – Central and Eastern Europe on the one hand 
and the successor states of the former Soviet Union 
which are now members of the Commonwealth of 
Independent States (CIS)2 on the other.  Several countries 
in Central and Eastern Europe have made remarkable 
progress since the mid-1990s, with ten countries, 
including the Baltic states, having joined the European 
Union in 2004.  In contrast, the countries emerging from 
the Soviet Union have been experiencing deep economic 

                                                        
1 PPP (Purchasing Power Parity): a rate of exchange that accounts 

for price differences between countries, allowing international 
comparison of real output and incomes. At the PPP $ rate as used here, 
PPP $1 has the same purchasing power in the domestic economy as has 
$1 in the United States.  

2 CIS refers to the 12 successor countries of the Soviet Union that 
now form the Commonwealth of Independent States and does not 
therefore include the three Baltic states of Estonia, Latvia and Lithuania 
that were also part of the former Soviet Union (FSU); reference will be 
made to both.  

crises, and a number of CIS countries, including Russia 
and Ukraine, saw an actual decline in their Human 
Development Index in the 1990s, reflecting economic 
stagnation and the inability to protect incomes and 
alleviate human poverty.  However, despite economic 
growth, the more successful countries of Central and 
Eastern Europe, like those in Western Europe, saw an 
increase in income inequalities, albeit of varying degrees 
(Cornia et al., 2003), with an impact on levels of poverty.  
Thus, Poland experienced an increase in GDP per capita 
of 2.4 per cent per year between 1987/1988 and 
1993/1995, which was, however, accompanied by a 14 
per cent rise in levels of poverty (UNDP, 2003).  It has 
been estimated that poverty, defined by a poverty line of 
$2 per day, has almost trebled during the 1990s, to close 
to 100 million people or 25 per cent of the population in 
Central and Eastern Europe and the CIS (UNDP, 2003). 

This diversity in social and economic patterns 
across the European region is mirrored, to a considerable 
extent, in patterns of health that date back to the late 
1960s, with a remarkably clear-cut division along pre-
1990 political borders (Meslé, 2004; McKee and 
Zatonski, 2003).  Thus, during the last 30 years the health 
indicators of the peoples of Central and Eastern Europe 
and the former Soviet Union (FSU) have undergone 
changes that have been very different from the health 
trends seen in their western neighbours.  As a 
consequence, the 1990s have seen a dramatically 
increased gap in health status between countries in the 
European region (WHO Regional Office for Europe, 
2002).  This gap is reflected in, among other health 
indicators, life expectancy at birth.  Figure 1 shows trends 
in life expectancy since 1980 in different European 
countries that have, for simplicity, been grouped into 
countries of the pre-enlarged European Union (EU 15), 
Central and Eastern Europe (CEE; 12 countries3), the 
FSU and Central Asia (CAR4).  It shows that while life 
expectancy steadily increased in Western Europe, it only 

                                                        
3 Albania, Bosnia and Herzegovina, Bulgaria, Croatia, Czech 

Republic, Hungary, Poland, Romania, Slovakia, Slovenia, FYR of 
Macedonia, Serbia and Montenegro. 

4 Kazakhstan, Kyrgyzstan, Tajikistan, Turkmenistan, Uzbekistan. 
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slowly improved in the countries of Central and Eastern 
Europe, following years of stagnation throughout the 
1980s.  The successor countries of the Soviet Union, in 
contrast, saw a series of unexpected fluctuations in which 
life expectancy improved substantially in 1985 before 
falling back after 1987, accelerating downwards until 
1994, followed by brief but considerable improvement 
until 1998 and then falling back again, the changes in the 
1990s broadly mirroring the economic crises 
experienced. 

However, these general trends conceal a mortality 
pattern that differs between countries, especially 
regarding the diverse republics of the FSU.  Within the 
European Union, whilst steadily improving in all member 
states over recent decades, there is still considerable 
variation in life expectancy at birth, e.g. for men, Portugal 
has continuously been at the bottom of the table with life 
expectancy of 72.7 in 2002, and Sweden has been at the 
top with 77.7 years in 2001 (WHO, 2002) (figure 2). 

Among women, life expectancy at birth has also 
been lowest in Portugal, although alternating with Ireland 
and, in the 1990s also Denmark, and highest in France.  
In 2001, figures ranged between 79.2 years in Ireland and 
82.9 in France (WHO, 2002).  However, figure 2 also 
suggests that there is a general trend towards convergence 
in terms of life expectancy at birth within the EU 15. 

In contrast, there is a wide variation between the 
countries in transition.  After a period of stagnating or 
even improving mortality, especially during the 1980s, 
many countries in Central and Eastern Europe 
experienced a mortality crisis in the early 1990s after the 
fall of communism (figure 3).  In some countries, this 
worsening of mortality was short-lived and was followed 
by improvements in health, which were rapid in some 
countries, such as East Germany, Poland and the Czech 
Republic, but delayed in others, such as Hungary.  In 
contrast, there was a continuing steady deterioration for 

FIGURE 1

Trends in life expectancy at birth in Europe, 1980-2000  
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FIGURE 2 

Trends in life expectancy at birth in the member states of the European Union, 1980-2000  
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men in Bulgaria and Romania and no improvement for 
women until the late 1990s.  In the FSU countries the 
path followed by each country was initially much more 
consistent, with a rapid fall in life expectancy until 1994.  
This was followed by a recovery which, in some 
countries such as Russia and Ukraine, then peaked in 
1998. 

One of the few exceptions to this pattern was 
Belarus, which after 1994 continued on a downward path, 
albeit without the sudden declines experienced elsewhere.  
Belarus also differs from its neighbours in retaining a 
model of government that is little changed from the 
Soviet period and so, in broad terms, might be considered 

as acting as a control, showing what may have happened 
in its neighbours had the Soviet Union not ceased to 
exist. 

As will be seen later, figures shown for the 
Caucasus, the Central Asian republics and some countries 
in South-Eastern Europe have to be interpreted with 
caution.  However, most of the countries in that region, 
that were part of the Soviet Union, broadly followed the 
pattern seen in the European FSU countries, with 
improvements in some countries since the mid-1990s 
(men in the Caucasus) but relative stagnation in others 
(Central Asia).  The temporary decline in life expectancy 
in Armenia reflects the 1988 earthquake in the north of 

FIGURE 3

Trends in life expectancy at birth in selected countries of Central and South-Eastern Europe and the former Soviet Union, 1980-2000  
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the country whereas similar declines in Tajikistan and 
Croatia in the early 1990s reflect the consequences of 
periods of armed conflict. 

By 2001, life expectancy at birth was lowest among 
men in Russia, Kazakhstan and Turkmenistan, at 58.9 
years (WHO, 2002).  Among women, life expectancy 
was also lowest in Turkmenistan, at 66.5 years, and 
Tajikistan, at 66.9 years.  Thus, in these regions, men can 
expect to live almost 20 years less than men in Sweden, 
whereas women will, on average, live 15 years less than 
their Swedish counterparts.  This heterogeneity in health 
opportunities is also mirrored at the sub-national level, 
with for example a gap of about two years in life 
expectancy at birth between counties in Sweden, while 
the difference between oblasts in Russia is estimated to 
be as much as 15 years (WHO Regional Office for 
Europe, 2002).  This diversity in patterns of health poses 
considerable challenges to policy makers aiming to 
achieve equal health opportunities both across the 
European region and within countries in Europe. 

Health patterns in the transition countries in Central 
and Eastern Europe and the former Soviet Union have 
been studied by a number of researchers in detail 
(Zatoński and Boyle, 1996; Leon et al., 1997; Notzon et 
al., 1998; Dzúrová, 2000; McKee, 2000; Nolte et al., 
2000a; Shkolnikov et al., 2001; Dolea et al., 2002; Men et 
al., 2003).  This paper will summarise the main patterns 
of health and mortality in the transition countries, looking 
specifically at the most recent trends and placing them in 
the wider European context.  We will also examine some 
underlying reasons for the observed patterns.  We will 
then explore policy responses to the health challenges 
facing the European region, looking specifically at the 
public health responses within Central and Eastern 
Europe and beyond.  Based on these findings, we will 
explore future challenges to general health patterns in the 
European region and identify priorities in how to address 
these. 

The health impact of transition 
This section will describe in more detail the patterns 

of the burden of disease in Europe, with a major focus on 
transition countries.  For completeness, this paper will 
also consider Albania and former Yugoslavia, whose fate 
was closely linked to the Soviet bloc while not actually 
being part of it, and which have undergone a perhaps 
even more painful political and economic transition, in 
some cases accompanied by war.  As data on morbidity 
are still relatively scarce, especially in terms of their 
comparability across regions, we will concentrate on 
mortality.  However, where possible and appropriate, we 
will also reflect on aspects of morbidity.  We will then 
proceed to reviewing the major underlying factors 
influencing observed patterns, focusing mainly on risk 
factors/lifestyle, social and economic determinants and 
the potential impact of health care.  As a review paper, it 

will draw mainly on data supplied by the World Health 
Organization (WHO), findings of our own collaborative 
research on health in Central and Eastern Europe5 as well 
as evidence published elsewhere.  For a detailed 
reflection on all aspects of reproductive health in this 
region, please see the accompanying background paper 
by Serbanescu elsewhere in this volume. 

The use of mortality statistics to evaluate patterns of 
health in a given population has the two main advantages 
that mortality data are routinely available in most 
countries and that death is a unique event that is clearly 
defined (Ruzicka and Lopez, 1990).  There are, however, 
some important caveats relating specifically to the 
transition countries.  While generally keeping a high 
quality system of vital statistics (Anderson and Silver, 
1997), some countries did choose to conceal data at 
various times, either withholding data completely, as in 
the Soviet Union in the early 1980s, or ‘losing’ certain 
potentially controversial causes such as homicide, suicide 
and cirrhosis into non-specific categories, as in East 
Germany in the 1970s and 1980s (Statistisches 
Bundesamt, 1995).  However, in all cases comprehensive 
mortality data sets have now been reconstructed 
(Shkolnikov et al., 1996).  The few remaining problems 
relate to coverage and completeness in some of the least 
developed parts of Central Asia (McKee and Chenet, 
2002) and to regions afflicted by war, as in the Caucasus 
(Badurashvili et al., 2001) and the Balkans (Bozicevic et 
al., 2001), where systems of vital registration have been 
weakened but, more importantly, where the scale of 
migration is largely unrecorded. 

Recent figures by the World Health Organization 
estimated the completeness of mortality data covered by 
the vital registration systems in 1999/2000 at 66 to 75 per 
cent in the Caucasus (coverage: 56-73 per cent) and 
around 78 per cent in Tajikistan (49 per cent) and 
Turkmenistan (75 per cent), and up to 85 per cent in 
Kazakhstan and Kyrgyzstan (74-78 per cent) (WHO, 
2003).  These estimates relate to adult deaths only, with 
completeness of child deaths likely to be even lower in 
many of these countries.  A recent study by UNICEF 
further showed that in several CIS countries estimates of 
infant mortality rates calculated from survey data were 
considerably higher than the official rates, up to 2.6 times 
in Kazakhstan and up to four times in Azerbaijan, with 
notable differences also seen in Turkmenistan, 
Kyrgyzstan and Tajikistan as well as Georgia and 
Armenia (UNICEF, 2003).  These differences persist 
even after accounting for possible limitations of the 
survey estimates, suggesting that infant mortality rates in 
the countries concerned are likely to be (significantly) 
higher than the officially reported rates.  This has 
important implications for the calculation of summary 
measures such as life expectancy at birth where infant 

                                                        
5 European Centre on Health of Societies in Transition 

(ECOHOST), see http://www.lshtm.ac.uk/ecohost/. 
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mortality has a disproportionately large impact.  For this 
reason, routine data on mortality in these regions have to 
be interpreted with caution; subsequent sections will 
therefore draw mainly on patterns of health in the North-
Western CIS (Russia, Ukraine, Belarus, Moldova), but 
refer to Central Asia and the Caucasus where necessary 
and appropriate.  Similar issues apply to the Balkan 
region (London School of Hygiene and Tropical 
Medicine et al., 2003); relevant data will therefore be 
used as a complementary source. 

The following sections will focus mainly on recent 
trends, looking specifically at the mortality experience 
during the 1990s.  However, to understand recent 
patterns, especially in the transition countries, it will 
frequently be necessary to draw on earlier periods 
although, because of limitations of data availability for 
the whole European region, this will extend back to the 
1980s only. 

Patterns of mortality in transition countries 
The initial description of general trends in life 

expectancy at birth has revealed considerable diversity 
across the European region, both in terms of trends over 
time as well as actual levels.  To better understand these 
patterns the following sections will systematically 
examine mortality by sex, age and cause of death. 

Looking first at sex differences, it is apparent that 
men in the transition countries have been especially 
vulnerable (McKee and Shkolnikov, 2001).  In all 
industrialised countries men have a lower life expectancy 
than women.  However, this gap is especially large in the 
transition countries of Central and Eastern Europe and the 
FSU (figure 4).  In addition, while in the countries of the 

European Union sex differences appear to have been 
narrowing over recent years to just over six years in 
2000, the FSU saw a further widening in the late 1990s, 
following substantial fluctuations since the mid-1980s, 
reaching 11 years in 2000.  The most recent widening is, 
however, mainly driven by the reversal in mortality 
trends in Russia and Ukraine.  The Caucasus countries of 
the FSU, in contrast, experienced considerable narrowing 
in the late 1990s, to about five years in 2000, largely 
because of steady improvement in male mortality while 
female mortality remained largely unchanged (see figure 
3).  In contrast, in some Central Asian countries sex 
differences have been consistently smaller and close to 
those seen in some Western European countries, for 
example at around five years in Tajikistan and 
Uzbekistan (2001) (WHO, 2002), reflecting rather low 
levels of health among women, especially in rural areas 
(McKee and Chenet, 2002). 

In the countries of Central and Eastern Europe, 
male-female differences in life expectancy, while initially 
not very different from those in the EU 15, have been 
increasing steadily since 1980, to 8.4 years in 1995, but 
are now slowly falling back, to just under eight years in 
2000.  Once again, this pattern differs across the region, 
with for example the Czech Republic showing relatively 
modest changes in sex-differences over time, hovering 
around seven years, whereas Hungary experienced a 
steady increase to 9.5 years in the mid-1990s, with some 
decline only recently.  Interestingly, the narrowing 
difference in life expectancy between men and women as 
observed for some countries in Western Europe is likely 
to be attributable largely to rising levels of smoking-
related mortality among women. 

FIGURE 4

Female-male differences in life expectancy at birth Europe, 1980-2000  
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As will be discussed later, another feature of the 
gender gap in life expectancy and mortality is that the 
differences in absolute levels between the different 
regions in Europe, while not negligible, are much less 
prominent among women than they are among men. 

One weakness of aggregate figures such as life 
expectancy is that they conceal changes in mortality that 
may be different for different age groups, and, with the 
relatively higher weight of infant mortality rates, may 
obscure significant mortality changes at adult ages.  The 
latter is indeed one of the main features of health in the 
transition countries of Central and Eastern Europe and the 
FSU.  Thus, deaths among infants and young children 
generally fell steadily throughout the 1980s, a decline that 
accelerated in the 1990s in many countries across Europe 
(figure 5).  There are, however, some exceptions, for 
example Romania, which saw an increase in under-5 
mortality in the late 1980s, a consequence of the adoption 
of a policy of giving blood transfusions to many 
undernourished children who had been abandoned in 
‘orphanages’ (Kozintez et al., 2000).  Russia also saw 
some fluctuations in under-5 mortality, with a small 
increase in the early 1990s.  This increase was largely 
due to rising infant mortality in 1993, possibly related to 
the adoption of the WHO definition of a ‘live birth’ in 
that year.  Significantly, mortality among infants and 
young children then continued to decline, albeit at a slow 
pace, until the end of the 1990s. 

Figure 5 also illustrates that probability of death 
among children under five years was consistently lowest 
in the EU 15 countries, at about half the rates seen in the 
CEE and just a quarter of the rates in the FSU.  This 
general pattern does, however, conceal considerable 
variation within regions, with, for example, the Czech 
Republic consistently showing lower rates than Portugal.  
However, by the end of the 1990s rates had become very 

similar and close to those seen in Sweden which, along 
with Finland and Luxembourg, has the lowest under-5 
mortality rates in the European region.  This diversity in 
patterns of mortality among infants and young children 
already indicates the different challenges that transition 
countries are facing, with pockets of high under-5 
mortality in Eastern Europe, especially in Romania and 
Moldova, and more widespread problems in Central Asia 
and the Caucasus (UNICEF, 2003).  

Death rates among older people have also been 
affected by transition and they are now generally higher 
in the FSU than they were in 1990, except for Armenia 
and Georgia where rates have fallen considerably, 
although these trends have to be interpreted with caution.  
The three Baltic states experienced increasing mortality 
at older ages in the 1990s but rates have now fallen back 
to levels that are somewhat lower than in 1990.  Some 
improvements were also seen in Bulgaria and Romania, 
where death rates among those over 65 years remained 
rather high during the 1980s and much of the 1990s 
compared to the EU 15 average, with improvements seen 
in the late 1990s only.  In contrast, and somewhat similar 
to the EU 15, albeit at a different level, the transition 
countries in Central Europe, such as the Czech Republic 
and Poland, experienced sustained improvement in 
mortality rates at older ages during the 1990s.  However, 
in the FSU death rates at older ages (65+) among both 
men and women are about twice those in Western 
Europe, and in Central and Eastern Europe they are about 
50 per cent higher. 

Yet, while there have been changes in mortality at 
both young and old ages, the greatest impact has been on 
those of working age, between 15 and 64 (Leon et al., 
1997; McKee and Shkolnikov, 2001; Meslé, 2004).  In 
the countries of Central and Eastern Europe, deaths in 
this age group increased steadily throughout the 1980s.  
However, this increase was largely confined to men, 

FIGURE 5

Probability of dying before age 5 years (per 1000 live births) in Europe, 1980-2000  
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while among middle-aged women death rates remained 
rather stable.  Thus, while spared from actual 
deterioration in mortality, they did not experience notable 
improvements in mortality rates either, contrary to their 
female counterparts in Western Europe at that time.  
Many countries in that region did, however, see a 
temporary mortality increase among women around the 
time of the collapse of communism, which was 
particularly notable in Hungary and Romania in the early 
1990s.  However, since then mortality has been 
improving, although beginning at different times in 

different countries.  In Poland and the Czech Republic it 
began almost immediately after the fall of communism, 
as it did in East Germany (Nolte et al., 2000a), while it 
was delayed in Hungary and Bulgaria until the mid-
1990s.  In Romania it was delayed until 1997.  This age 
group was affected most in the FSU, with their deaths 
driving the large fluctuations in overall mortality (Leon et 
al., 1997).  

Figure 6 shows the proportional change in total 
mortality rates at different ages for selected years relative 
to a reference year; this was chosen to reflect years of 

FIGURE 6

Changes in age-specific death rates in Poland, Romania and Russia in the 1990s 
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significant change in mortality and/or political and socio-
economic change in Poland, Romania and Russia.  This 
further illustrates that the age groups most affected by the 
transition were the young and middle-aged, although the 
pattern varies between countries.  Thus, while both 
Poland and Russia saw increases in mortality among 
young adults aged 15-34, this rise was only temporary in 
Poland where death rates then fell back to levels that are 
now about 30 per cent lower than they were in 1991.  In 
contrast, in Russia, those aged 15-34 continue to 
experience substantially elevated mortality levels that 
have remained about 60 per cent higher than the rates 
seen in 1991, in both men and women.  Meanwhile in 
Russia, mortality rates among those aged 35-64, 
following a major upsurge between 1991 and 1994 of up 
to 85 per cent in men and 66 per cent in women (for ages 
35-44), then subsequent recovery until 1998, have now 
reversed to levels that are only slightly lower than those 
seen in 1994 but are still 40-50 per cent higher than those 
seen in 1991.  In Romania, the mortality increase among 
those aged 35-64, as observed between 1991 and 1997 in 
both sexes, has now fallen back to 1991 rates, while death 
rates at younger ages have improved beyond 1991 levels.  
Similarly, the Baltic states, while initially following a 
pattern comparable to that seen in Russia (and Ukraine), 
have experienced sustained improvements since 1994, so 
that by 2000 mortality among adults had generally fallen 
back to the 1991 level, or in some cases, such as among 
women aged 55-84, even below those rates (WHO, 
2002).  

These varied changes have led to overall death rates 
among men aged 25-64 years being almost four times 
higher in the FSU than in Western Europe; the difference 
between Western Europe and the Central and South-
Eastern European countries is about two times.  Among 
women, the differences are somewhat smaller, at 1.7 and 
2.5 times respectively, and do not exhibit the peak at 
middle age as seen among men.  However, once again the 
broad grouping by region conceals quite substantial 
variations in adult mortality at the sub-regional level 
(figure 7), especially within South-Eastern Europe and 

Central Asia, but also within Central Europe, with 
standardised death rates among Hungarian men being 
about twice as high as for men in Slovenia or in the 
Czech Republic. 

Among women aged 25-64 the pattern is somewhat 
more consistent, with overall a much lower level of 
mortality than among men.  Significantly, the east-west 
mortality divide is not as clear-cut as among men with, 
for example, death rates among women in Denmark 
being on a par with those seen in Poland, Slovakia and 
Lithuania (figure 7).  The underlying reasons for this last 
observation differ, however, from one country to another, 
with rates in Denmark reflecting higher mortality from 
breast cancer as well as lung cancer and other smoking-
related diseases, whereas deaths from cardiovascular 
disease account for a much higher proportion in Poland 
(WHO Regional Office for Europe, 2003). 

The immediate causes 

The causes of death underlying the mortality 
changes in transition countries are complex and the 
following description is a simplification.  As indicated 
earlier, many Central and Eastern European countries 
experienced a mortality crisis at the time of transition.  
This was largely due to deaths from external causes, 
especially traffic accidents; these are believed to be 
attributable to the sudden availability of western cars, 
combined with a probable increase in drunken driving 
and erosion of safety controls, poor transport 
infrastructure, and a possible deterioration of ambulance 
and first-aid services (United Nations Children’s Fund, 
1994; Zatonski and Boyle, 1996; Winston et al., 1999).  
However, death rates subsequently declined steadily 
during the latter years of the 1990s (WHO Regional 
Office for Europe, 2003).  Subsequently, sustained 
improvements in life expectancy, that began at different 
times in the 1990s, have largely been due to falls in 
cardiovascular disease, which, in cases such as Poland, 
have fallen quite steeply (Zatonski et al., 1998), although 
in some parts of South-East Europe such as Romania, 

FIGURE 7

Age-standardised death rates from all causes among adults aged 25-64 years, by sub-region (1999) 

 

rom

bul

cro
ser

mac

alb

po l
slok

cze
slov

hun

por

spa

gre
ita

gerire

fra
aus

net

uk

swi

den

swe no r

fin
arm

geo

aze
lit

est

lat

mol

ukr

bel

rus

taj

uzb

kyr
tur

kaz

0

250

500

750

1000

1250

1500

1750

2000

Scand BalticSE EuropeC EuropeS EuropeW Europe NW CIS S CIS

men

Cauc

den

swe

fin

nor
swi

fra

aus

ger

net

uk

ire

spa gre

ita

por
slovcze

slok

pol

hun

alb

cro

mac
bul

ser

rom

arm

geo

aze

lit

est

lat
bel

mol

ukr
rus

taj
uzb

kyr

tur

kaz

0

200

400

600

800

Scand BalticSE EuropeC EuropeS EuropeW Europe NW CIS S CIS

women

Cauc

Source:  WHO Health for all database. 



Morbidity and mortality in the transition countries ______________________________________________________ 161 

where rates were previously extremely high, a decline in 
deaths from cirrhosis has also contributed. 

Trends in the former Soviet Union are very different 
from those of Central and Eastern Europe and need to be 
interpreted in the context of changes in mortality pre-
transition.  In the mid-1980s, much of the region 
experienced a sudden increase in life expectancy, 
coinciding with the anti-alcohol campaign under Mikhail 
Gorbachev (White, 1996).  The improvements were due 
largely to a decline in cardiovascular disease and injuries. 
Improvements were also noted for a range of causes 
associated with alcohol, including acute alcohol 
poisoning and pneumonia.  In contrast, other major 
causes of death, such as cancer, were unaffected.  In the 
subsequent large fluctuations in mortality, the same 
causes have been implicated, pointing to a major role of 
alcohol in the changing pattern of mortality in the former 
Soviet Union (McKee et al., 2001).  This is discussed in 
more detail below. 

Regarding the higher mortality levels in Central and 
Eastern Europe and the CIS relative to Western Europe, a 
few specific conditions can be identified as major causes 
of this persisting health gap, which will be examined in 
turn: injuries and violence, cardiovascular disease and 
cancer.  While less important in terms of absolute 
numbers, the following section will also briefly look at 
newly and re-emerging infectious diseases, which are of 
particular concern in the FSU.  Table 1 gives an overview 
of the major causes of death in Central and South-Eastern 
Europe and the CIS, as well as in selected countries 
within these regions, by sex and broad age groups, to 
illustrate the variation in mortality rates across the region, 
with the European Union average chosen for comparison. 

Injuries and violence  

In 2000, deaths from injuries and violence 
accounted for about a quarter of all deaths among men 
aged 25-64 in the CIS countries (women: 15 per cent), 
thus representing the second leading cause of death for 
this age group (WHO Regional Office for Europe 2003).  
This compares to about 15 per cent in Central and Eastern 
Europe and 14 per cent in the EU 15 (women: 7-8 per 
cent).  In absolute terms, the death rate from injuries and 
violence among men under the age of 65 was almost six 
times higher in the CIS than in Western Europe (in 2000 
the SDR for the CIS was 265/100,000 compared to 
46/100,000 in the EU 15); in Central and Eastern Europe 
it was double that in the West.  Among women, these 
ratios were somewhat lower, as was absolute mortality. 
Interestingly, though, the male-female ratio in the 
mortality burden from injuries and violence among those 
aged 25-64 was about five in both the CIS and CEE, 
while in the EU 15 levels among men were about three 
times those in women. 

However, while all causes of injury are more 
common in the eastern region than in the west, the gap is 

particularly wide for homicide and suicide, with death 
rates related to homicide and intentional injuries in those 
under 65 in the CIS exceeding those in the west by 
almost 20 times.  Russia stands out with rates that are 
among the highest recorded anywhere in the world 
(Chervyakov et al., 2002) and, after a brief decline 
between 1994 and 1998 they are now rising again. Death 
rates from suicide are highest in Lithuania, Russia, 
Belarus and Kazakhstan, although the pattern differs by 
age and sex.  Thus, in 2000, while rates among young 
people in Lithuania are almost as high as those in Russia, 
they have remained rather stable since the mid-1990s, 
whereas rates seem to be continuously rising in Russia, 
Belarus and Kazakhstan. This, however, appears to be 
largely a male phenomenon.  It has been estimated that, 
in 1999, over 4,500 young people in the transition 
countries aged 15-19 committed suicide, with more than 
half of them in Russia (UNICEF, 2002).  This is further 
illustrated by a recent study that examined the mortality 
increase in Russia since 1998 (Men et al., 2003).  This 
showed that, while this latest increase was largely due to 
rising death rates among those aged 35-69, a parallel 
increase among 15-34 year-olds was mainly attributable 
to suicide, followed by traffic injuries, homicide and 
alcohol intoxication.  Other external causes of death that 
are very much more common in the east than the west are 
drowning and deaths in fires. 

Alcohol emerges as a common factor. In Russia, 
where these causes have received most attention, deaths 
from all groups of external causes and specific causes 
correlate closely with deaths from alcohol poisoning 
(Walberg et al., 1998; Chervyakov et al., 2002; Nemtsov, 
2002; Shkolnikov et al., 2002).  It has also been shown 
that the highest rates of deaths from external causes in 
Russia have been in those areas experiencing the most 
rapid pace of social and economic change (Walberg et al., 
1998), pointing to one important explanation as to why 
people drink to excess; this will be looked at in more 
detail below. 

Cardiovascular disease 

Analyses of the changing mortality pattern in the 
former communist countries of Central and Eastern 
Europe and the Soviet Union have frequently pointed to 
the major role of cardiovascular diseases in determining 
both the rise and subsequent decline of adult mortality in 
this region (Zatonski and Boyle, 1996; Shkolnikov et al., 
1996; Nolte et al., 2000b; McKee and Shkolnikov, 2001; 
Shkolnikov et al., 2001; Meslé, 2004).  Overall, deaths 
from cardiovascular disease are much more common in 
Eastern Europe than in the West, with levels of mortality 
between ages 25 and 64 five times higher in the CIS than 
in the West, while in Central and South-Eastern Europe 
levels are up to three times higher (table 1).  In Central 
and Eastern Europe this gap reflects high levels of many 
traditional risk factors, such as a diet rich in saturated fats 
but low in antioxidants due to a low intake of fruit and 
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vegetables (Pomerleau et al., 2001) along with high rates 
of smoking.  A marked decline in deaths from 
cardiovascular disease in Poland since 1991 has been 
associated with changes in dietary patterns, most likely 
from a changed composition of fat in the diet and an 
increased intake of fresh fruit and vegetables (Zatonski et 
al., 1998). 

In contrast, explaining the trends in cardiovascular 
disease in the FSU poses a much greater challenge, 
especially in terms of the sudden changes in death rates 
as observed rather frequently during the past 15 years.  
Death rates are especially high among the young, and 
deaths are more likely to be sudden (Laks et al., 1999).  

Conventional risk factors as identified by western 
epidemiological research, such as high lipid levels and 
low physical activity, fail to explain the high 
cardiovascular mortality rates (Averina et al., 2003).  
Other factors such as micronutrients may be more 
important, as has been suggested for the rapid decline in 
cardiovascular mortality in Poland noted above, and this 
has also been discussed for the Czech Republic (Bobak et 
al., 1997).  Thus, overall poor nutrition may go some way 
in explaining the persisting east-west gap in 
cardiovascular mortality. 

Still, these mechanisms cannot explain all of the 
observed effects, and in particular the much higher rate of 

TABLE 1

Age-standardised death rates (per 100 000) by sex, cause and age group 
in selected regions and countries in Europe, 2000 

 EU CEE 
Czech  

Republic Romania Lithuania CIS 
Russian 

Federation Uzbekistan 

MEN         
All causes         
all ages .............................. 863.91 1 306.86 1 161.59 1 358.3 1 331.38 1 894.79 2 117.75 1 387.06 
15-24 ............................... 81.14 95.94 85.38 93.95 179.8 260.89 357.97 125.06 
25-64 ............................... 431.02 829.06 657.8 905.09 1 033.88 1 563.54 1806.17 887.97 

Circulatory diseases         
all ages .............................. 314.12 663.43 576.89 771.89 610.65 988.05 1 056.19 873.39 
25-64 ............................... 112.35 305.37 219.53 352.31 318.44 599.96 675.77 413.93 

Cancer         
all ages .............................. 248.18 282.34 325.26 223.03 284.61 244.36 290.45 97.97 
25-64 ............................... 151.24 221.78 225.68 208.44 216.66 224.98 252.59 92.96 

Lung cancer         
all ages .............................. 66.1 85.95 90.17 64.89 76.5 69.72 87.41 15.73 
25-64 ............................... 45.15 77.21 75.13 73.1 61.84 68.69 80.8 15.98 

Infectious diseases         
all ages .............................. 9.58 11.48 3.12 22.01 23.25 44.65 45.31 38.18 
25-64 ............................... 6.56 12.4 2.95 28.83 30.77 65.53 68.16 51.05 

External causes         
all ages .............................. 57.91 104.57 92.96 101.34 234.81 279.34 373.78 81.38 
15-24 ............................... 57.22 70.67 66.73 60.96 153.93 186.73 273.69 53.55 
25-64 ............................... 58.92 125.1 100.89 129.83 327.52 400.02 511.1 104.72 

WOMEN         
All causes         
all ages .............................. 516.98 777.64 690.5 879.25 678.62 1 000.82 1 025.74 1 023.76 
15-24 ............................... 29.4 34.31 32.71 40.84 46 82.8 98.53 75.58 
25-64 ............................... 211.43 332.04 275.02 385.88 339.21 531.04 564.02 515.27 

Circulatory diseases         
all ages .............................. 200.83 453.1 378.98 580.86 394.69 627.31 629.02 690.32 
25-64 ............................... 39.2 112.65 72.15 151.64 90.86 219.08 224.35 243.71 

Cancer         
all ages .............................. 138.54 149.03 177.37 129.58 138.39 123.51 139.35 74.65 
25-64 ............................... 103.25 126.78 131.7 124.57 121.06 121.46 129.62 79.13 

Lung cancer         
all ages .............................. 16.1 15.87 18.18 11.3 7.44 7.94 8.74 4.73 
25-64 ............................... 13.01 15.1 15.79 10.38 4.62 6.71 6.81 4.45 

Breast cancer         
all ages .............................. 27.58 23.59 27.85 23 24.12 21.8 24.13 11.37 
25-64 ............................... 28.4 25.2 24.65 26.58 27.67 27.77 29.37 14.27 

Infectious diseases         
all ages .............................. 9.58 4.71 3.12 22.01 23.25 44.65 45.31 38.18 
25-64 ............................... 6.56 3.05 2.95 28.83 30.77 65.53 68.16 51.05 

External causes          
all ages .............................. 22.97 30.24 34.17 29.33 55.15 64.66 84.54 25.92 
15-24 ............................... 15.31 16.28 18.65 16.63 27.09 42.6 61.11 17.81 
25-64 ............................... 18.13 24.43 23.86 28.51 68.36 80.55 104.21 24.96 

Source:  WHO Health for all database. 
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sudden cardiac death among young men.  Again it is 
likely that alcohol is playing an important role.  In all of 
Northern Europe, but especially in Russia and its 
neighbours, alcohol is typically drunk as vodka and in 
binges (Bobak et al., 1999), unlike the more steady 
consumption in Southern and Western Europe.  An 
increasing volume of research has looked into the 
possible involvement of alcohol in cardiovascular 
mortality in Eastern Europe (Chenet et al., 1998; Chenet 
et al., 2001; Malyutina et al., 2002), with one re-analysis 
of previous studies looking at the cardiovascular effects 
of alcohol consumption finding clear evidence that 
episodic heavy drinking is consistently associated with a 
marked increase in the risk of cardiovascular death, 
especially sudden cardiac death (Britton and McKee, 
2000). 

One other factor of possible relevance for the 
observed increase in cardiovascular mortality in some 
transition countries is the high level of psycho-social 
stress.  Available evidence points to the importance of 
psycho-social factors, and there is also evidence from this 
region to link stress and a feeling of lack of control over 
events with cardiovascular disease (Bobak and Marmot, 
1996). 

Cancer 

Cancer is responsible for about one third of all 
deaths in Western Europe compared to one-fifth in 
Central and Eastern Europe and just over 10 per cent in 
the CIS (WHO Regional Office for Europe, 2002).  
While overall absolute levels of mortality from cancer are 
fairly similar in the three regions, if anything even 
somewhat lower in the CIS, there is a notable gap at 
younger ages, especially among men, with rates in the 
west about 50 per cent lower than in the east among those 
aged 25-64; among women the rates are about 20 per cent 
lower (table 1).  Cancer death rates have been falling 
across the European region as a whole, although this 
decline is mainly confined to Western Europe and the 
CIS as well as some Central European countries such as 
the Czech Republic and, under the age of 65, Poland 
(WHO Regional Office for Europe, 2003).  Romania, by 
contrast, has experienced a sustained increase in cancer 
mortality since the early 1990s, whilst there has been 
little change in Bulgaria, except for an increase among 
men under 65. 

However, the pattern of cancer mortality in Eastern 
Europe is rather complex and changing.  Also, as cancer 
comprises quite a number of different diseases, each with 
its own risk factors, this section will look at selected 
conditions only.  Among cancers, the most important 
element of the disease burden is lung cancer, and, among 
women, breast cancer.  Tobacco smoking is the single 
most important risk factor for lung cancer, and smoking 
has been very common among men in all of Eastern 
Europe (McKee et al., 1998; Pudule et al., 1999).  
Consequently, death rates from lung cancer among men 

are high, especially at younger ages (table 1).  
Interestingly, death rates from lung cancer are currently 
falling in many former Soviet countries.  Given the long 
latency period after which the health effects of smoking 
will become apparent, this decline has been attributed to 
the fact that fewer men started to smoke in the austere 
period of the late 1940s and early 1950s (Shkolnikov et 
al., 1999a).  However, this also implies that the current 
decline in lung cancer deaths in a number of FSU 
countries will be only temporary and followed by 
increases reflecting the higher uptake rates of smoking 
since then. 

In contrast, smoking has always been relatively 
uncommon among women, although this is now 
changing.  Female smoking rates, especially among 
young women in major cities, are increasing rapidly.  
Consequently, lung cancer rates among women can soon 
be expected to start rising, with some Central European 
countries already showing increasing rates, thus 
following or, as in the case of Hungary, possibly even 
surpassing (Brennan and Bray, 2002) trends seen in 
several countries in Western Europe. 

Mortality from breast cancer has generally been 
higher in Western European countries than in those to the 
east, although high rates have also been observed in 
Hungary and the Czech Republic.  Differences in breast 
cancer rates have conventionally been explained by 
differences in childbearing patterns such as childlessness 
and age at first childbirth (Hermon and Beral, 1996), 
although it may also reflect patterns of growth in 
childhood, as suggested by emerging research on life 
course epidemiology (Davey Smith et al., 2000).  At the 
same time, however, available evidence suggests that 
survival from breast cancer (and other curable cancers) is 
lower in Eastern Europe, which has been explained, in 
part, by differences in the quality of health care in terms 
of availability of diagnostic and therapeutic facilities, and 
in the effectiveness of health-care systems (Sant et al., 
2001). 

In contrast, cervical cancer is somewhat more 
common in the east than in the west, a finding that is 
unsurprising given the high rates of sexually transmitted 
disease and, until recently, the difficulty in obtaining 
barrier contraceptives (Levi et al., 2000).  Unfortunately, 
the few effective cervical screening programmes are rare 
exceptions and screening is often opportunistic, with little 
quality control, and generally ineffective. 

Infectious diseases  

Acute infectious disease is no longer one of the 
leading causes of death in either part of the European 
region although mortality levels are higher in Eastern 
Europe than in the West, in some cases substantially so 
(table 1).  The overall relatively low level of infectious 
disease mortality in the transition countries can be seen to 
reflect the high level political commitment to disease 
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control during the twentieth century.  The Soviet system 
was especially successful in reducing vaccine-
preventable diseases; however, a breakdown of control 
systems in some countries following independence has 
resulted in the re-emergence of some diseases such as 
diphtheria (Hardy et al., 1996). 

Of particular concern are sexually transmitted 
infections (STIs), HIV and tuberculosis.  Several 
countries have seen a rapid increase in rates of STIs in the 
1990s, particularly the FSU.  In most countries, rates 
peaked in the mid- or late 1990s; however, there are 
concerns as to whether this reflects a true reduction in 
incidence or a decline in notification, as treatment is 
increasingly being provided privately (Platt and McKee, 
2000).  While still relatively low in comparison with 
other countries worldwide, rates of HIV infection have 
been rising extremely quickly in many parts of the FSU 
(Hamers and Downs, 2003).  Of an approximately 1.56 
million people living with HIV/AIDS in the European 
region, about one million individuals are located in 
Central and Eastern Europe and the FSU (WHO Regional 
Office for Europe, 2002).  While HIV is, at present, 
primarily spread between injecting drug users, the 
epidemic is now moving increasingly into the wider 
population by means of sexual transmission of HIV 
infections (see also in this volume the background paper 
by Serbanescu on reproductive health in the transition 
countries). 

As noted above, tuberculosis is another growing 
problem facing many parts of Eastern Europe, with death 
rates trebling in some countries, such as Kazakhstan and 
Kyrgyzstan, and sustained increases in several other CIS 
countries (WHO Regional Office for Europe, 2003).  
Rates are especially high among the large prison 
population, where conditions are highly conducive to 
rapid spread and where treatment is often inadequate 
(Stern 1999).  It has been estimated that about 40 per cent 
of deaths among the prison population in Ukraine are due 
to tuberculosis.  At the same time, multi-drug resistant 
tuberculosis, which is much more difficult and costly to 
treat, is increasing rapidly (Farmer et al., 1999), with the 
highest levels worldwide reported in Estonia, Latvia and 
Russia (WHO Regional Office for Europe, 2002).  The 
coexistence of HIV and resistant tuberculosis poses 
enormous challenges for the future, and an effective 
response has yet to be formulated. 

Patterns of morbidity and ill health 

The preceding sections gave a broad overview of 
patterns of mortality in transition countries in the 
European region, looking at age, sex and cause of death 
in order to better understand observed trends.  However, 
mortality data capture only those causes of morbidity that 
have a fatal outcome and are, therefore, just an 
approximate measure of the burden of disease in a 
population.  Information on morbidity is, however, still 
relatively scarce, with the possible exception of infectious 

diseases, which are generally captured in national 
monitoring and control systems, albeit to varying degrees 
(MacLehose et al., 2002); these have been alluded to in 
the previous section.  In contrast, available information 
on morbidity due to non-communicable diseases is often 
limited to local sample studies, such as the WHO 
MONICA Project (WHO Regional Office for Europe, 
2003) or specific disease registries, such as cancer 
registries.  These can provide useful additional, albeit 
sometimes misleading, information, for instance where 
registration is not population-based.  Population surveys, 
on the other hand, are often not comparable across 
regions, and when they are, they usually reflect only the 
‘general’ population, while excluding specific 
subpopulations such as the institutionalised or those who 
are difficult to reach. 

The following sections will look at measures of ill 
health other than morbidity rates; evidence derived from 
information sources on morbidity as described above has 
recently been examined in some detail by the “European 
Health Report 2000” (WHO Regional Office for Europe, 
2002) and, due to constraints on space, will not be 
covered in this paper. 

In an attempt to bring together the mortality and 
morbidity experience of a population, the WHO has used 
a measure of healthy life expectancy (HALE),6 which is 
interpreted as the lifespan in full health (WHO, 2002).  
Despite some methodological problems (Law and Yip, 
2003), this measure provides useful insights into the 
burden of ill health across populations which go beyond 
life expectancy and mortality. 

Figure 8 shows the proportion of total life 
expectancy that is lost through living in health states of 
less than full health, based on recent estimates of HALE 
(WHO, 2002).  Two main features emerge: firstly, not 
only can the peoples of Central and Eastern Europe and 
the FSU expect to live a shorter life than those in the 
west, but also their expected lifespan spent in full health 
will generally be shorter, in some cases substantially so.  
Secondly, while women enjoy a longer life expectancy at 
birth across the European region, their time spent in full 
health tends to be somewhat less than among men, 
although this difference seems to apply more to Western 
European countries. 

The causes of the higher burden of ill health in the 
transition countries can be examined further using 
disability-adjusted life years (DALYs).7  Classifying the 
countries of the European region into three mortality 
strata according to their level of child and adult mortality, 

                                                        
6 Previously DALE (disability-adjusted life expectancy); combines 

life expectancy and estimates of non-fatal outcomes, adjusted for severity. 

7 DALYs for a disease/health condition are calculated as the sum of 
the years of life lost due to premature mortality (YLL) in the population 
and the years lost due to disability (YLD) for incident cases of the 
disease/health condition. 
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it was estimated that, in the category C countries8 of the 
European FSU, the burden of cardiovascular disease 
accounted for almost one third of the overall burden of 
disease and, in absolute terms, was almost twice as high 
as in the category A and B countries of the west (where it 
is about one fifth of the total burden) (figure 9).   

                                                        
8  A = very low child mortality, very low adult mortality: EU 15, 

Czech Republic, Slovenia 
 B = low child mortality, low adult mortality: Central and South-

Eastern Europe, Central Asia 

 C = low child mortality, high adult mortality: Belarus, Moldova, 
Ukraine, Russian Federation, Baltic states 

Unintentional and intentional injuries accounted for 
another 20 per cent of the total burden of disease in the 
category C countries, compared to 8 per cent in category 
A countries and 11 per cent in category B countries.  The 
absolute level of this burden exceeds the level seen 
elsewhere in Europe by 2.5 (unintentional injuries) to 

FIGURE 8

Years of full health lost through living in health states of less than full health as percentage of total life expectancy at birth in Europe  
by sub-region (2001) 
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Source:  WHO Health for all database. 

FIGURE 9

Burden of disease in DALYs (in 1000s) by cause and mortality stratum in the European region, 2001 
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four times (intentional injuries).  By contrast, Western 
Europe showed the highest burden of neuro-psychiatric 
disease as well as of cancer, accounting, respectively, for 
28 per cent and 16 per cent of the total burden of disease.  
The former may perhaps appear somewhat surprising 
given the comparatively high rates of deaths from suicide 
in many FSU countries which may serve as an, albeit 
indirect, indictor of mental health.  It is possible that the 
higher burden estimated for Western Europe reflects, in 
part, a higher recognition of mental disorders.  The 
comparatively higher burden of respiratory infections, 
perinatal and maternal conditions in the category B 
countries appears to mirror essentially the higher infant 
and under-5 mortality in the Central Asian republics and 
the Caucasus as noted earlier. 

Previous sections on the causes of mortality already 
alluded to the role of alcohol abuse as one determinant of 
observed patterns, particularly among men in the 
transition countries.  This conclusion received further 
support by the findings of the recent World Health Report 
2002 that sought to quantify selected major risks to 
health, including risks related to lifestyle, again using 
DALYs (WHO, 2002).  It thus estimated that, among 
men, the overall burden of disease in the European FSU 
countries is largely attributable to alcohol and tobacco, 
followed by elevated blood pressure and cholesterol 
levels.  Alcohol and tobacco alone account for almost as 
many disability-adjusted years of life lost as the total 
disease burden in the category B countries (Central and 
South-Eastern Europe, Central Asia, Caucasus).  They 
also account for about 80 per cent of the disease burden 
in Western Europe (figure 10). 

Among women, the disease burden has been 
attributed largely to more physiological causes, such as 
blood pressure and cholesterol, along with their 
 

behavioural correlates, diet and physical activity.  As 
with men, alcohol consumption accounts for a 
substantially higher burden of ill health in the European 
FSU countries than elsewhere in Europe (10 per cent 
versus 5 per cent).  In contrast, the burden attributable to 
tobacco is highest among women in Western Europe, 
accounting for 16 per cent, compared with 4 per cent in 
the European FSU.  In category B countries, the risk-
attributable burden of disease appears to be intermediate 
between the West and the FSU for the major risk factors, 
while environmental risks, such as unsafe water/hygiene 
or lead exposure, as well as childhood and maternal 
under-nutrition, account for a much higher burden than 
elsewhere in Europe.  This is likely to reflect the 
particular problems that many countries, especially in 
Central Asia and the Caucasus, are still facing. 

The underlying factors 

The previous section has pointed towards the 
importance of specific risk factors to health in 
determining the patterns of morbidity and mortality in the 
transition countries of Central and Eastern Europe and the 
FSU.  However, their interplay is rather complex. In 
addition, we have evidence that changes in the level of 
health care associated with the socio-economic transition 
have also contributed to changes in population health in 
this region.  One of the key features of health in Eastern 
Europe is the way that men have been affected much 
more than women by the transition, and the major role of 
alcohol and tobacco has already been described.  
However, lifestyle choices such as smoking and alcohol 
abuse do not develop in isolation but are strongly 
influenced by social circumstances and have to be 
interpreted in the context in which they are made.  The 
following section will therefore consider both aspects 
together. 

FIGURE 10 

Attributable DALYs (in 1000s) by risk factor, sex and mortality stratum in Europe, 2000 
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Lifestyle and socioeconomic context 

As noted in the introduction, the political, social and 
economic transition in the former communist countries of 
Central and Eastern Europe has been difficult for all the 
countries affected, and has greatly affected people’s lives, 
many of whom have experienced rising levels of poverty 
and economic hardship.  However, the extent to which 
these social forces have - and still are - driving trends in 
mortality in this region are still inadequately understood.  
Regional analyses within Russia have shown that many 
of the steepest declines in life expectancy in the early 
1990s occurred in the urban and economically most 
developed areas of European Russia.  This has been 
explained by the observation that the abrupt economic 
and social changes tended to be most substantial in 
regions that were relatively affluent and had good 
communications, and so were most susceptible to change, 
such as Moscow (Leon and Shkolnikov, 1998).  This has 
been underlined by other evidence demonstrating that the 
rise in mortality was greatest in regions experiencing the 
most rapid pace of transition, as measured by gains and 
losses in employment (Walberg et al., 1998), and where 
measures of social cohesion were weakest (Kennedy et 
al., 1998). 

Men with poor education were especially 
vulnerable to the changes, with overall mortality being 
much higher among men with the least education 
compared to the well educated, and with much of this 
difference attributable to higher death rates from external 
causes and cardiovascular disease (Shkolnikov et al., 
1998).  Consistent with the findings discussed above, this 
again points to a link with alcohol, especially as deaths 
from causes directly associated with alcohol consumption 
have shown the steepest social gradients (Chenet et al., 
1998).  Other findings have also highlighted the possible 
impact of low levels of social support (Hajdu et al., 
1995), and a sense of lack of control over one’s life 
(Bobak et al., 1998). A series of cross-sectional studies in 
countries of Central and Eastern Europe have shown that 
a feeling of lack of control was related to poor self-rated 
health (Bobak et al., 2000; Gilmore et al., 2002), which in 
turn has been linked to a higher risk of subsequent 
mortality (Idler et al., 1997).  This relationship was 
shown to also hold at the population level, with low 
levels of perceived control being associated with higher 
levels of total mortality in several transition countries 
(Pikhart, 2001). 

The specific vulnerability of men with lower 
educational background has been attributed, in part, to 
different coping mechanisms available to men as 
compared to women to address new challenges.  Women, 
it has been argued, may have been able to redefine their 
role in society within the home, which may have offered 
some degree of protection (Watson, 1996), while men 
with low skill levels were confronted with a feeling of 
impotence in a hostile and unresponsive world (Rose, 
1995).  These findings paint a picture of societies in 

which young and middle-aged men in particular face a 
world of social and economic disruption for which they 
are poorly prepared (Cockerham, 2000).  For many, their 
opportunities are constrained by low levels of education 
and a lack of social support in the form of informal social 
networks (friends, family) that are vital for maintaining 
general welfare.  Poor nutrition and high rates of smoking 
have already reduced their chances of a long life, but the 
easy availability of cheap alcohol, along with the general 
acceptance of alcohol consumption as part of the male 
culture (White, 1996), provides a pathway to oblivion and 
then to premature death.  The hazards of drunkenness are 
exacerbated in a society in which there are few on whom 
one can depend. 

In addition there are, of course, the effects of factors 
linked to material deprivation and poverty that directly 
affect health, such as infections, malnutrition and food 
insecurity, inadequate heating or shelter, with poverty 
being the single largest determinant of ill health due to 
infectious diseases (WHO Regional Office for Europe, 
2002). 

The contribution of health care 

Research on trends in mortality in the former 
communist countries of Central Europe found that the 
decline in mortality from causes considered amenable to 
timely and effective health care (‘avoidable mortality’) 
had been slower there than in the west during the 1970s 
and 1980s (Boys et al., 1991).  Later work suggested that 
deaths from these causes accounted for between a quarter 
and a third of the gap in life expectancy between the East 
and West of Europe (Velkova et al., 1997). 

More recent evidence suggests that some of the 
more economically successful former communist 
countries have seen tangible improvements in outcomes 
attributable to health care, such as improvements in 
survival of low birth weight babies (Koupilová et al., 
1998; Nolte at al., 2000c) and in cancer survival (Becker 
and Boyle, 1997; Shkolnikov et al., 1999b), indicating 
that these countries have been able to reform their health-
care systems relatively successfully.  In contrast, other 
countries, while their basic infrastructure has remained in 
place, saw some elements of their system effectively 
collapsing.  In particular, there have been major problems 
with pharmaceutical supplies.  This is further illustrated 
by recent studies which aimed to assess the potential 
impact of health care on changing mortality in Russia, 
Lithuania, Hungary and Romania (Andreev et al., 2003; 
Nolte et al., 2004).  Again, using the concept of avoidable 
mortality, these showed that in Russia in 1995-1999 life 
expectancy at birth could have been improved by at least 
1.5 years if outcomes of health care as seen in the United 
Kingdom were achieved (Andreev et al., 2003).  Also, a 
drop in life expectancy in Romania in the early 1990s 
was caused, to a considerable extent, by rising mortality 
from causes that are amenable to effective health care 
(Nolte et al., 2004). 
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It is likely that the increase in mortality among the 
elderly in some FSU countries is a consequence of a 
reduction in the quality of health care, especially as the 
increase has been greatest, and more sustained, in 
countries such as Belarus where the economic situation is 
worst.  However the main evidence is from deaths among 
young people with diabetes.  This population is especially 
susceptible to a breakdown in the delivery of health care 
as, in the absence of a regular supply of insulin, they will 
simply die.  Deaths from diabetes at ages under 50 
increased about eight-fold in the 1990s in many former 
Soviet countries (Telishevska et al., 2001).  Similarly, to 
maintain the health of pregnant women and infants, 
access to medical advice and care is a critical factor.  
However, while in many FSU countries these services 
are, in theory, available, they appear to be largely 
ineffective and/or of low quality, with many facilities - 
for example in Armenia - lacking even basic 
infrastructure and equipment, such as water supply, 
toilets and refrigerators (UNICEF, 2003). 

Taken together these findings emphasise the need 
for governments in many countries, especially in the 
FSU, together with the international donor community, to 
explore how they can establish a health care system that 
provides effective and equitable care for their 
populations, which their present systems clearly do not. 

Policy responses  
The immediate post-transition period in Central and 

Eastern Europe was characterised by intensive nation-
building efforts, as countries agreed new constitutions 
and forms of government, and put in place the institutions 
to support this process.  In parallel, major changes were 
taking place as a consequence of the opening of borders 
to movement of people, goods and services.  In all 
countries (with the possible exception of the former 
German Democratic Republic, which essentially adopted 
the existing structures of the German Federal Republic on 
unification) this task was far from straightforward, often 
pushing to the limits the capacity of those individuals 
leading the reform process.  In many of the countries that 
emerged from the Soviet Union the process was further 
complicated by the prior limited capacity for decision-
making at republic level during the Soviet period.  
Elsewhere, other complications arose, such as the 
unexpected division of Czechoslovakia and the wars in 
South-Eastern Europe. 

In these circumstances it was perhaps unsurprising 
that health was not placed high on the political agenda.  
Indeed, in several countries where several parties shared 
in government, such as Hungary, Romania and Bosnia, 
the health ministry was, symbolically, awarded to a 
minority party.  Within administrations that were facing 
unprecedented challenges with limited resources, the 
status of health policy tended to be rather low compared 
with, for example, economic policy or privatisation; this 

meant that it was difficult to recruit high quality staff or 
to get time for legislation on crowded parliamentary 
agendas. 

Since then, health ministries and the institutions that 
support them have been strengthened in many countries 
although, in general, their focus has been on health care 
reform, and in particular the development of new 
financing structures.  In most countries the main 
objective of reform was to move away from the 
centralised and integrated tax-based Soviet model of 
health care financing to decentralised, contract-based 
social health insurance (Dixon et al., 2004).  This, 
however, often took place against the backdrop of socio-
economic and institutional upheaval, posing substantial 
challenges to the reforming of health care.  Thus, while 
legislative reform was often instituted rather swiftly, it 
was not always matched with actual change on the 
ground, and in some cases the goals as set out in policies 
were not fully or even partially attained.  Problems 
related mainly to the weak macroeconomic context in 
many parts of the region, with low levels of growth and a 
relatively low proportion of people in formal 
employment; both of these resulted in a weak economic 
base from which to draw funding for health care.  Thus, 
countries that have been relatively successful in making 
the transition to social health insurance are those with 
comparatively high levels of GDP, such as the Czech 
Republic and Slovenia.  In contrast, countries with low 
per capita GDP continue to rely on general taxation as the 
main source of funding for health care and, with falling 
GDPs, provision is increasingly based on direct (formal 
and informal) payments by patients (out-of-pocket 
payments).  Available evidence suggests that in several 
countries, especially those of the former Soviet Union, 
out-of-pocket payments have significantly increased 
health risks, in that it deters people from seeking medical 
care because of the high costs involved.  For example, the 
proportion of people affected in Georgia is estimated at 
up to 30 per cent of the population (Gamkrelidze et al., 
2002).  Overall, while the number and types of new 
financing schemes in the region show a clear departure 
from the previous socialist systems, the results to date 
have been mixed and point to the importance of 
economic growth and capacity building in driving 
successful change. 

Regarding public health in general, initial attention 
was also rather low.  More recently this has changed; a 
good indicator is the gradual response to tobacco, a 
substance that is one of the leading causes of premature 
death in the region and where there is clear evidence from 
experience elsewhere to indicate which policies are 
effective.  Some countries have been much more 
successful in implementing effective policies than others, 
with Poland standing out in terms of its robust policy 
response, a response that is already achieving results as 
will be shown below. 
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Responses to other causes of disease have largely 
been weak.  For example, despite the enormous burden of 
avoidable mortality attributable to alcohol in the former 
Soviet Union, there are few examples of policies to tackle 
it. Similarly, while nutrition in many countries is 
improving because of the opening of markets, this change 
is taking place without any involvement of the health 
sector. 

This low priority given to national health concerns 
was mirrored in the priorities of the international 
community.  The European Union had limited 
competence to act in the area of public health, which was 
only accepted by its member states as being a legitimate 
subject for European action in the Maastricht Treaty, 
signed in 1992.  In fact, some health-related activities had 
been undertaken by the European Union, under the 
PHARE programme.9  This was launched in 1989 and 
has become the single most important source of 
assistance to the countries of Central and Eastern Europe, 
accounting for 36 per cent of total development 
assistance to these countries in 1999 (McKee et al., 
2004).  Initially, PHARE funding was ‘demand driven’, 
with a focus on systems development, knowledge transfer 
and human resource development.  This inevitably 
favoured those sectors that were already relatively strong 
and which could therefore develop the most coherent 
proposals for funding. Several health reform projects 
were initiated - in Poland, Hungary and the then 
Czechoslovakia - with other countries soon following.  
Between 1990 and 1998 PHARE committed a total of 
€€ 105 million to health sector reform in the CEE, 
supporting health system developments such as: 
sustainable financing; hospital management; primary care 
development; information systems; pharmaceutical sector 
regulation; and human resource management. 

Following adoption of the principle of eastward 
enlargement of the European Union, the focus of PHARE 
shifted, becoming ‘accession driven’ in the latter half of 
the 1990s, and functioning as an instrument to support 
countries in their preparations for joining the European 
Union.  The emphasis was on transposing the Acquis 
Communautaire, or accumulated body of European law, 
into national legislation.  This move disadvantaged the 
health sector further. Health care, which had received 
some support previously, was not within the specific 
competence of the European Union, so support was 
essentially discontinued.  However some PHARE funds 
supported twinning arrangements between related 
institutions in candidate countries and member states as a 
means of facilitating the adoption of health-related acquis 

                                                        
9 PHARE: Poland Hungarian Assistance for Reconstruction of the 

Economy. Originally created in 1989 to assist Poland and Hungary, 
PHARE currently covers 10 countries: the 8 new Member States (Czech 
Republic, Estonia, Hungary, Latvia, Lithuania, Poland, Slovakia, 
Slovenia) and the candidate countries Bulgaria and Romania.  Until 2000 
the countries of the Western Balkans (Albania, Bosnia-Herzegovina and 
FYR Macedonia) were also beneficiaries of PHARE. 

in areas such as occupational health, phytosanitary 
standards and food safety.  PHARE also enabled 
candidate countries to participate in European Union 
public health and research programmes. 

The PHARE programme is complemented, in 
countries of the former Soviet Union, by the TACIS 
programme.  Launched in 1991, it provides grant-
financed technical assistance to 13 countries of Eastern 
Europe and Central Asia (Armenia, Azerbaijan, Belarus, 
Georgia, Kazakhstan, Kyrgyzstan, Moldova, Mongolia, 
Russia, Tajikistan, Turkmenistan, Ukraine and 
Uzbekistan). 

The European Union’s TEMPUS programme 
requires special mention.  Established in 1990 to respond 
to the needs for higher education reform in Central and 
Eastern European countries and intended to support 
cooperation in higher education, it has been a significant 
source of funding for the development of public health 
training programmes in several countries, strengthening 
them sufficiently to then enable them to attract more 
substantial funding from other sources. 

Other institutions of the European Union also 
provide support.  The European Investment Bank has a 
mandate to close the income gap between the countries of 
Europe.  It began to invest in Central and Eastern Europe 
in the early 1990s. It is a major investor in the public 
sector, including health care, where capital requirements 
are high, especially in Central and Eastern Europe.  The 
World Bank has played a particularly important role in 
supporting health reform in this region.  Starting in the 
immediate post-transition period, it has provided 
technical support for the reform process and has 
subsequently been a major lender to the health sector, 
with interests in both health care and broader public 
health issues. 

The World Health Organization (WHO), while 
having considerably more limited resources than the 
other organisations mentioned above, has been able to 
provide valuable technical support to governments, with 
the establishment of ‘liaison officers’ in health ministries 
facilitating involvement in the WHO’s technical 
programmes.  Several other United Nations specialised 
agencies have also advised on health policy 
developments in this region, such as UNICEF, whose 
Innocenti centre has produced a series of reports on the 
impact of transition on children and whose TransMonee 
database has become a valuable source of health 
statistics. 

Bilateral agencies have also contributed 
substantially to the reform of the health sector in many 
countries, with different countries focusing on particular 
sub-regions.  The Scandinavian countries have been 
especially active in the Baltic region, for example 
through the creation of the Baltic Sea Task Force on 
Communicable Diseases and the BRIMHEALTH 
Programme.  France has been an active donor to 
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Romania, and Italy to the countries of former Yugoslavia 
and Albania, while Germany and Austria have been 
closely involved in supporting those countries with a pre-
World War II Bismarckian type of health system, such as 
the Czech and Slovak Republics and Hungary.  Several 
countries, including the United Kingdom and Germany, 
have provided support to Russia. 

Finally, the non-governmental sector has also 
played a part, although to a much lesser degree than in 
other parts of the world.  The main actor has been the 
Soros Foundation, which has supported activities 
designed to help vulnerable populations, in particular 
drug users, the Roma population and prisoners, as well as 
supporting reproductive and human rights more 
generally. 

The challenges ahead  

Transition heralded major changes, as described 
above.  Foremost amongst these was the transition from a 
centrally planned to a market economy and the opening 
of borders that had previously been sealed.  Whilst this 
brought some potential benefits to health such as an 
increase in the availability of fresh fruit, vegetables and 
unsaturated vegetable oils (Zatonski et al., 1998), it also 
brought potential threats such as the arrival of the major 
tobacco multinationals and fast food giants, corporations 
the like of which had never previously been known in the 
region. 

The case of tobacco is illustrative.  In the former 
communist bloc, tobacco products had been produced 
and sold through state-owned monopolies.  Smoking 
rates had a heavy male bias, with men having very high 
smoking rates while smoking among women was rare.  
The tobacco transnational companies (TTCs) had been 
eyeing such markets for some time, and once they 
opened, flooded them with imported western cigarette 
brands, backed by heavy marketing, which appealed to 
the newly liberated populace in their embrace of the west 
(Hurt, 1995).  Privatisation of state-owned tobacco 
factories proceeded apace, first in Central and Eastern 
Europe and the former Soviet Union and more recently, 
following the resolution of hostilities, in the Balkans.  
Considerable amounts of money have been invested, 
giving the TTCs considerable economic and political 
leverage (Gilmore and McKee, 2004).  Such changes 
should, however, be a cause of concern; for example, the 
entry of TTC cigarette imports to specific Asian markets 
in the 1980s following trade liberalisation suggests that 
this led to significant increases in cigarette consumption 
in those areas (Chaloupka and Laixuthai, 1996; Taylor et 
al., 2000; Bettcher et al., 2001).   These appear to have 
been mirrored throughout the transition countries, with 
TTCs being more likely than previous state-run 
companies to deny the evidence of tobacco’s health 
impacts, challenge public health initiatives and obstruct 
national tobacco control laws by exerting political and 
commercial pressures (Chaloupka and Laixuthai, 1996).  

As a result smoking rates have changed markedly, with 
increasing rates particularly among women in urban areas 
(Forey et al., 2002), and increasing levels at younger ages 
(McKee et al., 1998; Pudule et al., 1999; Gilmore et al., 
2001a; Gilmore et al., 2001b). 

However, as seen in Poland, the negative impact of 
transition on tobacco consumption does not have to be 
definitive.  Despite pressure from the tobacco 
transnationals, the Polish government was the first in the 
region to enact comprehensive tobacco control legislation 
and, since 1995, has developed a set of tobacco control 
policies that are more comprehensive than those currently 
in force in the EU.  Smoking rates are now declining and 
health indicators are improving as a result. It is estimated 
that about one third of the recent increase in life 
expectancy at birth of 4 years in men and 3 years in 
women in Poland is due to the reduced incidence of 
smoking (Zatonski et al., 1998).  Lagging somewhat 
behind are the Baltic States, two of which have recently 
seen a steadying in the rise of smoking seen elsewhere in 
the FSU since enacting effective tobacco control policies.  
In contrast, in other parts of this region the results have 
been less satisfactory.  Some countries, such as Russia 
and Croatia, have enacted restrictions on advertising; 
however, they have failed to enforce them.  Elsewhere, 
political leaders have become financially dependent on 
their relationship with the international tobacco industry 
(Gilmore and McKee, 2004). 

Trade and economic reform took precedence over 
health in the transition debate, with the International 
Monetary Fund (IMF) and other financial organisations 
arguing the need for privatisation of state-owned assets, 
including the tobacco and alcohol industries.  However, 
even in the absence of empirical evidence, the experience 
in Asia and economic theory could have predicted that 
market liberalisation would increase tobacco 
consumption by driving down prices and with increased 
advertising.  Yet alcohol and tobacco industries were 
treated no differently to other industries in the region.  
Indeed in Moldova the IMF made its loan contingent on 
tobacco and alcohol industry privatisation! 

In a similar way, trade appears to be winning the 
day in debates over the accession to the European Union 
(EU).  The EU is above all an economic entity concerned 
with free trade, and in particular the free movement of 
goods, capital, people and services.  Some of these goods 
(such as cigarettes and alcohol) and the services used to 
promote them (advertising) may however be detrimental 
to health.  A potential conflict could therefore arise 
between the desire to promote the internal market and the 
need to protect health.  This problem was highlighted 
when Finland joined the EU in 1995 and had to weaken 
its alcohol and tobacco control legislation to bring it in 
line with EU legislation, while at the same time 
liberalising trade in these products as a result of joining 
the free market (Gilmore et al., 2004).  An increase of 
about 15 per cent in total alcohol consumption occurred 
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between 1994 and 2001 and the previous downwards 
decline in tobacco consumption ceased in 1995 and 
plateaued.  Similar problems may arise for the countries 
of Central and Eastern European that have joined the EU 
in 2004 (2007 for Romania and Bulgaria), despite the fact 
that accession is often seen as a process that will raise 
health standards, as the opening of borders brings faster 
economic growth and consequently a rise in living 
standards. 

Of course, tobacco and alcohol, although perhaps 
the greatest, are only two of the many challenges to 
health that this region faces in the future.  These 
challenges are complex, interrelated, and apparent at 
many levels.  They also take different forms in different 
parts of the region.  Thus, in the Caucasus, in Central 
Asia, or in the depopulating industrial complexes of the 
far north of Russia, the immediate challenge is often one 
of survival in the face of societal collapse and 
impoverishment.  Infrastructure, including transport, 
education facilities and basic utilities, which were built 
up in the Soviet period are now collapsing in the absence 
of adequate continued investment.  On occasion the 
consequences are newsworthy, as when a disaster strikes 
(e.g. “Foreigners perish in Moscow blaze” (BBC, 2003)), 
but more often the process is one of insidious decline.  
However, everywhere, one of the greatest challenges is to 
renew a sense of hope that the future can be better than 
the present.  The mortality crisis in this region has 
disproportionately affected those with the poorest 
prospects, whether because of their lack of education or 
the absence of opportunities for employment in a rapidly 
changing society. 

The task for policy makers therefore is first to try 
and provide this hope.  This will involve creating the 
conditions for sustainable economic growth, while 
recognising that growth on its own will not be enough 
unless the benefits are fairly distributed.  Unfortunately, 
experience so far has been that what economic gains have 
been achieved have been concentrated in the hands of a 
few, while conditions for the majority are steadily 
worsening.  Consequently, as has been noted by many 
international bodies, there is a major need for institution-
building based on democratic principles and the 
development of civil society.  This will then create the 
conditions, not only for sustained growth, but also for 
actions that will begin to combat the threats to health.  
The development of specific responses to these threats, 
such as tobacco, poor diet and heavy alcohol 
consumption, can draw on lessons learned elsewhere, but 
it is also important to take full account of local context.  
Consequently, rather than being overly prescriptive here, 
the most important recommendation should be that each 
country develops its own human capacity and 
information systems with which to assess its health 
needs, and then design and monitor policies that will 
address them. 

All governments in this region have accepted their 
responsibility for ensuring access for their population to 
basic health services.  In reality, however, there is much 
to be done. In some countries, such as those in the 
Caucasus, the requirement for patients to pay for their 
health treatment remains a significant barrier to obtaining 
care.  Elsewhere, while access may be affordable, the 
quality of care is low.  Furthermore, health systems 
across this region are often poorly equipped to deal with 
the growing complexity of disease, whether from non-
communicable disorders arising from ageing populations, 
or communicable diseases, such as multi-drug resistant 
tuberculosis and AIDS.  Consequently, there is a real 
need for effective health system reform that can ensure 
access to effective, responsive care for those in need. 

Conclusion 
This paper has illustrated the many different 

challenges in terms of health care and health threats that 
the transition countries in Central and Eastern Europe and 
the former Soviet Union are facing.  It has shown that 
several countries, especially in Central and Eastern 
Europe, have passed through the transition quite 
successfully and are experiencing sustained 
improvements in general health indicators such as life 
expectancy.  These are the ones that are now (along with 
the three Baltic states that initially followed a rather 
traumatic trajectory similar to that seen in Russia) firmly 
on course for acceding to the European Union.  However 
this does not mean that health policy makers in these 
countries can be complacent; life expectancy still lags 
well behind that of their western neighbours and, on the 
basis of current trends, they cannot be expected to 
converge until around 2032. 

The situation remains far more difficult in the CIS 
countries, with some countries experiencing a reversal in 
life expectancy trends.  Yet even now the health problems 
of this region are poorly recognised internationally.  
Many countries in the region fail to register on the 
international development agenda with its focus, in health 
terms, on infant, under-5 and maternal mortality, as in the 
Millennium Development Goals (MDGs).  The fact that 
these indicators are far better in most parts of the former 
Soviet Union than in many countries at a similar level of 
economic development hides many real health problems 
in the population.  Thus, achieving the health-related 
MDGs in this region will do relatively little to improve 
overall health, and much less than would action to tackle 
the causes of adult mortality (Lock et al., 2002).  Failure 
to recognise the health problems of this region is also 
undoubtedly exacerbated by the geopolitical isolation of 
some parts. 

This review has shown that there is still a 
substantial unfinished agenda in public health in this 
region.  While much has been achieved in many parts, 
there is still some way to go to achieve the levels of 
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health enjoyed in Western Europe.  Moreover, new 
threats, in particular from HIV and resistant tuberculosis 
and the predations of the global tobacco industry, are 
apparent. 

Tackling these problems requires the development 
of strong public health systems in this region.  Health 
policy makers must be prepared and equipped to address 
themselves to supranational health threats, including the 
production and trade in products damaging to health, if 
these threats to health are to be curtailed.  In all of these 
settings a new generation of strong and effective public 
health leaders, who can be advocates for healthy public 
policies, is clearly needed.  However, the often-cited 
solution - retraining of public health workers - has been 
of only moderate success and, regrettably, it has often 
been necessary to accept that some changes may take a 
generation to unfold.  This means engaging with 
governments and international agencies, in order to re-
write the agenda so that public health is seen as a priority. 
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CHAPTER 10 
 
REPRODUCTIVE HEALTH IN THE TRANSITION 
COUNTRIES OF EUROPE 

Florina Serbanescu, Howard Goldberg and Leo Morris 

 

 

Introduction 
The International Conference on Population and 

Development (ICPD), held in Cairo in 1994, adopted the 
first normative definition of reproductive health.  This 
applies the World Health Organization (WHO) concept 
of health as “a state of physical, mental and social well-
being and not merely the absence of disease and 
infirmity” to all matters relating to the reproductive 
system and at all stages of life.  It also recommends that 
the state of reproductive health should be considered 
within a broad social and environmental context, and that 
adequate provision of appropriate services are an integral 
part of reproductive health.  In the last decade, countries 
in Central and Eastern Europe and the Commonwealth of 
Independent States (CIS) have undergone major 
economic and social transformations that have affected 
virtually every aspect of life, including health.  By some 
measures, women’s health has improved - for example, 
women in the region today are more likely to use modern 
contraception and are less likely to have an abortion to 
prevent unplanned births.  On the other hand, rates of 
maternal and infant deaths, although lower than in the 
past in most countries, are still unacceptably high, the use 
of preventive health services is low, and awareness about 
some important issues such as how to prevent HIV/AIDS 
is generally lacking. Regional and socio-economic 
disparities within countries are large and have sometimes 
worsened compared to the pre-transition period. 

This paper provides a broad overview of various 
aspects of reproductive health in the region, covering a 
wide range of women’s health topics and providing in-
depth information on attitudes and behaviours related to 
reproductive health.  For 13 countries, data are derived 
from two sets of surveys carried out in the region since 
the mid-1990s: the Reproductive Health Surveys (RHS) 
led by the Centers for Disease Control (CDC); and the 
Demographic Health Surveys (DHS) conducted by the 
research organisation ORC Macro.  These surveys were 
conducted in many countries of Eastern Europe (Albania, 
Czech Republic, Moldova, Romania, Russia and 
Ukraine), the Caucasus (Armenia, Azerbaijan and 
Georgia) and Central Asia (Kazakhstan, Kyrgyz 

Republic, Turkmenistan and Uzbekistan) (CDC and ORC 
Macro, 2003).  With the exception of Russia, where the 
sample was drawn from three urban areas only, all 
surveys consisted of interviews with large and nationally 
representative samples of women of reproductive age.  
For other countries of the region, reproductive health data 
included here come from official statistics, where 
available.  This summary of results should give 
programme officials, researchers and policy makers an 
opportunity to review which women still have the 
greatest health needs.  We will also discuss the factors 
which have promoted increased contraceptive use, the 
declining reliance on abortion and other changes in 
reproductive health behaviour. 

The context for reproductive health 

Shared history 
The transition countries of Central and Eastern 

Europe and the CIS constitute a diverse group of nations, 
each having its own rich historical and cultural heritage, 
distinct ethnic composition and unique political and 
socio-economic development.  Their inclusion in a 
common group is rooted in relatively recent events.  
From the end of World War II until 1989, all of these 
nations had socialist governments and had similar 
political and economic situations.  Their increasing 
isolation from Western Europe, and their inclusion either 
in the Soviet Union itself or in its sphere of influence, 
added commonalities to a region already brought together 
by a shared history and geographical proximity.  The 
collapse of the Soviet Union loosened the old political 
systems in the region and triggered profound social, 
economic and political changes.  Since about 1990, most 
of the Eastern European countries and the former Soviet 
Union have made efforts to move from centralised 
totalitarian regimes, under the influence of the Soviet 
Union, to decentralised administrative, economic, 
political and socio-cultural systems, whose priorities are 
capacity building, transition to a democratic society and 
development of a market economy.  However, their 
progress on the road of post-communist transition has 
been uneven.  At the forefront are the countries of Central 
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and Eastern Europe and the Baltic countries, which are 
more advanced in their transition due, in part, to 
preserved and renewed western traditions.  Other 
countries have been less successful, having economies 
still in the early stages of transition, facing severe 
economic hardship and, in a few instances, struggling 
with divisive ethnic disputes.  All these countries, 
however, have been subject to profound societal 
transformation, including rapid changes in the health 
status of their populations and in their health care 
systems. 

 

Similar demographic profile 
Demographically and socially, the transition 

countries have much in common (table 1).  Between a 
quarter and a third of their populations are composed of 
women of reproductive age (15-49 years) (PRB, 2002a).

1  

With the exception of the Central Asian republics, most 
transition countries have fertility rates lower than those 
typically found in Western Europe and well below the 

                                                        
1

 The fertility rates presented in table 1 and 2 are taken from the 
most recent official statistics available. 

TABLE 1

Comparative demographic and social indicators 
for selected countries in several European regions and Central Asia 

Region and Country 
Population 
(in millions) 

Women 
aged 15-49 
(in millions) 

Total 
fertility 
ratea 

Rate of 
natural 

increase 
(per cent)b 

Life 
expectancy

male 

Life 
expectancy

female 
Per cent

urban 

GNI PPP 
per capita 

2000c 

Health 
expenditure 
per capita 
1990-1998 

Per cent 
girls 

enrolled in 
secondary 

school 
1993-1997d 

Western Europe           
Austria ............................ 8.1 2.0 1.3 0.0 75 81 54 24 600  2 108  102 
Belgium .......................... 10.3 2.4 1.6 0.1 75 82 97 25 710  1 812  151 
France ............................ 59.5 14.4 1.9 0.4 76 83 74 23 020  2 287  111 
Germany ........................ 82.4 19.5 1.3 -0.1 75 81 86 23 510  2 727  103 
Netherlands ................... 16.1 3.9 1.7 0.4 76 81 62 24 410  1 988  129 
Switzerland .................... 7.3 1.7 1.5 0.2 77 83 68 28 760  3 616  – 
United Kingdom ............. 60.2 14.0 1.7 0.1 75 80 90 22 220  1 480  120 

Central and Eastern Europe 
Albania ........................... 3.1 0.8 2.1 1.2 72 76 46  3 600   38 
Bulgaria .......................... 7.8 1.9 1.3 -0.5 68 75 69 5 560   76 
Czech Republic .............. 10.3 2.6 1.1 -0.2 72 78 77 13 780  384  100 
Hungary ......................... 10.1 2.5 1.3 -0.4 67 76 64 11 990   99 
Moldova ......................... 4.3 1.2 1.3 -0.1 64 71 46 2 230   30  82 
Poland ............................ 38.6 10.2 1.3 0.0 70 78 62 9 000   97 
Romania ........................ 22.4 5.8 1.2 -0.2 67 74 55 6 360  65  78 
Russia ............................ 143.5 39.3 1.3 -0.7 59 72 73 8 010   130  91 
Slovenia ......................... 2.0 0.5 1.3 0.0 72 79 50 17 310   93 
Ukraine .......................... 48.2 12.7 1.1 -0.8 62 74 67 3 700   54  94 

Baltic states           
Estonia ........................... 1.4 0.4 1.3 -0.4 65 76 69 9 340   108 
Latvia ............................. 2.3 0.6 1.2 -0.6 65 76 68 7 070   85 
Lithuania ........................ 3.5 1.0 1.3 -0.3 68 78 67 6 980   88 

Caucasus           
Armenia ......................... 3.8 1.1 1.1 0.2 70 74 67 2 580  27  79 
Azerbaijan ...................... 8.2 2.3 1.9 0.8 69 75 51 2 740  36  81 
Georgia .......................... 4.4 1.4 1.2 0.0 69 77 56 2 680  46  76 

Central Asia           
Kazakhstan .................... 14.8 4.5 1.8 0.5 60 71 56 5 490  68  91 
Kyrgyzstan ..................... 5.0 1.4 2.4 1.3 65 72 35 2 540  11  83 
Turkmenistan ................. 5.6 1.3 2.2 1.3 63 70 44 3 800  – – 
Uzbekistan ..................... 25.4 6.9 2.7 1.7 68 73 38 2 360  – 88 

Source:  Population Reference Bureau, 2002 World Population Data Sheet and 2002 Women of Our World; World Bank, 2000 World Development Indicators.  

a The average number of children that a woman would have during her reproductive lifetime, given present age specific fertility rates. 

b Rate of natural increase is the birth rate minus the death rate, implying the annual rate of population growth without regard to migration. 

c GNI PPP per capita is the gross national income in purchasing power parity (PPP) divided by midyear population.  GNI PPP refers to gross national income 
converted to international dollars using a purchasing power parity conversion factor, expressed in dollars. 

d Per cent enrolled in secondary school refers to the ratio of the number of students enrolled in secondary school to the population in the applicable age group (e.g. 
12 to 17 years of age) for the country (gross enrolment ratio).  It can exceed 100 when number of students enrolled exceeds the population of the relevant age group. 
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replacement level of 2.1 births per woman (PRB, 2002a).  
Despite substantial differences in fertility between the 
European and Central Asian countries examined, rates of 
childbearing have fallen substantially in all places.  Large 
actual or intended families are rare. Compared to women 
in Western Europe, women in the transition countries 
tend to marry early, have their first child shortly after 
they marry and a second, if they desire, soon after that. 
Women tend to both begin and end their childbearing at 
much earlier ages than in Western Europe and North 
America.  The vast majority of childbearing takes place 
between the ages of 20 and 29, and it is concentrated in 
the early twenties. Fertility of 15-19 year-olds is at least 
twice as high as in Western Europe.  Mainly because of 
below-replacement fertility (with variable contributions 
from increased mortality and out-migration in some 
countries), population growth rates are near zero or even 
negative, except for the countries of Central Asia.  This 
situation has become a major social and economic 
concern in the region. 

Compared to most of the major countries of 
Western Europe, life expectancy at birth in Central and 
Eastern Europe and the Caucasus is, on average, 9 years 
shorter for men and 7 years shorter for women.  For the 
Central Asian countries, the difference in life expectancy 
between them and Western Europe is even greater, being 
on average 12 years less for men and 10 years for women 
(PRB, 2002a).  While life expectancy in Western Europe 
was steadily increasing, life expectancy in the early and 
mid-1990s in many post-communist countries at best 
stagnated or commonly declined - particularly in the 
Russian Federation, which now has the lowest life 
expectancy among males in Europe. Towards the end of 
the 1990s, life expectancy for women ranged from 68 
years in Turkmenistan to 77 years in Slovenia, with 
countries in Central Europe having female life 
expectancies above 75 years.  Male life expectancy 
varied between 62 years (Turkmenistan) and 70 years 
(Albania, FYR Macedonia and Bosnia and Herzegovina).  
As of 1995, female life expectancy had decreased in 14 
of the 27 transition countries, and male life expectancy 
had decreased in 20 (UNICEF, 2003).  Although this 
decline was then followed by significant improvements in 
the late 1990s, in several transition countries (Belarus, 
Moldova, Russian Federation, Ukraine) women and men 
still had lower life expectancies at birth in 2001 than in 
1989 (UNICEF, 2003). 

The reasons for these higher mortality levels in the 
transition countries compared to Western Europe are 
complex and subject to substantial variation at the sub-
regional levels, as discussed by Nolte et al. elsewhere in 
this volume.  In the absence of reliable and representative 
data from many countries in transition, firm conclusions 
for the mortality divide cannot be drawn.  However, one 
potential major direct contributor to the widening 
mortality gap is the high prevalence of destructive health 
behaviour, especially among men.  Excess alcohol and 

tobacco use, lack of physical activity and poor nutrition 
can explain in part the mortality gap.  Psycho-social 
stress factors, work-related stress and job insecurity, 
which have been amplified by transition, are also 
important contributors (Bobak and Marmot, 1996).  
Rising mortality from cardiovascular disease - the leading 
cause of death in most countries of the region for both 
men and women, and accounting for more than one half 
of the mortality gap - reflects, in part, the effect of these 
risk factors and the inability of a deteriorating health 
system to provide adequate prevention services or 
treatment (e.g. low quality hypertension screening, lack 
of follow-up, poor emergency care, low access to proper 
medication) (Velkova et al., 1997; Bobak and Marmot, 
1996). 

However, perhaps most of the mortality divide 
experienced by former Soviet bloc countries since 1990 
can be attributed to economic changes, such as declines 
in their gross domestic product and widening income 
inequalities (Marmot and Bobak, 2000).  The continuing 
transition to a market economy has had a negative impact 
on the welfare of the population of these countries. 
Compared to Western Europe, the per capita gross 
national income (GNI PPP) in 2000 was, on average, two 
to three times lower in Central Europe and the Baltic 
region, five times lower, on average, in Eastern Europe, 
and at least eight times lower in the Caucasus and Central 
Asian countries (table 1) (PRB, 2002a).  Furthermore, the 
health expenditure per capita is at least ten times higher 
in Western Europe than in Central and Eastern Europe 
and at least 22 times higher than in the Caucasus and 
Central Asian countries (World Bank, 2001). 

Common health concerns 

The health of mothers and their children are 
important measures of well-being in all transition 
countries, but verifiable estimates of maternal and infant 
mortality are hard to obtain.  The vital registration 
systems in the former Soviet bloc countries are 
comprehensive, but they share a common history of 
underreporting and misclassification of deaths.  Although 
there are several notable exceptions (Czech Republic, 
Poland, Slovakia), death rates related to pregnancy and 
childbirth in the region are estimated to be at least twice 
as high as those in Western Europe (table 2) (Hill et al., 
2001).  Widespread reliance on abortion, rather than use 
of modern methods of contraception to control fertility, is 
one of the most common causes of maternal deaths in 
many countries in transition.  Complications from 
abortions, especially those performed in unsafe 
conditions, are among the leading causes of maternal 
death.  Vital statistics from Central and Eastern Europe 
and Central Asia indicate that between 10 per cent and 54 
per cent of maternal deaths are abortion-related, probably 
most of them from illegally performed abortions (WHO, 
1998).  By contrast, abortion-related deaths constitute 
about 4 per cent of maternal deaths in the United States 
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and in Northern Europe (Chang et al., 2003; WHO, 
2004).  Advanced gestational stage, shortage of 
equipment, crowded facilities, poor hygienic conditions 
and inadequate standards of care also increase the risk of 
post-abortion complications, even when the procedure is 
legal. In several transition countries, 8-16 per cent of 
women experience post-abortion complications after 
legally performed procedures, mostly following 
procedures performed after more than 10 weeks of 
gestation (CDC and ORC Macro, 2003).  In contrast, 
complications following legal abortions range from less 
than 1 per cent in the United States to 3-6 per cent in 

Western Europe (Hakim-Elahi et al., 1990; Heisterberg 
and Kringelbach, 1987; Thonneau et al., 1998).  

As the health of mothers and their infants are 
linked, and they depend on similar health services, infant 
mortality rates are also considerably higher in the region 
than in Western Europe, although this is not always 
reflected in the official statistics.  However, even the 
official rates are much higher than the rates in Western 
Europe in all but two countries (Czech Republic and 
Slovenia).  For example, as of 2000, the official infant 
mortality rate in Romania (18.6 infant deaths per 1,000 
live births) ranked highest in Central and Eastern Europe.  

TABLE 2

Comparative reproductive health indicators 
for selected countries in several European regions and Central Asia 

 
Total 

fertility 
Total 

abortion 

Per cent of 
married women 15-49 

currently using contraception 
Maternal 
mortality 

Infant 
 mortality 

Per cent of HIV 
infected 

population aged 
15–49 

Region and country rate ratea Totalb Modernc ratiod ratee who are women

Western Europe        

Austria ............................................  1.3 – 68 65 11 4.9 22 
Belgium ..........................................  1.6 0.2 78 74 8 5.3 35 
France ............................................  1.9 0.4 80 74 20 4.5 27 
Germany ........................................  1.3 0.2 75 72 12 4.4 20 
Netherlands ....................................  1.7 0.2 79 76 10 5.1 20 
Switzerland .....................................  1.5 0.3 82 78 8 5.0 32 
United Kingdom .............................  1.7 0.5 77 73 10 5.6 22 

Central and Eastern Europe        
Albania ...........................................  2.1 0.8 75 8 31 12 – 
Bulgaria ..........................................  1.3 1.6 41 26 23 13.4 – 
Czech Republic ..............................  1.1 0.6 67 58 14 4.1 23 
Hungary ..........................................  1.1 1.1 77 68 23 9.2 11 
Moldova ..........................................  1.3 1.3 62 43 65 18.4 22 
Poland ............................................  1.3 – 76 12 12 8.1 – 
Romania .........................................  1.2 2.2 64 30 60 18.6 38 
Russia ............................................  1.3 2.6 67 49 75 15.2 25 
Slovenia .........................................  1.3 0.7 71 57 17 4.9 25 
Ukraine ...........................................  1.1 1.6 68 38 45 12.0 30 

Baltic states        
Estonia ...........................................  1.3 1.6 70 56 80 9 20 
Latvia ..............................................  1.2 1.3 48 39 70 11 21 
Lithuania .........................................  1.3 1.0 45 30 27 8 20 

Caucasus        
Armenia ..........................................  1.1 2.6 59 22 29 15.8 20 
Azerbaijan ......................................  1.9 3.2 55 16 37 12.8 20 
Georgia ..........................................  1.2 3.7 41 20 22 12.2 20 

Central Asia        
Kazakhstan ....................................  1.8 1.4 66 53 80 19.1 1 
Kyrgyzstan .....................................  2.4 1.5 60 49 80 23.0 – 
Turkmenistan .................................  2.2 0.8 62 53 65 32.8 – 
Uzbekistan .....................................  2.7 0.6 67 63 60 19.1 – 

Source:  Population Reference Bureau, 2002 World Population Data Sheet and 2002 Women of Our World; WHO HFA database; Henshaw et al. (1999). 

a The number of abortions that a woman would experience during her reproductive lifetime, given present age specific abortion rates.  Based on official statistics for 
1996 except for: France (1995), Moldova (1997), Romania (2000), Ukraine (1999), Georgia (2000), Azerbaijan (2001), and Central Asia, where TAR was provided by RHS 
and DHS.  The TAR for the UK excludes Scotland. 

b Includes modern and traditional methods. 

c Includes supplied methods such as the pill, injectables, inplants, IUD, condom, diaphragm, and contraceptive sterilization. 

d The annual  number of deaths to women per 100,000 live births that result from conditions related to pregnancy, delivery and related complications. 

e The annual number of deaths of infants under age 1 year per 1,000 live births.  Rates for 2000 (Turkmenistan 1998) reported to the WHO, Health for All database. 
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Official rates for the Caucasus region and Central Asian 
republics ranged from 12.2 to 32.8 infant deaths per 
1,000 live births (data not shown).  The United Nations 
Population Division estimated infant mortality rates 
around 10 infant deaths per 1,000 live births or less in 
Central European countries, between 11 and 16 infant 
deaths per 1,000 live births in the Baltic region, between 
13 and 33 per 1,000 in Eastern Europe and the Caucasus, 
and between 45 and 57 infant deaths per 1,000 in Central 
Asia (table 2) (UNFPA and PRB, 2003).  By comparison, 
the infant mortality rate for Western Europe was, on 
average, 5 infant deaths per 1,000 live births (PRB, 
2002b).  On a positive note, the infant mortality rate 
(IMR) has declined in many countries since the start of 
transition.  The regional average IMR based on official 
data has declined by one third (UNICEF, 2003). The 
good news, however, has to be interpreted with caution.  
Alternative estimates derived from population-based 
reproductive and demographic health surveys show that 
the actual rates of infant mortality in most countries 
where these studies have been implemented are 
considerably higher than the official rates reported by 
official statistics (CDC and ORC Macro, 2003) (table 3). 

Women throughout the transition countries usually 
marry and begin having children earlier than women in 

Western Europe; childbearing peaks between ages 20 and 
24 and drops off sharply after that. Little childbearing 
occurs after age 30 in these countries; women typically 
spend the rest of their reproductive years trying to avoid 
pregnancies.  Although the use of modern contraceptive 
methods has increased substantially in recent years, the 
use of traditional methods often exceeds the use of 
modern methods, and women using less effective 
contraception continue to rely on legal abortion services 
when these methods fail.  However, post-abortion 
counselling - essential to avoid repeat abortions and to 
encourage use of more effective methods of 
contraception - is seldom satisfactory.  With population 
size stalled or shrinking, some policy makers now 
consider family planning programmes unnecessary and 
counterproductive and instead are advocating measures to 
encourage women to have more children. 

Increasingly, women in countries in transition are 
faced with the risk of contracting sexually transmitted 
infections (STIs), including HIV/AIDS.  Currently, in 
most countries in the region, between one-fifth and one-
third of adults living with HIV/AIDS are women of 
childbearing age.  The HIV epidemic is known to be 
spreading quickly in the Baltic countries, Ukraine, 
Moldova and the Russian Federation, primarily fuelled 
by high rates of injecting drug use.  As in Western 
Europe, the burden of HIV infection is higher among 
men than women, but due to rising STI rates - that 
precede and can facilitate HIV transmission - in the 
region, an increasing number of women may become 
infected in the near future in the absence of sustained 
prevention efforts. 

Women’s status and gender issues 

Most countries of the region share similarities with 
regard to the legal status of women and gender roles.  
Women in transition countries had traditionally benefited 
from the communist principles of gender equality in 
access to education and the workforce.  Although women 
are generally paid equally to men for equal work, they are 
increasingly facing discrimination both at the workplace 
and at home.  The labour force participation rate is lower 
for women than for men.  The share of women’s 
participation in parliament is less than 11 per cent in 15 
out of 25 transition countries and does not exceed 26 per 
cent in any country (UNFPA and PRB, 2003).  The 
average salary for women is generally lower, reflecting 
the fact they are more likely to hold lower paid jobs.  The 
share of household tasks is also distributed unequally, 
leaving working women with the double burden of 
working full time at the workplace and completing most 
of the household chores at home. Inequity in the status of 
women in countries of the region is perhaps nowhere 
more clearly manifested than in their limited access to 
modern contraceptive methods and the corresponding 
high rates of unintended pregnancy and induced abortions 
(CDC and ORC Macro, 2003). 

TABLE 3

General abortion rates from surveys and from government sources 
per 1 000 women of reproductive age 

Eastern Europe and Eurasia: a comparative report 

 
General abortion ratesa  

(per 1 000) 

Region and country Time period 

Survey 
estimates 

(women 15-44) 

Government 
sourcesb 

(women 15-49)

Eastern Europe 
Moldova, 1997 1994–1996 43 43 
Romania, 1999 1997–1999 74 62 
Russia, 1999c 1996–1998 80 – 
Ukraine, 1999 1997–1999 55 42 

Caucasus 
Armenia, 2000 1998–2000 81 17d 
Azerbaijan, 2001 1998–2000 116 10 
Georgia, 1999 1997–1999 125 18 

Central Asia 
Kazakhstan, 1999 1997–1999 47 32 
Kyrgyzstan, 1997 1995–1997 45 31 
Turkmenistan, 2000 1998–2000 26 – 
Uzbekistan, 1996 1994–1996 20 16 

a General abortion rate is the annual number of abortions per 1,000 women 
of reproductive age. 

b General abortion rates from official government sources are expressed per 
1 000 women aged 15-49 and are slightly lower than general abortion rates 
expressed per 1,000 women aged 15-44, since very few women aged 45 years or 
older reported any abortions. 

c Data for Russia pertain to three primarily urban areas. 

d General abortion rate for women 15-49 in 1998. 
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Impact of transition on health and health care 

In the former communist countries, health policies, 
practices and facilities were modelled after the 
centralised, government-supported Russian health system 
(the Semashko model) that provided free universal health 
services to all citizens.  Typically, the system promoted 
hospital-based health care services.  That created a 
surplus of hospitals and hospital-based specialised 
physicians but supplied inadequate primary health care.  
In the recent years of transition to a market economy, the 
costly hospital-based curative system has become 
impossible to maintain at an effective level; most 
hospitals have lacked the minimum equipment, drugs and 
supplies necessary and cannot afford the maintenance 
costs.  Health care has deteriorated rapidly in a number of 
areas, including reproductive health services, which is 
reflected in the worsening of several outcome indicators 
(e.g. maternal and infant mortality, STI prevalence and 
utilisation of preventive services). 

In many countries in transition, governments are 
struggling with limited resources and emerging health 
problems.  They have responded to demographic and 
reproductive health challenges to varying degrees by 
introducing a wide array of policies and programmes.  
Currently, health care reforms are in various stages of 
development and implementation. Many health care 
systems (e.g. in Albania, Czech Republic, Croatia, 
Estonia, Lithuania, Georgia, Hungary, Poland, Russia and 
Romania) are undergoing financial reforms with the aim 
of converting from a system fully financed by the state to 
one of mixed public and private funding.  While some 
governments continue to play a major role in supporting 
health care services, others are in the process of turning 
them over to national health insurance agencies or to the 
private sector, possibly leaving large sectors of their 
populations uninsured or with minimum health care 
benefits.  The newly created insurance systems have a 
mandatory component - based on mandatory payroll 
taxes, specifically earmarked taxes and funds, and 
government and municipal subsidies - together with a 
voluntary component.  The mandatory insurance funds a 
limited range of essential services for all citizens who do 
contribute, as well as for some who do not (e.g. minors 
and students) (CRLP, 2000). 

Measurement issues 

Many former Soviet bloc countries collect extensive 
vital statistics information.  However, the health 
information systems during the Soviet times were often 
flawed by overreporting of ‘positive’ results (which could 
bring rewards) and underreporting of undesired statistics 
(which could lead to disciplinary action).  Although the 
old systems are no longer in place, some of their 
characteristics may have persisted.  In addition, with the 
emerging private health sector and the shifting of health 
costs from the state to the individual, official data may be 
less complete than previously (Bladen et al., 1998).  For 

example, vital record data in several countries have 
suggested that abortion rates have been in decline. At the 
same time, the availability of abortion services from 
private practice providers has increased and abortions 
carried out by these providers are usually not included in 
official figures, placing the completeness of the abortion 
figures in some doubt. 

Even when they are complete, vital records, census 
data and programme data often do not provide sufficient 
information to adequately and reliably assess public 
health problems and to evaluate public policy and 
programme initiatives.  Furthermore, the data usually 
satisfy the needs of centralised decision makers but are 
less useful for describing the health status and the burden 
of disease of the population at sub-national levels. 

Until recently, population-based data on most areas 
of reproductive health, including sexual activity, 
pregnancy intentions, contraceptive knowledge and 
attitudes did not exist.  While periodic sample surveys 
have been used for many years to evaluate national 
maternal and child health needs in many developing and 
developed countries, they had been used infrequently in 
former Soviet bloc countries.  Population-based surveys 
of women of childbearing age, with a nationally 
representative sample, are considered to be the best and 
most timely means to collect information on fertility, the 
planning status of pregnancies, contraceptive use, health 
behaviour and use of women’s health services, 
knowledge and attitudes about contraception, knowledge 
about HIV/AIDS transmission and prevention, and other 
reproductive health issues. 

While fertility data obtained through DHS and RHS 
surveys recently conducted in the region may be easily 
compared with vital records, other data are quite different 
(e.g. abortion levels, infant mortality levels), or are not 
covered by official statistics (e.g. contraceptive 
prevalence, unmet needs for contraception, health 
behaviour and use of women’s health services).  This 
illustrates how critical it is to monitor key reproductive 
health indicators through periodic population-based 
sample surveys (table 3).  The differences in induced 
abortion reporting, for example, are probably largely due 
to the inability of the official registration systems to 
record the increasing number of abortions performed in 
private health facilities or the early-term abortions (‘mini-
abortions’) performed in outpatient clinics.  These trends 
may have affected the completeness of abortion reporting 
in the government systems but they should have little 
effect on the reporting of events by survey respondents.  
As shown in table 3, in all but one country the survey 
estimates exceed government rates by at least 20 per cent. 
In the Caucasus, the survey estimates are several times 
higher than official rates - indicating a more severe 
breakdown in the government systems for collecting 
abortion statistics than in other countries.  Similarly, the 
surveys showed that rates of infant mortality are 
substantially higher than the official rates - four times  



Reproductive health in the transition countries ________________________________________________________ 183 

 
higher in Azerbaijan, and more than 1.5 times higher in 
Romania, Georgia and Uzbekistan.  The differences are 
not only due to weaknesses in reporting systems but also 
in variations in how a live birth is defined.  The DHS and 
RHS surveys used standard World Health Organization 
definitions that many governments in the region have 
been slow to adopt or implement.  Governments may fear 
that adopting the WHO definition will make it appear that 
infant mortality has been rising. 

While the official data may be less complete, 
inherent problems with survey data can also exist.  
Because surveys count events experienced by a randomly 
selected sample of the population rather than the entire 
population, the resulting estimates of the parameters 
intended to be measured are subject to a certain degree of 
sampling error.  Thus, the estimates based on a 
probability sample may differ by chance variation from 
the statistics based on the entire population.  Standard 
errors can be used to calculate 95 per cent confidence 
intervals around the survey estimates; consequently, we 
can say with confidence that the true value of a statistic 
lies within the boundaries of the 95 per cent confidence 
interval.  The true value could be higher or lower than the 
sample estimate.  Figure 1 shows that in the case of 
survey estimates of IMR, the lower boundary of the 
confidence interval is well above the official estimate in 
all but one country (Romania), suggesting that the official 
figures are subject to significant undercounting 
(Serbanescu et al., 2003). 

Selected reproductive health issues 

Abortion and contraception: trends and 
relationships 

Abortion rates and trends 
Given the relatively low usage of the more effective 

modern contraceptive methods in many countries of the 
region, the early start and completion of childbearing, and 
the small ‘ideal’ family size, the proportion of 
pregnancies that are unintended is quite high, particularly 
in Eastern Europe (54 per cent) and Caucasus region (59 
per cent).  The vast majority of unintended pregnancies 
(over 80 per cent) are unwanted (i.e. in excess of the 
number of children wanted), while mistimed pregnancies 
(i.e. those occurring earlier than intended) are relatively 
infrequent.  There is considerable evidence that women 
who are pregnant with an unintended pregnancy are more 
likely than those with intended pregnancies to enter 
prenatal care late or not at all, and to experience 
pregnancy or perinatal complications (Brown and 
Eisenberg, 1995).  Typically, in Eastern Europe and the 
former Soviet Union, between 71 per cent and 90 per cent 
of unintended pregnancies are not carried to term and end 
in elective abortions (CDC and ORC Macro, 2003). 

Prior to the break-up of the Soviet Union in 1991, a 
characteristic feature of the countries under Soviet 
influence was their heavy reliance on abortion as a means 
of fertility control.  In these countries, abortion has long 
been readily available, while effective means of 
contraception have not.  Viewed as a basic reproductive 
right of women in the former Soviet-bloc countries, 
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abortion was legalised in the region well before the 
Western European countries.  Except for Romania - 
where abortion was illegal prior to 1990 - women in the 
other ex-Soviet bloc countries had broad access to free-
of-charge or affordably priced legal abortions.  Currently, 
during the first 12–14 weeks of gestation, abortion is 
available without restrictions in all the transition 
countries except Poland (Rahman et al., 1998). Beyond 
this gestational age, abortion is available only on medical 
or selected socio-economic grounds.  Abortion is 
typically performed by trained physicians either in public 
or private clinics or hospitals.  In most countries, the 
official cost of a legal abortion in a state-run facility is 
relatively low, but it is not covered by health insurance.  
However, in many places unofficial payments or 
payments for ‘extra’ services, such as anaesthesia, can 
increase the cost beyond what a low-income family may 
be able to afford. 

The widespread use of abortion in the former Soviet 
Union resulted from many factors.  Chief among these 
were the liberal government policies toward abortion, 
centralised medical systems that focused more on 
curative than on preventive care, and limited access to 
high quality methods of contraception.  Before 1990, the 
medical establishments of these countries were relatively 
isolated from advances in western contraceptive 
technology such as the low-dose pill, which has reduced 
the serious side effects of oral contraceptives.  These 
factors continue to play a role in the former Soviet-bloc 
countries and until recently abortion rates and ratios in 
some of these countries were among the highest in the 
world. Since the mid-1990s, however, the use of modern 
effective methods of contraception has increased, with a 

corresponding decrease in the abortion rates (Popov and 
David, 1999).  Nevertheless, reliance on abortion as a 
means of fertility control is still high in many countries of 
the region.  With the exception of Central Asia, Albania, 
Czech Republic, Slovakia, Croatia and Slovenia, all the 
transition countries have total abortion rates (TARs) 
equal to or greater than their total fertility rates.  It should 
be noted, however, that official abortion rates represent 
conservative estimates in most countries.  In several 
Eastern European countries, e.g. Georgia, Russia, 
Azerbaijan and Romania, population-based surveys have 
revealed some of the highest abortion rates in the world 
(CDC and ORC Macro, 2003; Henshaw et al., 1999).  By 
comparison, abortion rates in Western Europe - where 
complete data exist - are among the lowest in the world, 
typically not exceeding 0.5 abortions per woman (table 
2). 

Population-based surveys have documented 
considerable variations in the total abortion rates in the 
region.  The highest rates are in the Caucasus where, at 
current age-specific rates, a woman would have more 
than three abortions during her lifetime in Azerbaijan and 
Georgia and more than two abortions in Armenia.  The 
TAR for Georgia (3.7 abortions per woman) is probably 
as high as anywhere in the world. In Eastern Europe, the 
rates are variable, being higher in Romania and Russia 
(2.2 and 2.3 abortions per woman) than in Moldova and 
Ukraine (1.3 and 1.6).  Abortion levels also differ 
between the Central Asian Republics.  In Kazakhstan and 
the Kyrgyz Republic, where the cultural influence of 
Russia has been stronger and larger proportions of the 
population are ethnically Russian, levels of abortion are 
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distinctly higher (at 1.4 and 1.5 abortions per woman) 
than in Turkmenistan or Uzbekistan (0.8 and 0.6). 

In several transition countries, DHS and RHS data 
have documented a decline in the level of abortion in the 
most recent years.  The declines are substantial, 
amounting to between 0.3 and 0.6 fewer abortions per 
woman in Moldova, Russia, Armenia, Kazakhstan and 
Uzbekistan, and about 1.0 less abortion per woman in 
Romania and Georgia.  These figures represent declines 
of between 15 per cent and 38 per cent over a six-year 
interval.  In Ukraine, the Kyrgyz Republic and 
Turkmenistan, however, there has been little or no change 
in the abortion rates.  In the case of Azerbaijan, there has 
been a clear increase in the abortion level from 2.3 to 2.9 
abortions per woman in the most recent three-year 
interval (figure 2). 

Contraceptive use and the unmet need for 
contraception 

In all of the countries highlighted in this paper, 
except for Romania and Albania, modern contraceptive 
use during the communist years was legal, and 
contraceptive services were offered through women’s 
health centres.  Legality, however, did not ensure wide 
access to and availability of effective, modern 
contraception.  The range of modern contraceptive 
methods available was often limited to locally produced 
supplies and the quality of contraceptive services was 
generally poor.  In addition, provider resistance, fear 
about possible side effects (particularly associated with 
the use of hormonal methods), cultural norms and 
partners’ opposition, made it difficult for many women to 
obtain modern contraception. 

TABLE 4

Per cent distribution of current use of specific methods of contraception among women aged 15–44 years 
currently marrieda for selected countries in several European regions and Central Asia 

   Modern method  Traditional method   

Region and country Any method 
Any modern 

method Pill IUD Condom 
Female 

sterilization 
Other 

 modern b 

Any 
traditional

method c 
Periodic 

Abstinence Withdrawal 
Per cent using 

modern 
Most used 

method 

Western Europe   
Austria, 1996 68 65 40 9 10 4 2 3 2 1 96 Pill 
Belgium, 1991-92 78 74 47 5 5 11 7 4 2 2 95 Pill 
France, 1998 80 74 38 21 5 9 1 6 – – 93 Pill 
Germany, 1992 75 72 59 6 4 1 2 3 1 1 96 Pill 
Netherlands, 1993 79 76 49 4 8 5 11 5 2 2 96 Pill 
Switzerland, 1994-95 82 78 34 6 14 14 10 5 1 5 95 Pill 
United Kingdom, 1998-99 77 73 24 5 18 11 15 4 1 3 95 Pill 

Central and Eastern Europe  
Albania, 2002 75 8 1 1 2 4 0 67 0 67 11 Wd 
Bulgaria, 1997-98 41 26 7 7 11 0 1 15 3 13 62 Wd 
Czech Rep., 1997 67 58 23 14 13 7 1 9 2 7 86 Pill 
Hungary, 1992-93 77 68 38 17 8 5 1 9 3 6 88 Pill 
Moldova, 1997 74 50 2 38 6 3 0 24 2 22 68 IUD 
Romania, 1999 64 30 8 7 9 3 3 34 6 29 47 Wd 

Russia, 1999d 73 53 7 25 16 2 3 20 13 7 73 IUD 
Slovenia, 1994 71 57 22 22 8 6 0 15 7 8 80 Pill 
Ukraine, 1999 68 38 3 19 14 1 1 30 10 20 56 IUD 

Baltic states 
Estonia, 1994 70 56 4 36 16 0 1 14 8 5 80 IUD 
Latvia, 1995 48 39 8 20 10 2 0 9 5 3 82 IUD 
Lithuania, 1994-95 45 30 3 14 13 0 0 15 9 6 68 IUD 

Caucasus  
Armenia, 2000 61 22 1 10 8 2 0 39 5 35 36 Wd 
Azerbaijan, 2001 55 12 1 6 3 1 0 44 3 41 22 Wd 
Georgia, 1999-2000 41 20 1 10 6 2 1 21 10 11 49 Wd 

Central Asia  
Kazakhstan, 1999 62 55 3 44 5 3 1 8 5 3 89 IUD 
Kyrgyzstan1997 60 50 2 39 6 2 1 9 3 6 83 IUD 
Tajikistan, 2000 34 27 1 25 1 0 0 7 3 4 79 IUD 
Turkmenistan, 2000 55 47 1 41 2 2 1 8 2 6 85 IUD 
Uzbekistan, 1996 57 53 2 47 2 1 2 4 1 3 93 IUD 

a Includes women in consensual unions. 

b Includes methods such as injection, vasectomy, diaphragm, spermicides, Norplant, female condom. 

c Excludes folk methods. 

d Data for Russia pertain to three primarily urban areas. 
Wd = Withdrawal 
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In the former Soviet Union countries, for example, 
oral contraceptives were officially principally prescribed 
only for particular medical benefits rather than for 
contraceptive purposes; dissemination of accurate 
information about the pill was actively discouraged; and, 
when the topic was addressed, the potential health risks 
and side effects were overstated.  As a result of this 
negative propaganda, actively promoted by policy makers 
and the medical community, misconceptions about the 
pill’s safety were universal (Popov et al., 1993).  
Throughout the region, the use of traditional 
contraceptive methods,

2

 particularly withdrawal, was 
widespread and constituted a major contribution to the 
high levels of unintended pregnancy. 

Among married women in the transition countries, 
use of any contraception, whether modern or traditional 
methods, ranges from a low of 41 per cent in Georgia and 
Bulgaria to a high of 77 per cent in Hungary, with the 

                                                        
2

 In this paper, the term ‘traditional methods of contraception’ refers 
to withdrawal and periodic abstinence.  The term ‘modern methods’ 
includes the pill, the IUD, condom, male and female contraceptive 
sterilisation, injectables, implants and vaginal methods.  

highest rates of contraceptive use found in the Central 
and Eastern European countries (table 4).  Although the 
use of modern contraceptive methods has increased 
substantially in recent years - mainly because of 
multinational donors and social marketing of condoms - 
the prevalence of oral contraceptives continues to be low.  
With the exception of selected countries in Central 
Europe - where hormonal methods approach the 
prevalence seen in Western Europe - the use of oral 
contraceptives in former Soviet bloc countries is very 
low, mainly because of widespread misinformation about 
their health risks and side effects.  Few couples in the 
region employ long-term or permanent contraceptive 
methods, except for IUDs, despite the fact that a large 
majority do not intend to have more children.  Permanent 
methods of contraception are not currently promoted, at 
least in part because of the continuing concern about the 
negative rate of population growth.  Legal provisions to 
support voluntary sterilisation are absent or restrictive.  
Female sterilisation for contraceptive purposes was 
largely illegal until recently and even today women 
younger than 30 years of age do not have access to 
sterilisation unless they have three or more children 

TABLE 5

Unmet need for any contraception and unmet need for modern contraception among all women and currently married women 
of reproductive agea for selected countries in several European regions and Central Asia 

  All Women Currently married women 

Region and country Sourceb Any method Modern method Any method Modern method 

Western Europe      
Belgium, 1991-1992 ....................... FFS 2 6 3 7 
France, 1994 ................................... FFS 6 10 7 14 
Italy, 1995-1996 .............................. FFS 7 23 12 33 
Spain, 1994 ..................................... FFS 3 12 5 18 

Central and Eastern Europe      
Albania, 2002 .................................. RHS 1 43 1 68 
Bulgaria, 1997-1998 ....................... FFS 23 36 30 46 
Czech Republic, 1997 .................... FFS 10 31 15 39 
Hungary, 1992-1993 ....................... FFS 4 12 7 16 
Moldova, 1997 ................................ RHS 7 23 6 29 
Romania, 1999 ............................... RHS 5 29 6 39 
Russia, 1999c ..................................   RHS 11 28 12 33 
Slovenia, 1994 ................................ FFS 7 19 9 24 
Ukraine, 1999 ................................. RHS 15 37 18 47 

Baltic states      
Latvia, 1995 .................................... FFS 11 17 17 25 
Lithuania, 1994-1995 ...................... FFS 12 23 18 34 

Caucasus      
Armenia, 2000 ................................ DHS 10 34 15 52 
Azerbaijan, 2001 ............................. RHS 7 31 12 53 
Georgia, 1999 ................................. RHS 15 27 24 44 

Central Asia      
Kazakhstan, 1999 ........................... DHS 10 16 14 22 
Kyrgyzstan, 1997 ............................ DHS 9 15 13 22 
Turkmenistan, 2000 ........................ DHS 12 17 19 27 
Uzbekistan, 1996 ............................ DHS 10 13 14 18 

a Considered to be 15–44 years in RHS and 15-49 years in DHS survey. 

b DHS=Demographic Health Surveys (ORC Macro); RHS=Reproductive Health Surveys (CDC); FFS=Fertility and Family Surveys (UNECE). 
c Data for Russia pertain to three primarily urban areas. 
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(Popov, 1996).  Legal provisions to support vasectomy 
are not yet in place.  The availability of contraceptive 
sterilisation (especially laparoscopic sterilisation and 
vasectomy) is also limited because of a lack of adequate 
training of providers, government perception of a low 
interest in these methods, and little knowledge among 
family planning clients.  Withdrawal and periodic 
abstinence continue to be widely used. Because of the 
widespread use of traditional, less effective methods, the 
overall rates of contraceptive failure and discontinuation 
are very high, contributing significantly to unintended 
pregnancies. 

Modern methods account for a higher share of 
contraceptive use in most Central European countries 
than elsewhere in the region, where the pill is the most 
commonly used method.  They are also more prevalent in 
Belarus, the Baltic countries and Central Asia, where 
intrauterine devices (IUDs) are popular.  As in other parts 
of the world, the higher the level of a woman’s education, 
the more likely she is to use a modern contraceptive 
method. 

A standard approach to forecasting the 
contraceptive needs in a population is to assess the 
potential demand for family planning.  The total potential 
demand for contraception is generally defined as the sum 
of current contraceptive use (met need) and the additional 
contraceptive use that would be required to protect 
women from unintended pregnancies (unmet need).  
Thus, the unmet need for contraception is a very specific 
estimate that measures the gap between desired fertility 
and the contraceptive practices adopted to ensure that 
fertility preferences are met in a population.  The 
conventional definition of unmet need includes women 
currently married or in consensual unions who are 
currently sexually active, currently exposed to the risk of 
pregnancy (women who are not sexually active, currently 
pregnant women, and women in postpartum abstinence or 
amenorrhea are excluded), fecund (neither they nor their 
partners have any subfecundity conditions), not wanting 
to become pregnant, and not using any form of pregnancy 
prevention (Bongaarts, 1991).  In countries with high use 
of traditional methods, which tend to have substantially 
higher failure rates, the standard definition of unmet need 
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masks the real need for more effective contraception.  For 
these countries it is more useful to estimate the unmet 
need for modern contraception, despite the small risk of 
overstating the unmet need in some cases in which 
traditional methods are used effectively.  For 
international comparison, however, both indicators are 
shown for all women and for currently married women 
(table 5). 

The unmet need for contraception cannot be 
routinely estimated from official statistics.  However, 
estimates can be made for countries of Central and 
Eastern Europe and the former Soviet Union where 
population-based Reproductive Health Surveys, 
Demographic and Health Surveys, or Fertility and Family 
Surveys have recently been conducted.  Analysis of these 
surveys indicate that the level of unmet need for any 
method among married women ranged from 1 per cent in 
Albania to 30 per cent in Bulgaria, while the unmet need 
for modern methods varied between 18 per cent in 
Uzbekistan to 68 per cent in Albania (CDC and ORC 
Macro, 2003; Klijzing, 2000).  Albania and Azerbaijan 
have a relatively low need for any form of contraception 
(1 per cent and 15 per cent of married women, 
respectively), but the highest unmet need for modern 
contraception (68 per cent and 53 per cent of married 
women, respectively) (figure 3). Thus, the levels of 
unmet need in the region are usually several times higher 

than in Western Europe, particularly the unmet need for 
modern methods. 

Links between contraception and abortion 

Generally, there is a clear relationship between 
abortion and use of traditional contraceptive methods: the 
greater the ratio of traditional methods to all methods 
used, the higher the level of abortion (figure 4).  A 
simulation using data from Armenia, Azerbaijan, 
Georgia, Kazakhstan, the Kyrgyz Republic, Romania, 
Russia, Turkmenistan, Ukraine and Uzbekistan showed 
that if women using traditional methods (an average of 15 
per cent of all women of reproductive age) were to switch 
to modern methods of contraception, which have low 
failure rates, abortion rates could be reduced by an 
average of 24 per cent.  If women with an unmet need for 
any contraception (about nine per cent of all women) 
were to adopt modern contraception, abortion rates would 
be reduced by an average of 33 per cent.  Thus, abortion 
rates could be reduced by as much as 57 per cent on 
average if both traditional method users as well as 
women with an unmet need for family planning were to 
become users of modern methods (Westoff, 2003). 

Reducing women’s reliance on abortion would 
require increasing contraceptive use overall, shifting to 
more effective contraceptive methods, and encouraging 
more consistent use of methods by improving the 
information and services provided. Women’s attitudes 
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about contraception lend support for these changes.  
About three-quarters of women in Azerbaijan, Moldova 
and Romania say they want more information about 
contraception; in Georgia, more than half want more 
information.  At the same time, however, contraceptive 
counselling is not always included as standard care when 
carrying out legal abortion, and even when it is included 
it is not necessarily offered.  In countries with survey 
data, only 10-15 per cent of women who obtained legal 
abortions were offered pre- or post-abortion counselling.  
A greater proportion of young women, never-married 
women and women using condoms want more 
information, emphasizing a need for educational efforts 
among young people. In much of the region, young 
unmarried women have less access to family planning 
and reproductive health services than married women do. 

During the past decade, several countries in the 
region have developed comprehensive national family 
planning programmes with detailed training agenda, 
aiming to increase the number of physicians and nurses 
that are involved in family planning activities.  In 
Romania, for example, family planning training has been 
extended to primary health care providers, in an effort to 
educate a critical mass of providers and improve 
reproductive health services at the primary health care 
level. 

Safe motherhood 

Maternal mortality in Central and Eastern Europe 
and Central Asia is, on average, several times higher than 
in Western Europe, with abortion, obstetric haemorrhage, 
sepsis, and toxaemia (hypertensive disease of pregnancy) 
accounting for the majority of maternal deaths.  Factors 
contributing to high maternal mortality include: a high 
reliance on abortion rather than use of modern methods 
of contraception to control fertility; a deficient health 
infrastructure that cannot afford to replace outdated 
obstetric equipment and facilities; a lack of essential 
supplies needed to provide basic emergency obstetric 
care; insufficient or inadequate transportation of high risk 
cases to referral centres; and delays in adopting evidence-
based best medical practices and in training of medical 
personnel.  Although the medical care infrastructure in 
these countries comprises the full range of facilities and 
medical personnel, in reality, however, health care 
services are often ill-equipped to provide quality prenatal 
and postnatal care, timely diagnosis and referral of high 
risk pregnancies, and emergency obstetric care, especially 
in rural areas.  This situation may explain the coexistence 
of relatively high maternal mortality levels with almost 
universal skilled attendance at birth and relatively high 
utilisation of prenatal care services. 

Research has shown that early initiation of prenatal 
care and the presence of a skilled birth attendant reduces 
maternal and infant mortality and can prevent obstetric 
morbidity.  Under the Soviet health guidelines, women’s 
access to perinatal care was free of charge and consisted 

of three components: preconception care, prenatal care 
and postnatal care (US DHHS, 1999). Changes in the 
health care systems and the financing available for health 
care since the fall of communism have affected some 
perinatal care services significantly.  The RHS and DHS 
surveys conducted in the region contained detailed 
information regarding women’s actual experiences during 
pregnancy, delivery and the postpartum period.  In the 
absence of reliable official statistics, these data can be 
used to identify problems and to help set programme 
priorities, goals and strategies for improving the health of 
mothers and infants and pregnancy outcomes. 

Use of prenatal care services (initiation and 
frequency of prenatal care, quality of 
care) 

Survey data showed that the vast majority of 
pregnant women in the region receive prenatal care, with 
the exception of women in Azerbaijan.  There was a 
strong correlation between whether women received 
prenatal care and when the first visit for care took place.  
In the Czech Republic, 94 per cent of women began 
receiving care during their first trimester of pregnancy.  
At the other extreme, in Azerbaijan, only 45 per cent 
started that early.  In almost all countries, prenatal care 
began sooner among better-educated women, though the 
relationship was weakest in Central Asia.  In those 
countries where there was a relationship between start of 
care and birth order, prenatal care tended to start earliest 
for first births. 

Intranatal and postpartum services 

Except in the Caucasus countries, deliveries outside 
of health facilities are relatively uncommon.  In 
Azerbaijan, 26 per cent of births occurred outside of 
health facilities, a figure more than three times higher 
than in Georgia and Armenia, the countries with the next 
highest rates.  Such births are uncommon in Central and 
Eastern Europe, where generally only about 1 per cent of 
deliveries take place outside of health facilities.  Use of 
postpartum care, however, is substantially lower than use 
of other maternity services.  In three of the five countries 
for which data were available, less than 50 per cent of 
women - and only 11 per cent in Georgia - reported 
receiving a postpartum examination following their most 
recent birth. 

HIV/AIDS and other STIs 

Levels and trends 

Since the early 1990s, many of the countries of 
Eastern Europe and the former Soviet Union have 
experienced major epidemics of sexually transmitted 
infections (STIs), particularly of syphilis.  The reported 
incidence of new cases of syphilis in several former 
Soviet countries increased by 45-165 times during 1990-
1998.  The steepest recorded increases were reported in 



190 ______________________________________________________________________ The new demographic regime 

Kazakhstan (from 1.4 to 231.4 new cases per 100,000), 
the Kyrgyz Republic (from 2 to 144.4 new cases per 
100,000), Belarus (from 2.7 to 164 new cases per 
100,000), and the Russian Federation (from 5.3 to 225.6 
per 100,000).  The rates in the countries of the Caucasus 
region and in Romania, though higher than in 1990, 
remained low by comparison (Riedner et al., 2000).  In 
addition to direct reproductive health consequences, the 
presence of one or more STIs considerably increases the 
risk of becoming infected with HIV (Wasserheit, 1991). 

The transition countries are also the focus of one of 
the world’s fastest growing HIV/AIDS epidemics.  Until 
1994, Eastern Europe appeared to have been spared the 
worst of the AIDS epidemic.  While the transition 
countries combined reported about 30,000 infections 
among their 450 million people, at that time Western 
Europe had over 15 times as many infected individuals.  
The pattern of transmission, however, changed after 
1994, fuelled primarily by injecting drug use and sexually 
transmitted infections among young people. Between 
1995 and 1997, the estimated number of HIV cases in 
Eastern Europe increased more than five-fold across the 
entire region, and as much as 70-fold in the worst 
affected areas (Dehne et al., 1999).  UNAIDS estimated 
that, at the end of 2002, 1.2 million people in Eastern 
Europe and Central Asia were living with HIV, of which 
250,000 were infected in the previous year (UNAIDS and 
WHO, 2002).  This compares with 570,000 adults and 
children living with HIV/AIDS at the end of 2002 in 
Western Europe. Intravenous drug use had been the main 
mode of transmission in the transition countries, but 
infection through sexual contact is increasing, particularly 
among young people and the growing number of 
commercial sex workers.  International AIDS experts are 
warning that the epidemic may quickly spread from these 
subgroups to the general population. 

Worldwide, half of all new HIV infections occur 
among young adults and a third of those currently living 
with HIV/AIDS are between 15 and 24 years of age. In 
Eastern Europe and Central Asia, 430,000 young people 
aged 15-24 (35 per cent young women and 65 per cent 
young men) were living with HIV/AIDS at the end of 
2001, compared to 240,000 young people in the 
industrialised countries (including Western Europe, 
United States, Japan, etc.) (UNICEF, 2002).  UNAIDS 
estimates that an average of five young people in the 
region become infected with HIV/AIDS every minute. 

HIV/AIDS awareness and knowledge of 
transmission and prevention 

At the same time, young people in the region are 
particularly under-served by most reproductive health 
programmes.  Several RHS and DHS surveys showed 
that most young people lack accurate knowledge of HIV 
transmission and do not know what they can do to protect 
themselves from getting infected.  In Romania, for 
example, 31 per cent of young women and 21 per cent of 

young men could not spontaneously mention any AIDS 
prevention measure; only about half of young women and 
two-thirds of men spontaneously mentioned that using 
condoms could effectively protect against AIDS; less 
than a quarter knew that using clean needles could 
prevent HIV infection.  Most young adults do not 
consider that they have any risk of HIV infection. 

Access to information and services 

Access to correct and adequate information on HIV 
transmission has been particularly limited for young 
adults.  For one thing, young people seldom have 
conversations about sex education topics with their 
parents, and teachers are often uncomfortable about 
discussing reproductive health topics with their students. 
In the absence of home-based discussions and formal 
training, they tend to obtain information on these topics 
from their equally ill-informed peers.  Many transition 
countries had been slow in introducing comprehensive 
sex education into schools, especially courses that include 
information on contraception and STIs, including 
HIV/AIDS.  The Reproductive Health Surveys conducted 
in several countries in Eastern Europe are a rich source of 
information about young adults’ exposure to sex 
education.  Overall, the majority (89-94 per cent) of 
young women in Romania and Moldova had had at least 
one school-based course or class on sex education, but 
less than one in two women in Azerbaijan and Georgia 
had had such lectures.  Generally, all young adults were 
more likely to have received lectures on female and male 
reproductive biology, the menstrual cycle and how 
pregnancies occur, than lectures on HIV/AIDS, other 
STIs and methods of contraception. Between 50 and 54 
per cent of young women in Moldova and 39 and 42 per 
cent of young women in Romania, but less than 7 per 
cent in Azerbaijan and Georgia reported lectures on 
HIV/AIDS and other STIs.  Similarly, only 36-38 per 
cent of young women in Moldova and Romania and just 
1-2 per cent in the Caucasus countries received school-
based lectures on contraception.  The fact that most 
sexuality lectures were offered during the high school 
years - particularly in countries with school-based 
lectures on contraception and STIs (e.g. Moldova and 
Romania) - points to the need for out-of-school education 
for those students who never enter secondary school. 

Limited access to reproductive health services is 
another factor that can contribute to risky sexual 
behaviour.  Studies have shown that few sexually active 
youths in the region protect themselves and their partners 
from STIs by using condoms.  Condom use at first sexual 
intercourse ranged from less than 1 per cent in the 
Caucasus countries to 23 per cent in the Czech Republic.  
In Ukraine 27 per cent and in Russia 33 per cent of never-
married young adults had used condoms at first 
intercourse.  Even fewer obtain condoms from family 
planning services, thus missing the opportunity for 
counselling regarding risky behaviour. 
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Sex education on HIV/AIDS and other STIs 

In recognition of the critical need of young adults 
for correct information about HIV/AIDS and other 
reproductive health topics, the 2001 United Nations 
General Assembly Special Session on HIV/AIDS 
(UNGASS) recommended that by 2005 at least 90 per 
cent of young men and women aged 15 to 24 years 
should have access to information, education and services 
necessary to develop the life skills required to reduce 
their vulnerability to HIV infection, “in full partnership 
with youth, parents, families, educators, and health care 
providers” (UNGASS, 2001).  Additionally, the 2001 
UNGASS endorsed the ‘ABC’ approach - Abstinence or 
delay in having sex, Be faithful, and use Condoms - as a 
key component of HIV prevention strategies. 

UNFPA and its partners have pooled their efforts to 
strengthen sex education programmes in the region, using 
school-based, clinic-based or peer-education approaches.  
Starting in 1998, USAID and other international donors 
in Romania teamed up with the Ministry of Education to 
help design the first school-based sex education 
programme in the country.  In 2002, UNFPA partnered 
with the Ministry of Education in Turkmenistan to 
implement a sex education curriculum for students aged 
15 and older, and develop age-appropriate information 
resources for teachers and doctors.  In the same year, 
UNFPA collaborated with the Russian Ministry of Health 
to distribute materials to health clinics and youth centres 
with user-friendly approaches to preventing HIV.  In the 
past two years, UNFPA has helped to train 165 peer 
education trainees in 27 countries of the region, reaching 
more than 30,000 young people who participated in 
national peer education-training workshops on HIV 
prevention and gender issues.  The project also created 
the first web-based resource-training tool for peer 
educators (Youth Peer Education Electronic Resource or 
Y-PEER), illustrating how information technology can be 
applied in HIV prevention strategies (UNFPA, 2003a). 

Marketing campaigns like “What’s Your Excuse?”, 
which was supported by UNFPA and implemented by 
Population Services International (PSI) in Yugoslavia and 
Bulgaria, represent another innovative approach to 
comprehensive HIV prevention.  The campaign, aimed at 
15–25 year-olds, uses advertisements, posters, teeshirts, 
television and radio commercials, and condom 
distribution to bring about behaviour changes.  In 
addition to disseminating information, promoting 
responsible sexual behaviour among young adults also 
requires facilitating access to youth-friendly services 
(UNFPA, 2003b).  In Ukraine, UNICEF, working with its 
partners, supported the Young People’s Development 
Programme in creating youth-friendly clinics and 
information centres for out-of-school young people 
(UNICEF, 2002). 

HIV/AIDS prevention in the context of 
reproductive health care 

Reproductive health services are also the ideal 
means for carrying out HIV and other STI prevention 
activities among women of reproductive age.  For 
example, family planning and STI clinics, maternal 
health services and outreach delivery services for high-
risk groups (commercial sex workers and injecting drug 
users) could provide an ideal environment for providing 
information on HIV prevention.  Information distributed 
in these settings should include counselling on HIV 
transmission and prevention, voluntary testing, promotion 
of safer sexual behaviour (e.g. correct and consistent use 
of condoms, avoiding sex with high risk partners or 
multiple partners), and early management of STIs.  
Maternal health clinics and services provide an excellent 
opportunity for HIV prevention strategies, since 
pregnancy is often one of the few times when the 
majority of women in the region use the health care 
system.  The UN General Assembly Special Session on 
HIV/AIDS recommended that by 2005, “…80 per cent of 
pregnant women accessing antenatal care should receive 
information, counselling, and other HIV prevention 
services” in order to reduce the proportion of infants 
infected with HIV. 

The training of military personnel represents one of 
the newest initiatives in HIV prevention efforts in the 
region.  Because members of the military are usually 
young, sexually active and separated from their partners, 
they face a higher risk of exposure to STIs, including 
HIV, compared to the civilian population.  Their risk of 
STI infection is usually 2-5 times higher than civilians 
during peacetime and can increase to over 50 times 
higher in times of conflict (UNAIDS, 1998).  With 
UNAIDS funding, UNFPA has collaborated with the 
Ministry of Defence in Ukraine in a series of HIV 
prevention courses.  The training aims to provide the 
military and their families with relevant knowledge of 
STIs, HIV prevention, condom use and gender equity in 
reproductive health. 

Reproductive health among vulnerable groups 

Young adults 

Although most adolescents in Eastern Europe 
remain sexually abstinent for most of their teen years, the 
recent social, economic and cultural changes are likely to 
liberalise sexual behaviour at a faster pace than in the 
past.  Young people, especially adolescents, are sexually 
active at earlier ages than were older cohorts.  They are 
more likely to have experienced premarital sexual 
intercourse, a greater number of sexual partners, and 
exposure to unintended pregnancy and sexually 
transmitted infections.  In addition to direct health 
consequences, these behaviours could have very serious 
long-term influences on their lives (lower level of 
education, reduced range of employment opportunities, 
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greater risk of fertility impairment, and even shorter life 
expectancy since, in the last decade, AIDS has rapidly 
become a leading cause of death among men and women 
aged 25-44).  In many countries, young people are 
seldom prepared with the information, skills and 
resources needed to make a healthy transition to 
adulthood.  Inadequate programmes and lack of life skills 
education leave young people at the mercy of the mass 
media and misinformation from peers. 

Several RHS surveys conducted in Eastern Europe 
and the Caucasus region included young adult modules 
designed to explore issues of great concern regarding the 
youth in the region: exposure to sex and family life 
education, first sexual experience and current sexual 
behaviour, including contraceptive use.  The survey 
results indicated that there are distinct differences 
between Eastern Europe and the Caucasus region.  At 
least one half of young adult women (regardless of their 
marital status) in the Eastern European countries reported 
sexual experience (from 50 per cent in Moldova to 75 per 
cent in Russia) compared with approximately 30 per cent 
of women in the countries of the Caucasus region.  In 
Eastern Europe, the majority of young adults that 
reported sexual experience had had premarital sexual 
intercourse, compared with less than 5 per cent in the 
Caucasus.  Only between 3 and 33 per cent of women 
with premarital sexual experience had used a modern 
method of contraception at the time of first intercourse.  
In Eastern Europe, 40-66 per cent of unmarried women 
who were sexually active had used modern contraception 
at last intercourse, indicating an improvement in use 
since their first sexual experience.  In Romania, modern 
contraceptive use increased from 36 per cent in 1996 to 
47 per cent in 1999, in particular because of a 50 per cent 
increase in condom use (from 22 to 32 per cent). 

Young people often lack access to health services 
that are appropriate for their needs.  Barriers to such 
services include constraints related to age and marital 
status, lack of privacy and confidentiality, fear of being 
seen attending clinics, embarrassment in seeking advice, 
lack of knowledge about available services, inconvenient 
locations or hours and high costs.  To overcome these 
obstacles and provide appropriate reproductive health 
services to young people, programmes targeting them 
need to provide youth-friendly services.  These include 
treatment services in adequately equipped and staffed 
clinics, peer outreach and distribution of condoms at non-
traditional outlets, mobile clinics and programmes in 
schools and workplaces (UNFPA, 2003b). 

Ethnic minorities 

Many countries in transition are facing significant 
disparities in the health of their minority populations 
compared to the main ethnic groups. In Romania, for 
example, a Roma (gypsy) woman would, on average, 
experience 2.5 more abortions during her reproductive 
life than a Romanian woman and 3.5 times more than a 

Hungarian woman.  Similarly, Azeri women residing in 
Georgia report, on average, 2 more abortions per woman 
than Georgian women.  In several transition countries, 
minorities have less access to health care than the 
population at large.  They may experience discrimination 
in accessing the health care services, either directly (e.g. 
language barriers) or indirectly (e.g. inconvenient 
location of clinics, no service provision for nomadic 
populations).  Their general health status is likely to be 
worse than for the general population because of poverty, 
lower education levels, and worse housing and living 
conditions.  Women are more likely than men to 
experience the effects of discriminatory or inadequate 
care. In order to promote substantial improvements in 
their health, countries of the region need to specifically 
target these populations in their reproductive health 
policies and programmes. 

Violence against women during war 

Women who survive armed conflict and 
displacement represent a particularly vulnerable group.  
Women and girls are considered to be especially 
vulnerable to gender-based violence due to targeted 
sexual violence, separation of families, and the 
breakdown of social norms and structures during and 
after conflict.  Although wars throughout history have 
heightened the risk of violence against women, 
contemporary conflicts seem to have affected 
unprecedented numbers of women and girls and have 
reached new levels of brutality.  Common aspects of 
violence against women in modern conflicts include rape, 
sexual mutilation, human trafficking, sexual slavery, 
enforced prostitution, forced pregnancy and enforced 
sterilisation.  In a dramatic attempt to provide better 
accountability and legal recourse for war crimes against 
women, these forms of gender and sexual violence have 
recently been included in the definition of crimes against 
humanity (ICC, 2002). 

Estimates of the number of women raped in Croatia 
and Bosnia-Herzegovina range from 14,000 to 50,000 
(Olujic, 1998).  Another study based on examining 
clinical records in a women’s health centre in Zenica, 
Bosnia-Herzegovina, in 1993-1994, revealed a history of 
rape among 3 per cent of clients (Frljak et al., 1997). 

Internally displaced populations and refugees 

Modern conflicts are more often accompanied by 
forced displacement of the civilian population than in the 
past. Rather than being an indirect effect of the conflict, 
driving people out of their homes through intimidation, 
terror, murder and sexual violence has become a direct 
objective of war.  Displacement commonly leaves 
women more vulnerable than men.  They are more likely 
to be affected by poverty, disruption of basic services, 
loss of family support and the breakdown of social 
norms. Often they have to cope with becoming heads of 
household and may be forced to provide sexual services 
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in exchange for food, shelter or protection.  Violence 
against refugee or displaced women and girls is often 
more common than violence against women in settled 
populations.  However, the RHS surveys conducted in 
Georgia and Azerbaijan - countries where internally 
displaced persons represent a sizable proportion of the 
population - did not show any positive association 
between their displacement and lifetime experience of 
sexual violence or domestic abuse. 

Trafficking of women 

Human trafficking is one of the most critical forms 
of gender-based violence (GBV) today.  It is also the 
greatest manifestation of slavery in the 21st Century.  It is 
estimated that between 700,000 and 4 million persons are 
trafficked within or across international borders each 
year, including at least 175,000 in Central and Eastern 
Europe.  Many of these persons are trafficked into the 
international sex industry or forced labour, often by force, 
fraud or coercion.  The primary source of women and 
girls for trafficking are those affected by poverty, 
unemployment, discrimination and lack of economic 
opportunities in their countries of origin.  Typically, 
women and girls are either lured into traffic networks 
through false promises of legitimate employment or 
improved working conditions (e.g. as nannies, maids, 
dancers, factory workers, restaurant workers, sales clerks 
or models), sold by family members, or even kidnapped 
(as is the case in Albania, but is less common in other 
countries).  Those from poor families, migrants, ethnic 
minorities, runaways, those with little or no education, 
and those from broken families are typically at a higher 
risk of being trafficked.  Victims of trafficking are often 

rendered defenceless and vulnerable because they are 
taken away from their home environment of family and 
friends, legal institutions and other sources of protection 
and support, and taken to unfamiliar destinations, 
including foreign countries.  Because victims of 
trafficking are frequently unfamiliar with the laws, 
culture and language of the countries into which they 
have been trafficked, they often find it difficult or 
impossible to report the crimes committed against them.  
Furthermore, trafficked women and girls are often 
subjected to physical violence - including rape and other 
forms of sexual abuse, torture and physical detention - 
and coercion through threats, psychological abuse and 
financial dependence.  In addition to GBV, women and 
girls trafficked into the sex industry are exposed to 
serious health risks, such us unintended pregnancy, 
HIV/AIDS and other sexually transmitted diseases, and 
drug and alcohol addiction.  Because victims are often 
illegal immigrants in the destination country, they lack 
access to adequate health care services, housing, 
education and legal assistance. 

Typically, there is little information regarding the 
number of women and girls trafficked into or through the 
transition countries.  An assessment conducted by the 
Ministry of Public Order in Albania, one of the most 
active sources and transit countries for women and 
children in the region, estimated that more than 5,000 
Albanian women and girls had been trafficked into 
prostitution during the last decade (US Department of 
State, 2004).  Some of the poorest ex-communist 
countries in the region (Albania, Romania, Bulgaria and 
Moldova), and countries recently affected by conflict 
(Bosnia and Herzegovina, Serbia and Montenegro), 

FIGURE 5
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represent the main sources of trafficked women in 
Europe. 

Gender equity in reproductive health 

Gender-based violence 

Millions of women around the world are subjected 
to physical, sexual and emotional abuse every day.  
Violence against women includes a wide range of 
behaviour and acts perpetrated against women, but its 
most common form occurs between men and their female 
partners.  Men are also not immune from violence from 
their partners, though to a far lesser extent.  Often 
referred to as domestic violence, battering or intimate 
partner violence (IPV), this form of violence occurs in all 
cultures and affects women of all ages and all socio-
economic and educational backgrounds.  Gender 
stereotypes, women’s economic dependence on men, 
cultural acceptability, loose or non-existent legislation to 
protect women’s fundamental human rights, and lack of 
preventive measures for victims, are some of the most 
widely recognised factors that contribute to this.  We 
know from a number of small, localised studies that 
domestic violence is a rampant public health problem 
around the world.  But little information is available on 
the burden of domestic violence in Eastern Europe, its 
impact on reproductive health, and how effectively to 
respond to one of the most critical violations of human 
rights today. 

The two basic measures of the prevalence of 
domestic violence are lifetime abuse in adulthood by a 
formal or consensual partner, and similar abuse in the last 
12 months as a measure of ‘current’ violence.  In most of 
the transition countries with population-based data, 
prevalence of domestic violence is comparable with that 
documented in the United States.  For example, between 
15 and 30 per cent of women in Eastern Europe report 
ever having been abused by their partners and 8-10 per 
cent report such abuse having occurred during the past 12 
month (figure 5).  Similarly, women who are subjected to 
domestic violence in this region have similar 
characteristics to women who report this type of abuse in 
the United States: they are more likely to be young, 
separated or divorced, less educated, and from low socio-
economic backgrounds.  Findings from several surveys 
conducted in Eastern Europe suggest that domestic 
violence is correlated with unintended pregnancy, 
induced abortion and low use of contraception.  For 
example, data from a reproductive health survey 
conducted in Romania in 1999 showed that women 
reporting current physical abuse by a partner were twice 
as likely to have a current unmet need for contraception 
compared with women who had not experienced 
domestic abuse.  Despite these similarities, the 
consequences of domestic violence in developing 
countries are more severe and may result in worse health 

outcomes because of limited resources and poor 
infrastructure. 

Male participation in RH decision-making 

Improving reproductive health through a gender-
based approach is a key component of the 1994 
Programme of Action (PoA) of the ICPD and the 
ICPD+5 Forum review in 1999.  Since 1994, a wide 
variety of programmes and interventions have strived to 
address the question of male participation in reproductive 
health decision-making.  Some strategies are designed to 
accommodate gender differences (e.g. community-based 
distribution of contraceptives, educational programmes 
for men) while others seek to change gender norms to 
promote greater gender equity (e.g. programmes that 
promote empowerment for women or increased 
assertiveness in partner communication).  In several 
transition countries these strategies have been particularly 
applied in programmes that address reducing unintended 
pregnancies and STI and HIV/AIDS infection. 

Gender integration in access to reproductive 
health services 

The few population-based studies conducted in the 
region that included male samples documented that 
nearly all male respondents marry and have children; they 
have similar fertility preferences to their partners; many 
have discussed family planning with their partners and 
currently practice contraception to space or limit births; 
and they have similar levels of unmet need for 
contraception.  In addition, the survey conducted in 
Romania showed that young adult men, although 
reporting having more sexual partners than young adult 
women, seldom had had intercourse with more than three 
sexual partners during their lifetime.  The RHS in 
Romania also showed that, although two-thirds of 
married men were currently using contraception, less than 
half of them were using modern contraceptives; less than 
one in five married men aged 15-49 obtained their 
supplies from the public health sector; and about one 
third had an unmet need for modern contraception.  
Almost two out of three men wanted to have more 
information about contraception and one in two believed 
that abortion is not always acceptable for fertility control.  
The majority of men believed that family planning 
decisions should be taken jointly with their partners.  In 
spite of their reproductive health needs, many men lack 
the information and services required to maintain optimal 
sexual and reproductive health. 

Key challenges to be addressed 

Prevention 

In order to achieve tangible improvements in sexual 
and reproductive health, gender equity, and the well-
being of women in the countries of Central and Eastern 
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Europe and the CIS, multifaceted and interdisciplinary 
strategies are required.  To achieve further reductions of 
maternal and infant mortality and morbidity, rates of 
unintended pregnancy and induced abortion, risk of STI 
infection, and the level of gender-based violence, the 
governments of these countries need to increase their 
investments in health, particularly in the area of health 
education and prevention.  Such efforts should 
particularly target high-risk groups, such as young adults, 
rural residents, ethnic minorities, migrants, refugees or 
internally displaced populations, and victims of gender-
based violence. 

Substantial reductions in women’s reliance on 
abortion and improvements in maternal mortality and 
morbidity in the region will depend, not only on further 
increases in contraceptive use, but also on improvements 
in method selection and reductions in contraceptive 
discontinuation and failure rates.  Women in many 
countries of the region generally know that specific 
contraceptive methods exist, but they often do not know 
where to obtain them, how to use them, or how effective 
they are at preventing pregnancy.  Although more women 
use modern contraceptives today than a decade ago, 
relatively few women use the oral contraceptive pill, 
mainly because of widespread misinformation about its 
health risks and side effects, even among health 
providers.  Education and health promotion efforts are 
needed to overcome the lack of awareness among women 
about other important reproductive health topics: the need 
for preventive medical care before and after a birth; 
follow-up care after an abortion; ways to prevent STIs 
and HIV; and where to go for help if they are abused. 
Special emphasis should also be placed on meeting the 
reproductive health needs of young adults. 

Many governments are in the process of introducing 
family life education curricula into schools.  Several 
efforts have been made to promote safer sex practices 
through information, education and communication (IEC) 
messages and condom programming, using clinic-based 
and peer-education approaches.  These efforts need to 
intensify and reach all the high-risk groups. 

Increased access to and quality of services  

Updating the existing health infrastructure, 
particularly at the primary health care level, continues to 
be a priority in many countries.  Primary health care 
facilities need to be able to diagnose high-risk 
pregnancies, refer those pregnancies to more specialised 
facilities, and deal with specific obstetric emergencies. 

The availability of modern contraceptive methods 
continues to be an issue of great concern in some 
countries.  In the poorest countries in the region, the 
newly opened family planning clinics have very few, if 
any, contraceptive supplies, and their main source is 
international donors.  Although large quantities of 
contraceptive supplies (condoms, IUDs, pills and barrier 

devices) have been imported or donated, the absence of 
logistics and managerial skills often contributes to 
shortages and uneven distribution of these supplies.  
Effective steps toward increasing access to and 
improving the quality of family planning services should 
include: improvements in the contraceptive supply and 
distribution system; strengthening private sector delivery; 
expansion of the availability of a wide array of effective, 
high quality, affordable methods, including long-term and 
permanent methods; training of family planning 
providers; establishment of standards and guidelines to 
ensure quality of reproductive health care; 
institutionalisation of family planning counselling; 
integration of family planning services with STI and 
maternal and child health care services at the primary 
health care level; and an increased participation of men in 
reproductive health decision-making. 

Monitoring and evaluation 

Surveillance of maternal and infant mortality, 
abortion, HIV/AIDS, STIs and behavioural risk factors, is 
essential in evaluating the impact of newly developed 
reproductive health strategies and programmes.  Surveys 
like the DHS and RHS provide valuable data for 
developing new programmes, evaluating existing 
programmes and reforming health care systems.  In the 
future, more periodic sample surveys and smaller facility-
based studies will be needed to monitor not only 
traditional demographic, family planning and maternal 
and child health indicators, but also other reproductive 
health topics such as women’s health, gender-based 
violence, health risk behaviours, and the impact of 
changing traditional gender roles in reproductive health 
programming. 

Beyond estimating the prevalence of the problem, 
survey data could also be used to raise the level of 
awareness about selected reproductive health problems.  
An excellent example is provided by the RHS conducted 
in Romania.  At the end of 2002, survey findings were 
used to launch a nationwide public campaign to raise 
general awareness on domestic violence and its 
consequences.  The campaign, sponsored by the Ministry 
of Health and UNFPA, ran for two months and consisted 
of radio, TV and newspaper messages.  In addition, the 
Ministry of Health also distributed educational materials 
to the public health community for mounting support 
against domestic violence among health professionals 
(Romanian Ministry of Health, 2002). 

Very little is known about trafficking of women and 
girls because of its clandestine nature.  Special studies are 
needed to better understand the nature, magnitude and 
trends in trafficking; to identify areas and subgroups with 
the highest risk; to provide an inventory of existing anti-
trafficking activities; and to document the health risks 
and consequences of trafficking in women and children. 
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Capacity building  

In the aftermath of the ICPD, most countries with 
economies in transition started to reform their family 
planning and reproductive health programmes in order to 
re-align them to the principles of the Cairo Programme of 
Action.  The Programme of Action recommended that 
programmes should have the dual goal of covering all 
reproductive health needs of their clients and promoting 
gender equity in order to be truly successful in reaching 
the objectives set out at the ICPD in 1994.  The 
Programme also described several basic principles aimed 
at optimising reproductive health services: develop 
dynamic policies and processes that include all major 
stakeholders; strategise interventions based on priorities 
and availability of resources; restructure the organisation 
and funding of health systems in the context of a 
multisectoral approach to reproductive health. 

Many countries of the region took steps towards 
reforming their reproductive health policies and 
programmes, particularly in the area of family planning 

and adolescent reproductive health.  Currently, these 
health care reforms are in various stages of development 
and implementation.  Although all of the governments 
continue to support health care services, national health 
insurance agencies, which generally provide a limited 
range of essential services for all citizens, are 
increasingly defining the service delivery systems.  
Increasingly, efforts have been made to devise effective 
strategies for sustainability and cost-recovery, promote 
social marketing, improve the management of service 
delivery, and introduce contraceptive tracking and 
forecasting systems. 

Development of new legislation has occurred in 
several countries, particularly in relation to women’s 
basic human rights.  In Romania, for example, survey-
based evidence proving that most forced sexual 
intercourse is perpetrated by a partner was first made 
available to the public health community immediately 
preceding a Penal Code revision, which was then drafted 
to allow women to press charges against their sexually 

abusive husbands (Romanian Constitutional Court, 
Decision 211, November 2000).  This same revision 
included preventive measures for victims of domestic 
violence, such as restraining orders against abusive 
husbands and their exclusion from the family home. 

The crimes committed against women during the 
recent conflicts in the Balkans have just recently begun to 
be addressed.  The establishment of the International 
Criminal Court (ICC) and the International War Crime 
Tribunals of the Former Yugoslavia, as well as national 
reforms of the judicial systems that aim to protect victims 
of conflict and trafficking, mark a new era of increased 
accountability for violence against women. 

Collaborative efforts 

The sexual and reproductive health needs in a 
population cannot be met solely by the health sector; 
collaboration and coordination between all sectors that 
deal with the social, economic and political aspects of 
reproductive health are actively needed.  Several 
countries in the region have started to develop effective 
collaboration and coordination between the government 
sector, private sector and local non-governmental 
organisations (NGOs).  Partnerships also need to be 
formed outside the health sector and at the community 
level.  External partnerships are also needed to ensure 
good quality of contraceptive supplies and commodities 
and assistance with technological development to enable 
local production of these.  External support is also 
required to assist in the training of reproductive health 
care providers, in the development of guidelines and 
education materials and in further development of 
effective policies. 

These and other initiatives requiring concerted 
efforts by governmental institutions, local and 

international non-governmental organisations and donors, 
are essential components of reproductive health 
programmes in Central and Eastern Europe.  Even 
relatively low-cost initiatives can make a difference if 
they are well designed, managed and evaluated, geared 
toward specific needs and innovative in their use of a 
wide range of resources.  Although the challenges are 
many, it is imperative that reproductive health becomes a 
social, economic and political priority in the region, so 
that the ICPD’s goals related to reproductive rights may 
be achieved. 
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CHAPTER 11 
 
OFFICIAL DEVELOPMENT ASSISTANCE LEVELS 
AND SPENDING ON SEXUAL AND REPRODUCTIVE 
HEALTH AND RIGHTS SINCE THE ICPD 

Vicky Claeys and Eef Wuyts 

 

Introduction  
International support for a wide range of 

development targets has become universal in the 
development community since the 1990s.  The United 
Nations (UN) has held a series of conferences over the 
past dozen years to address the critical problems facing 
humanity, such as the 1992 Earth Summit in Rio, the 
1995 Copenhagen Summit on Social Development, the 
1995 Beijing Summit on Women and the 1996 Summit 
on Human Settlements in Istanbul.  Among these 
conferences was the International Conference on 
Population and Development (ICPD) in Cairo in 1994, 
which is seen as a watershed in international thinking and 
policy-making in the field of sexual and reproductive 
health and rights (SRHR) and development.  After years 
of population policies aimed at reducing fertility through 
family planning, at Cairo the community of nations 
adopted a new paradigm.  It called for the dropping of 
demographic targets and, in their place, defined goals for 
the provision of services that respond to the full range of 
reproductive health needs, especially of women.  
Emphasis was placed on the individual rights and needs 
of people, and the priority became freedom of choice (in 
particular the choice each woman makes regarding if, 
when and how many children to have) and the 
improvement of services. 

From Cairo a Programme of Action was 
formulated, which included a number of 
recommendations and goals, for instance that 
governments should: 

• strive to increase Official Development Assistance 
(ODA) and budgets for SRHR and development; 

• provide access through primary health-care systems 
to reproductive health for all individuals of 
appropriate ages, including safe and reliable family 
planning methods, as soon as possible and no later 
than 2015; 

• reduce the 1990 rate of infant and child under-five 
mortality rate by two-thirds and the maternal 
mortality rate by three-quarters by the year 2015; 

• make progress towards gender equality and the 
empowerment of women; this should be 
demonstrated by eliminating gender disparity in 
primary and secondary education by 2005.  

More recently, during the 2000 UN General 
Assembly, the Millennium Declaration was adopted by 
the largest number of government leaders ever to meet, 
which collectively committed them to work to free the 
world from extreme poverty.  To achieve that end, these 
governments endorsed the Millennium Development 
Goals (MDGs)1 a set of specific development objectives 
to be achieved by 2015.  The MDGs sharpen the focus on 
alleviating poverty by, amongst other things, improving 
specific health and social conditions.  Although the 
MDGs do not address certain objectives of the ICPD 
Programme of Action, such as achieving universal access 
to reproductive health services by 2015, four of them 
underline the importance of SRHR.  They include 
improving maternal health, combating HIV/AIDS, 
promoting gender equality, empowering women and 
reducing child mortality. 

In the context of the European Population Forum 
2004 under the auspices of the UNECE, IPPF European 
Network (IPPF EN) was invited to write a background 
paper for the thematic session on ‘Global population and 
development trends: the European View’.  The aim of 
this paper is to give a general overview of donor 
performance in ODA and SRHR funding since the Cairo 
summit.  It also describes the trends and evolution in 
development aid which could impact the further 
implementation of the ICPD Programme of Action.  IPPF 
EN exploited its professional experience and involvement 
in monitoring donor policies in the context of its DAC 
(Development Assistance Committee) Watch2

 project to 
draft this document.  Among other sources, it is based 
extensively on the research and data gathered for the 
‘DAC Watch Compilation’ (IPPF European Network, 

                                                        
1 See http://www.developmentgoals.org/ for more detailed 

information. 

2 See following section for a description of the DAC Watch project. 
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2002) and the ‘Euromapping3’ exercise (EuroNGOs, 
2003). 

Background: What is the DAC Watch Project? 

The OECD Peer Review Process  

The Peer Review process of the Development 
Assistance Committee (DAC) of the OECD is a critical 
evaluation of each country's performance in its overseas 
development assistance strategy.  The DAC4 conducts 
these periodic performance assessments “to improve the 
individual and collective development cooperation efforts 
of DAC members”.  The policies and efforts of individual 
members are reviewed approximately once every four 
years and some five programmes are examined annually.  
The Peer Review is prepared by a team consisting of 
representatives of the DAC Secretariat working together 
with officials from two DAC members who are 
designated as examiners. 

The actual DAC Watch Project and the Shadow 
Peer Reviews 

The IPPF EN ‘DAC Watch’ project broke new 
grounds in establishing effective monitoring of the 
OECD/DAC peer review process.  The goal of this 
‘Watch’ is to raise the awareness of donor governments 
of the need to contribute to sexual and reproductive 
health and rights (SRHR).  By contributing to the Peer 
Review process of the DAC, IPPF EN strives to ensure 
that the commitments arising from the ICPD on policy 
and resource requirements in relation to reproductive 
health are an integral part of each country’s Peer Review. 

IPPF EN, in collaboration with relevant national 
Family Planning Associations (FPA) and other Non-
Governmental Organisations (NGOs), initiates 
independent evaluations known as the “Shadow Peer 
Reviews on sexual and reproductive health and rights”.  
These reports are designed to assist the review process, 
by providing accurate and expert information focused on 
the SRHR aspects of development and cooperation.  
NGO participation in the DAC Review Process is 
essential and ensures that final country reports reflect 
civil society expectations, expertise and agendas. 

                                                        
3 The ‘Euromapping’ project is a monitoring exercise done by DSW 

and IPPF EN which aims at strengthening European advocacy and 
mobilising public funding in the fields of population, sexual and 
reproductive health and HIV/AIDS.  For more information, consult 
http://www.eurongos.org/resources/euromapping. 

4 The DAC is composed of the 23 major donors to development 
assistance: Australia, Austria, Belgium, Canada, Denmark, Finland, 
France, Germany, Greece, Ireland, Italy, Japan, Luxembourg, the 
Netherlands, New Zealand, Norway, Portugal, Spain, Sweden, 
Switzerland, the United Kingdom, the United States and the Commission 
of the European Union. 

Each Shadow Peer Review is composed of two 
sections: 

• a short overview of the country’s development 
policy and its main goals 

• an assessment of its policies dealing with 
SRHR and an analysis of the financial contributions 
to these issues.  

The DAC Watch draws its strengths from the 
expertise IPPF EN brings to the DAC officials, thereby 
giving them the necessary information to raise SRHR 
issues in the official review of a donor country. 

The Shadow Peer Review is also used by the FPAs 
and other NGOs to facilitate contact with their national 
DAC representatives.  Its major use is to raise awareness 
of the country performance at national level.  The 
Shadow Peer Review is widely used in advocacy work. 

The Shadow Peer Reviews are moreover recognised 
as an authoritative source of information on population 
and SRH issues by other actors, including development 
research institutions, parliamentarians and other 
international organisations such as UNFPA.  Information 
from the DAC Watch project has been extensively used 
as input to this paper. 

Levels of official development assistance in 
DAC countries: a decade of history 
Development aid became a major feature of 

international relations and cooperation after the Second 
World War and especially after the widespread 
achievement of independence in the late 1950s.  Official 
Development Assistance (ODA) has long been the 
principal source of funds for financing development and 
its importance was repeatedly emphasised in the 1990s at 
the various UN conferences.  Donor countries were 
reminded that substantial levels of aid are required to help 
finance progress towards the new international 
development goals.  This is particularly true for reaching 
the objectives of the Programme of Action of the ICPD 
and the MDGs directly related to SRHR. 

The donor countries consistently reaffirmed their 
commitment to dedicating larger shares of their budget to 
ODA during these years.  However, the historical 
development relating to ODA belies these promises: 
indeed there has been a clear downward trend in ODA 
over the past decade.  In order to give an overview, let us 
analyse how much aid has been given over time and what 
the current situation is.  Are these levels sufficient to 
significantly impact development? What are the 
perspectives for the future?  These questions are 
addressed in this section on ODA levels. 
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A long-standing target: 0.7 per cent of  
GNI to ODA 

Although the need for ODA was recognised by the 
donor community back in the 1950s, a consensus on a 
minimum level to reach in order to have an impact on 
development was hard to find.  The notion of having such 
a target for development funding was first suggested in 
1958, when it was proposed that one per cent of the 
developed countries’ Gross National Product (GNP) be 
transferred to the developing countries in the form of 
grants and loans.  Ever since, the measurement, content 
and implementation of a target have been major issues in 
development negotiations.  Years passed in discussion 
before the idea was accepted that each developed country 
should attempt to transfer to developing countries a net 
amount of at least 0.7 per cent of their GNP for global 
development.  That target was first formally proposed in 
1969 by former Canadian Prime Minister L. Pearson in 
the Report on International Development.  Today this 
figure has been widely accepted as a reference target for 
ODA by the OECD/DAC.  Endorsed by the UN General 
Assembly in 19705 it was part of the international 
development strategy for that decade and since then it 
was reaffirmed at several of the UN conferences of the 
1990s, including the 1994 ICPD. 

                                                        
5 Not all donors endorsed the UN 0.7 per cent target.  The United 

States for example never committed to this figure. 

Decline in ODA volumes and ODA/GNI ratios 
over time6 

Although in the mid-1960s achieving the UN 0.7 
per cent target appeared to be realistic, as ODA already 
amounted to about 0.5 per cent of the GNPs of the 
developed countries, the following three decades offered 
less optimism.  In the 1970s, instead of gradually rising to 
the target level, aid declined steadily to about 0.29 per 
cent of GNPs in 1973.  Subsequently, thanks to real 
increases in ODA volumes in the late 1970s and 1980s, 
the ODA/GNP ratio experienced a slight jump to around 
0.35 per cent. 

However, from the beginning of the 1990s, total 
ODA flows started declining again. Between 1991 and 
1997, net ODA fell by over $8 billion from $56.6 to 
$48.4 billion.  Over this period, the ODA/GNI ratio 
steadily declined from 0.33 per cent in 1991 to 0.30 per 
cent in 1993 and finally to 0.22 per cent in 1997.  In other 
words, overall ODA has clearly decreased since the ICPD 
(figure 1). 

In the late 1990s and early 2000s, ODA flows 
stopped declining but fluctuated between a high level of 
$56.4 billion in 1999 and a low level of $52.3 billion in 
2001.  These changes in ODA volumes showed no sign 
of catching up with the higher levels of the beginning of 
the decade (the all-time high was $60.8 billion in 1992 
and had declined to $59.1 billion in 1995).  Neither was 
there any improvement of the ODA/GNI ratio which 
remained on average at 0.22 per cent.  This is the smallest 

                                                        
6 Source: ODA figures from the OECD/DAC (comparable data over 

time and across countries). 

FIGURE 1

Total net ODA flows and ODA/GNI ratio of all DAC members from 1991-2001 
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share of donors’ GNP given to aid since statistics on aid 
first began to be collected in the 1950s.  An overall 
decrease in the ODA/GNI ratio has occurred, from 0.33 
per cent prior to 1994 down to 0.22 per cent in 2001 
(figure 1). 

When looking at 21 DAC donors7 we see that 11 
countries have increased their ODA volume since 1994: 
Belgium, Denmark, Finland, Ireland, Luxembourg, New 
Zealand, the Netherlands, Norway, Spain, the United 
Kingdom and the United States.  However, 10 others 
have decreased it: Australia, Austria, Canada, France, 
Germany, Italy, Japan, Portugal, Sweden and 
Switzerland. 

The situation in 2002: the start of a recovery?8 

Overall ODA levels 

From 2001 to 2002, DAC member countries 
increased their ODA levels by 4.9 per cent in real terms.  
Total ODA amounted to $57 billion, equivalent to 0.23 
per cent of the total donors’ Gross National Income 
(GNI).9  These figures could mark the beginning of a 

                                                        
7 Excluded are Greece (as it only entered the OECD/DAC in 1999) 

and the European Community. 
8 The DAC ODA figures for 2002 are the latest for when 

comparable data available.  
9 GNI: Gross National Income. In 2001, the DAC Members 

introduced a new system of National Accounts, which takes into account 
GNI instead of GNP. GNI = GNP + net receipts of primary income from 
non-resident sources.  GNI and GNP are, however, very similar and this 
change does not make significant differences in the statistics, which 
remain comparable.  

recovery from the all-time low level of 0.22 per cent of 
GNI of the previous two years. 

Distribution of ODA volumes per donor 
country (figure 2)  

The donor countries’ contributions to ODA are very 
uneven: only six of the 22 countries have an ODA level 
above $3 billion whereas nine do not even reach a total of 
$1 billion.  Moreover, almost two-thirds of total DAC 
ODA originates from EU sources (62 per cent). 

The United States remained the world's largest aid 
donor in volume terms for the second year running, 
followed by Japan (the United States overtook Japan for 
the first time since 1992 in 2001).  It is, however, 
interesting to note that the total contribution of the EU 
member states - plus the European Commission 
contributions to ODA – which combined come to $35.6 
billion represents an amount more than triple the United 
States’ spending on ODA ($12.9 billion).  Germany, 
France and the United Kingdom are the leading donors 
after the United States and Japan. 

The year 2002 is seen as promising.  Twelve of the 
22 DAC member countries reported an increase in ODA 
in real terms (of which seven are EU member states).  For 
nine of them, the increase was over 10 per cent.  The 
most significant increases were seen in Greece (+34.2 per 
cent), Italy (+31.5 per cent) and Ireland (+25.4 per cent).  
However, ten DAC countries saw a decrease in their aid 
contributions in real terms, but fortunately the scale of 
these decreases was proportionately smaller than the 
scale of the increases in other countries.  For only two 
countries was this fall more than 10 per cent: Austria  
(-16.5 per cent) and Spain (-15.7 per cent) compared to 

FIGURE 2

Net ODA volume from DAC member countries in 2002 
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their 2001 levels.10  Denmark and Switzerland made more 
modest cuts of 6.4 per cent and 5.6 per cent respectively. 

Classification of donors according to their 
ODA/GNI ratio (figure 3) 

Donor countries can clearly be classified into three 
major groups according to their generosity.  The first 
group are the best performers.  Denmark, Luxembourg, 
the Netherlands, Norway and Sweden are the only five 
countries to meet the UN ODA target of 0.7 per cent of 
GNI.  Only two other countries, Belgium and Ireland, 
have reached levels above the average country 
contribution of 0.40 per cent.  A positive sign is that these 
two countries, together with France, have given a firm 
date to reach the 0.7 per cent target: Belgium by 2010; 
Ireland by 2007 and France by 2012.  All these countries 
are in Europe, mainly in the northern part. 

The second group are the average performers: about 
a third of the DAC countries have an ODA/GNI ratio of 
between 0.25 per cent and 0.40 per cent, and are mainly 
countries located in the centre of the Europe (France, 
Switzerland and Germany) but also the United Kingdom, 
Finland and Canada. 

                                                        
10 These levels had been boosted by exceptional debt relief 

operations in 2001. 

Finally, the majority of the DAC countries have an 
ODA/GNI ratio below 0.25 per cent.  These least 
generous countries are mostly located in southern Europe 
(Portugal, Spain, Italy and Greece) plus Austria.  The 
other countries of this category are DAC members 
outside Europe: Australia, New Zealand, Japan and the 
United States.  Concerning the United States, it is 
important to note that whereas it is the major donor in 
volume terms, it has the lowest ODA/GNI ratio of all 
DAC countries (0.12 per cent).  Even with an increase of 
its ODA by 11.6 per cent in 200211, the United States 
remains the least generous donor in the world as 
measured by its ODA/GNI ratio, and this for the ninth 
consecutive year. 

Funding gap, future requirements and recent new 
commitments  

The recent increases in aid are the first results of the 
general commitments made by donor countries to 
increasing their ODA to developing countries in the 
context of the International Conference on Financing for 
Development held in Monterrey, Mexico, in March 

                                                        
11 These increases were mainly due to additional and emergency 

funds in response to the 11 September 2001 terrorist attacks, as well as 
new aid initiatives, especially in relation to humanitarian aid.  

FIGURE 3

Net ODA in 2002 – as a percentage of GNI 
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2002.12  At this UN gathering, emphasis was laid on the 
inadequate current levels of total ODA for reducing 
poverty and reaching the MDGs. Rough estimated costs 
for achieving the agreed international goals were 
presented (Zedillo, 2001).13  An additional ODA of $50 
billion per year was said to be required for each of the 
next 12 years.  This represents an increase from 
approximately $57 billion of ODA in 2002 to $100 
billion per year. 

New international pledges 

These figures laid the foundation for a new political 
momentum towards aid.  To respond to this funding gap, 
individual countries made positive pledges for the future.  
The following are some of the major announcements by 
the non-EU countries: 

Canada promised an increase of 8 per cent per year 
in ODA to reach the target of 0.7 per cent in the medium 
term.  The Canadian ODA/GNI ratio should reach 0.33 
per cent in 2006/07. 

The United States pledged an additional $5 billion 
from 2003 to 2006.  This initiative, called the New 
Compact for Development14 would be the largest three-
year increase in American aid in the last 20 years.15 

Norway pledged to reach 1 per cent of its GNI to 
ODA by 2005. 

Switzerland plans to reach 0.4 per cent of its GNI to 
ODA by 2010. 

The Barcelona Commitments 

Another positive sign attributed to the stimulus of 
the Monterrey Financing for Development Conference 
was the increase in total ODA of the EU countries by 2.8 
per cent in real terms in 2002.  It was the consequence of 
a decision taken at the European Union Barcelona 
Council of March 2001 (and reaffirmed at Monterrey).  
Indeed, the heads of state of the European member states 
felt that at that stage it was important to arrive at the 
Monterrey Conference with strong common views on 
increasing ODA.  They therefore proposed eight 
commitments (known as the ‘Barcelona commitments’) 
for the member states to work on, including increasing 
ODA levels.  It was decided that the European 

                                                        
12 See http://www.un.org/esa/ffd/ for more details. 

13 The World Bank has estimates in the same range: an additional 
$40 and $60 billion per year to reduce poverty (report published in 
February 2002).  The Bank also calculated an estimated cost for reaching 
the health-related MDGs: an additional ODA of $20 to $25 billion per 
year would be required. 

14 This funding will be devoted to projects in nations that govern 
justly, invest in their people and encourage economic freedom.  

15 Despite this almost 50 per cent increase of American ODA, it is 
estimated that this will still not enable the country to move up from 
bottom place in the list of donors in terms of ODA/GNI ratio.  

Commission had to organise dialogue with each EU 
member state on setting a realistic timetable for reaching 
higher ODA targets.  At the EU Development Council of 
November 2001, the EC proposed a plan to gradually 
increase ODA levels and it would also monitor the 
progress of each country’s ODA level.16  The proposal for 
a ‘road map’ to reach the financial goals was the 
following: 

The EU member states have two different targets to 
reach in the short term (by 2006): 

• one individual: by 2006, all member states 
should at least reach the 2000 EU average of 
0.33 per cent ODA/GNI (those already above 
0.33 per cent are expected to make further 
increases as well). 

• one collective: by 2006, the EU average 
should go up to 0.39 per cent (thanks to the 
increases of the individual country levels). 

A long-term gradual process will lead all EU 
member states towards the UN target of 0.7 per cent: 

• In 2006, the new EU average of 0.39 per cent 
would become the benchmark for all 
individual countries to reach by 2010. 

• By a similar process, the member states would 
repeat this process of achieving successive 
realistic milestones until the UN target of 0.7 
per cent would be met in 2015. 

In May 2003, the EC produced a first evaluation 
report (SEC, 2003). 

The trend towards the achievement of the first 
Barcelona Commitment on the volume of ODA is 
positive.  The implementation of the scenario had started 
well despite a difficult budgetary background. In 2003, 
10 of the 15 member states had met the Barcelona target 
of 0.33 per cent ODA/GNI17 (of which four had already 
reached the UN 0.7 per cent target).  The five remaining 
countries had not yet met the target but recommitted to 
achieving it by 2006.18. 

Moreover, most of the EU member states have 
established concrete plans for increasing their ODA to the 
levels set at Barcelona, and some have even presented 

                                                        
16 The EC has no mandate to oblige the EU member states to reach 

higher ODA targets: the agreements are thus not really official 
commitments but rather good intentions.  Nevertheless, it has been seen in 
several past cases that when the EC has been given the right to draw up 
scoreboards on progress by EU member states, the countries felt pushed 
to react positively.  

17 In 2002 Denmark, Luxembourg, the Netherlands, Sweden, 
Finland, France, Ireland and Belgium reached the goal and in 2003 two 
more joined this group: the United Kingdom and Austria.  

18  Germany, Greece, Portugal, Spain and Italy 
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commitments going beyond the EC targets.19  Denmark, 
on the contrary, announced a decrease in its ODA/GNI 
ratio as the new right-wing government is not willing to 
strive to reach the target of 1 per cent set by the former 
government.  However, the country has promised to 
maintain its overall ODA level above the 0.7 per cent UN 
target. 

Major challenges for the future 

Even with these positive signs, still a long way 
to go… 

Despite these positive announcements, according to 
DAC estimates, fulfilling these promises would only raise 
total ODA in real terms by 31 per cent (about $16 billion) 
and the ODA/GNI ratio would increase to 0.26 per cent 
by 2006.  First, this will still be well below the ratio of 
0.33 per cent consistently achieved before 1992 (so we 
are not even catching up to where we were).  Secondly, 
this increase represents only a third of the estimated 
additional funds needed to achieve the MDGs as 
calculated by the World Bank.  The prospect of missing 
the 2015 goals by a lack of funding is thus a matter of 
profound concern.  This critical situation is also true for 
the ICPD goals. 

Increasing the efficiency of aid  

Since the ICPD, the discussion on aid volumes has 
been in parallel with discussions on the effectiveness of 
aid. Major donors (e.g. Denmark, the United States) have 
increasingly criticised the fact that emphasis has been 
placed mainly on how much ODA is available to spend 
and not enough on how it is spent.  The following are 
examples of critical issues which need to be addressed. 

Strong concerns have been and are still expressed 
about the fact that ODA is often used inefficiently due to 
significant absorption constraints faced by aid recipients, 
in particular due to their lack of institutional and human 
resource capacities.  Most aid recipient countries indeed 
have fragile political and administrative systems.  It is 
often believed that not enough efforts are made on the 
accompanying measures needed to maximise the impact 
of ODA. 

Part of the problem has also been the fault of 
donors: too frequently aid has become too tied, too 
uncoordinated, with too many conditions, too narrowly 
dispersed and its administration too distant from local 
decision-making and needs.  Another long-term problem 
is that donors have often used aid to advance their own 
trade or foreign policy goals rather than attempting to 
maximise their impact on poverty reduction or growth. 

                                                        
19 France: to reach 0.7 per cent of GNI/ODA by 2012; Ireland: by 

2007; Belgium: by 2010; United Kingdom: 0.4 per cent of GNI/ODA by 
2005. 

This situation has started to change since the ICPD: 
the OECD took significant steps to improve aid 
effectiveness in the mid-1990s (OECD, 2004) and the 
World Bank introduced the Comprehensive Development 
Framework20 in 1998.  This is an approach by which 
developed and developing countries establish a long-term 
relationship; the recipient country develops and so has 
ownership of its own poverty reduction strategy; and 
there is a strong partnership between governments, 
donors, civil society, the private sector and other 
development stakeholders in implementing this country 
strategy.  The Framework also recommends that donors 
put their ODA into a common pool to support the 
financing of the development strategy which will then be 
fully implemented by the recipient. 

Whereas these steps were seen as positive and led to 
better donor coordination and improved coherence, 
donors still attempt to use the new system in such a way 
that they manage to impose their old-fashioned 
conditionality, and the common pool approach is still 
more often the exception than the rule (as donors are 
afraid of losing control over their financial resources).  
Further changes in the structures and processes of aid are 
still needed to enhance development effectiveness.  A 
simple example, among others, would be that the 
distribution of aid should be determined more 
systematically by the depth of poverty of the recipient 
country and by the ability of its policy environment to 
support poverty eradication measure. 

These issues were addressed extensively during the 
International Conference on Financing for Development 
in Monterrey in 2002.  The outcome of the meeting, the 
Monterrey Consensus (United Nations, 2002), for the 
first time includes a strong international commitment 
towards further improving policies and development 
strategies, both nationally and internationally, in order to 
enhance aid effectiveness.  The consensus enumerates a 
series of measures to intensify these efforts, and the 
international community endorsed them.  Drastic changes 
in the attitude of the donors will be required, but this 
overall appraisal of the problem can be seen as a first step 
towards possible major progress. 

Funding for sexual and reproductive health 
and rights in development: an overview 
since the ICPD 
In 1994, at the ICPD, the participants called upon 

the international community to: “…achieve an adequate 
level of resource mobilization and allocation at the 
community, national and international levels for 

                                                        
20 See the following website for a complete explanation 

http://web.worldbank.org/WBSITE/EXTERNAL/PROJECTS/STRATEG
IES/CDF/0,contentMDK:20072662~menuPK:60746~pagePK:139301~pi
PK:139306~theSitePK:140576,00.html. 
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population programmes and for other related 
programmes…” (Art 13.21 Programme of Action of the 
ICPD)  Dedicating a fair share of each donor’s ODA to 
SRHR programmes was internationally recognised as 
essential in order to achieve the goals of the ICPD.  A set 
of clear financial targets were agreed upon during the 
conference and donors have made significant financial 
efforts since 1994.  However, the total funding level for 
SRHR still falls short of the needs.  This section gives an 
historical overview of the evolution of SRHR funding 
levels.  It also describes the methodological difficulties 
associated with measuring funding for SRHR, and the 
actual funding shortfall is outlined. 

International resource goals for Sexual and 
Reproductive Health and Rights  

Financial agreements at the ICPD  

The Programme of Action of the ICPD specified the 
financial resources, both domestic and donor funds, that 
would be necessary to implement the population 
development and reproductive health package over the 
following 20 years.  It was estimated that the 
implementation of these programmes worldwide would 
necessitate $17 billion by 2000 (Art.13.15 PoA ICPD). 

Two-thirds of the projected costs were expected to 
be provided by domestic sources, representing a total 
amount of $11.3 billion by 2000.  One third of the total 
needs were to come from the international donor 
countries (art 13.16 PoA ICPD).  These external 
resources should have amounted to $5.7 billion by 2000 
and $6.1 billion by 2005. (art 14.11 PoA ICPD) (table 1).  

Population assistance as a share of  
Official Development Assistance 

The share of ODA allocated to population 
assistance reflects the level of importance each donor 
assigns to population and reproductive health issues 
within its development aid policy.  The ratio of funding 
for SRHR with respect to total ODA (SRHR/ODA) 
demonstrates the importance that each country attaches to 
these issues. 

In 1989 in Amsterdam, at the International Forum 
on Population in the 21st Century, sponsored by the 
United Nations, the international community agreed that 
the proportion of donor support for population 
programmes should rise to 4 per cent of total ODA.  This 
figure has not become an official international agreement, 
but is widely used by the stakeholders active in the field 
as a benchmark on how much each country should 
allocate to population assistance, in order to provide 
reasonable support for these issues. 

Sources and definitions 

Source of the figures used 

The figures used in this paper are taken from a 
study called Financial Resource Flows for Population 
activities in 2001 (NIDI/UNFPA, 2003).  It is the final 
edition of a series of reports done by the Netherlands 
Interdisciplinary Demographic Institute (NIDI), under 
contract to and in collaboration with UNFPA.  It presents 
the results of a data collection exercise, aimed at 
analysing donors’ and domestic countries’ resource flows 
in the field of population and SRH. 

It is the only source of information which provides 
comparable data on these issues for 22 DAC members 
(all DAC members except Greece).  The data also allow 
historical comparisons to be made (figures are available 
from 1995 to 2001.21)  Data on donor assistance for 
population activities were gathered using a uniform 
detailed questionnaire sent to each country.  The 
collection procedures were done in such a way as to 
avoid double counting and to allow verification. 

Definition of the ‘Costed Population Package’ 

The figures record resource flows for several 
categories of activities, all relevant to SRH.  These 
categories form what is called the “Costed Population 
Package”22, and includes all costs related to the 
following:23: 

• Family planning services; 

• Basic reproductive health services; 

• Sexually transmitted diseases - HIV/AIDS: 
prevention, treatment and care; 

                                                        
21 Data for earlier years are available but a different definition 

of population aid was used then and so cannot therefore be 
strictly compared.  

22 The “costed population package” was specified and 
described in the Programme of Action of the ICPD under 
paragraph 13.14. 

23 See Appendix 1 for a detailed definition of the ICPD 
“costed population package”. 

TABLE 1

The ICPD resource allocation goals  
(Billion dollars) 

 Financial resources required for 2000-2015 

 
Domestic 
resources 

External 
resources 

Total 
resources 

2000 ........................... 11.3 5.7 17.0 
2005 ........................... 12.4 6.1 18.5 
2010 ........................... 13.7 6.8 20.5 
2015 ........................... 14.5 7.2 21.7 

Source:  Programme of Action of the ICPD, 5-13 September 1994 (Art 13.15 
and 14.11). 
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• Basic research: data analysis, development of 
population policy.  

This package will be referred to as “Population 
assistance” in this paper.  

Constraints in monitoring sexual and reproductive 
health funding flows 

The figures shown should be treated as best 
available estimates.  Indeed several factors make the 
monitoring of population assistance difficult.  Why is it 
so challenging? 

Difficulty of disaggregating the SRH 
components 

It is difficult to disaggregate and differentiate the 
SRH components from other elements in larger projects.  
This is especially the case in the actual development 
environment where the emphasis is made (rightly) on 
integration.  First, the increased use of Sector Wide 
Approaches (SWAps) makes it difficult to track the level 
of funding for specific SRH issues within the general 
health sector.  The data recording system does not allow 
for clear differentiation between the four items of the 
costed package.  Moreover, some donors are increasingly 
encouraging the use of direct budget support. Because the 
donors’ funding is then gathered in one basket and 
managed by the Minister of Finance of the recipient 
country, it is almost impossible to distinguish how much 
each donor has contributed to each sector, and even less 
to distinguish how much was given to each component of 
a sector.  Finally, there is a growing trend towards the 
integration of SRH services into general health services, 
which is consistent with the call for this made at the 
ICPD.24  However, evaluating the amount of funding 
specifically dedicated to SRH issues is then a challenging 
task. 

Concerns about underreporting 

Some donors are concerned that a great deal of 
funding goes unreported, with the reported level being 
considerably lower than the actual level of SRH funding. 
Indeed, several integrated development projects in the 
social sectors (other than health or education) do include 
SRH aspects but they are not reported as such, given the 
fact that the budget is not split per individual 
component.25  Moreover, by adhering to the definition of 
the costed package, other population-related activities, 

                                                        
24 One example of integration would be in the building of a 

new hospital which would include a maternity ward. 
25 e.g. SRH components are often integrated into programmes 

sponsored by the European Commission, where SRH activities are 
financed from non-SRH-related budgets. For example food aid or the 
refugee budget have specific population components, but these are not 
reported in the total EC SRH funding.  

such as education or women’s issues, are not included in 
the calculations. 

Difficulties with monitoring 

Given the difficulties mentioned above, providing 
good funding figures is difficult and time consuming.  
Donors become reluctant to spend a lot of time producing 
unsatisfactory figures.  Many complain that while SRH 
civil society on the one hand is pushing for more 
integrated programmes, on the other hand it is seeking 
accountability on a category-by-category level that is 
beyond the capacity of donor information systems to 
provide. 

Questions about future monitoring 

For these reasons, the figures provided are most 
probably underestimates.  However, even when taking 
into account the grey zones of unreported funding, the 
gap between international commitments and the 
estimated spending figures remains so large that the strict 
exactitude of the data will not have an impact on this 
conclusion. 

As new development trends are making it 
increasingly difficult to monitor financial flows into 
SRH, donors are suggesting that the best way to measure 
progress towards the ICPD commitments is by 
monitoring the outcome of projects, based on results-
based SRH indicators.  While the benefit of outcome 
indicators has to be recognised, using only these types of 
indicators (which most of the time are long-term 
indicators) is not considered as very effective for direct 
advocacy work with donor governments.  Having a set of 
comparative funding levels for all donors puts far more 
pressure on governments to convince them to react and 
live up to their promises.  Both kinds of indicators are 
seen as essential in order to measure the progress with the 
ICPD Programme of Action. 

Ten years of international population assistance 
flows 

It is difficult to analyse the evolution of donor 
contributions to population assistance following the 
ICPD, partly because the definition of population 
assistance has expanded in response to the proposals 
made at that conference.  For example, in 1995 the 
United Nations Fund for Population Assistance (UNFPA) 
added two new components to the definition used 
previously: these were ‘expenditures for the fight against 
HIV/AIDS’ and ‘maternal care’.  When looking at the 
sum of all population assistance from the developed 
countries26 (for all DAC members except Greece) from 

                                                        
26 The spending of developed countries includes the UNFPA’s 

income from these countries, since the contributions to UNFPA are 
regarded as being earmarked for population assistance.  
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1994 to 1996, it rose from 977 to $1,372 million, and the 
SRH/ODA ratio grew from 1.7 to 2.5 per cent.  Whether 
this significant increase is to be attributed more to the 
change in definition or more to actual responses to the 
ICPD proposals (or partly to each of these reasons) is 
unclear.  Therefore, no clear-cut conclusion can be drawn 
from these figures. 

Evolution of DAC member contributions to 
SRH in volume from 1995 to 2001 

Between 1995 and 2001, the general trend has been 
rather positive. Donor contributions to SRH funding 
increased by 25 per cent from $1.37 to $1.71 billion.  
This growth has not been steady: population assistance 
experienced an initial jump in 1997 (from $1.37 to $1.53 
billion); it stagnated in 1998 (at $1.54 billion) before 
falling in 1999 to $1.41 billion. Since then, population 
assistance has started increasing again. In 2000, it caught 
up and even surpassed the 1997 funding level, reaching 
$1.6 billion. In 2001, population assistance grew again by 
7.6 per cent and attained $1.72 billion, a record high since 
1995 (figure 4).  

Evolution of the SRH/ODA ratio from 1995 to 
2001 

As mentioned earlier, a good indicator of 
commitment to population assistance is the contribution 
that donor countries make to SRH relative to the total 
amount of their development aid.  The ratio SRH/ODA is 
therefore examined in the NIDI study.  From 1995 to 
2001, population assistance from developed countries 
rose from 2.32 to 3.24 per cent of total ODA, although it 
experienced marked fluctuations (figure 4). 

Despite these apparently encouraging signs, further 
analysis of the figures leads to a more nuanced 
conclusion. Between 1995 and 1997, the ratio increased 
from 2.38 to 3.18 per cent.  This, however, happened in a 
period when ODA decreased from $58 to $48 billion.  
The same situation occurred in 2000 and 2001 when the 
SRH/ODA ratio increased (after a two year decline) to 
respectively 2.93 and 3.24 per cent - but again in the 
context of decreasing ODA.  So, the share of SRH 
spending has increased in the years when the overall 
ODA budget has declined. 

We see the opposite effect between 1997 and 1999, 
when the SRH/ODA ratio decreased from 3.18 to 2.45 
per cent at a time when ODA increased from $48 to $56 
billion.  In those years, population activities received a 
smaller share of an increasing ODA.  In other words, 
since 1995, the SRH/ODA ratio never grew thanks to 
both increases in SRH funding and ODA volumes.  
Population assistance has never received a bigger share of 
a larger total ODA amount, although there has been a 
general upward trend in raw volume. 

The situation in 2001: encouraging signs in a 
gloomy international context  

Total international population assistance 

When summing together the developed countries’ 
spending, the non-earmarked contributions from the 
United Nations27 system, donations from philanthropic 

                                                        
27 These UN contributions include those contributions to population 

activities - mainly from UNAIDS, UNICEF, UNFPA and WHO - that 
come from the general funds, not earmarked for population activities, as 

FIGURE 4

Total DAC members’ contributions for SRH funding and SRH/ODA ratio (1995-2001) 
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foundations and loans of development banks,28 the total 
international population assistance for 2001 amounted to 
$2.5 billion.  This was somewhat lower than the 2000 
level of $2.6 billion.  The fall is mainly attributable to 
decreases in the loans provided by development banks.  
The 2001 level remains, however, a step forward 
compared to 1999 when total population assistance was 
only $2.2 billion.  Moreover, since 1995, this aggregate 
has increased from $2 to $2.5 billion. 

SRHR funding levels of individual donor 
countries in 2001 

• In terms of volume 

The developed countries do not share the burden 
equally of providing funding for population assistance.  
On the one hand, only a minority of DAC members (4 
out of 22) donate more than $100 million per year to 
SRH issues: the United States, the Netherlands, Japan and 
Germany.  Their combined contributions represented 
more than 75 per cent of the total DAC population 
assistance in 2001.  Moreover, the spending of the five 
major donors represents 80 per cent of the total funding 
for SRHR (figure 5).  

On the other hand nearly half of the DAC members 
(10 out of 22) donate less than $20 million per year to 
these issues.  Their total contributions represent just 4.8 
per cent of the total DAC population assistance in 2001.  
Of these ten, six spent less than $10 million per year on 
population assistance (figure 5). 

Six countries and the European Community spent 
between $20 and $80 million per year: they supply about 
14.5 per cent of the total DAC contributions to 
population.  The figures from the NIDI study concerning 

                                                                                            
supplied by developed countries, developing countries and interest earned 
on income (NIDI/ UNFPA, 2003).  

28 The development bank loans fluctuate widely from year to year 
and generally these loans have to be repaid.  

the European Commission are to be read with caution: 
indeed, the EC used a very restricted definition of 
population activities in its reporting to NIDI.  The 
resulting figures are therefore considerable 
underestimates and do not reflect the true SRH spending 
level of the EC.  More accurate figures for the EC ICPD 
spending can be found in the research paper published by 
Edwards (2000).  It covers the period 1990-1998 (latest 
data available) and he estimates that in 1998 the EC 
provided 237 million Euros to ICPD activities. 

The United States is by far the major donor to 
population assistance in the world.  At $951 million in 
2001, it contributed about seven times more than the 
second major donor (the Netherlands, which contributed 
$132 million) and this represents 55 per cent of total 
governmental giving for population assistance.  
Moreover, the United States made a major increase in 
SRH spending of 44 per cent between 2000 and 2001 
(figure 6). 

However, several remarks have to be made.  First, 
the growth in American population assistance can mainly 
be explained by very large increases in funding to fight 
the HIV/AIDS pandemic.  These amounts actually 
doubled from 2000 to 2001.  While such funds are 
crucial, questions are being raised on the content of the 
American overseas SRHR programmes in the context of 
the Administration of President G.W. Bush.  Indeed, the 
United States President is increasingly promoting 
“abstinence-only” programmes for young people, he 
openly doubts the safety of condoms in preventing 
HIV/AIDS and he strictly bans funding of emergency 
contraception and abortion.  Secondly, although the 
United States slightly increased its funding for family 
planning and basic research it decreased its spending on 
basic reproductive health services.  These are the initial 
results of the reinstatement of the Mexico City Policy 
from President Bush’s first day in office (Appendix 2).  
According to this rule, non-United States NGOs are 
banned from receiving USAID funding if they in any way 

FIGURE 5

Unequal burden sharing for population funding 
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promote, provide or refer patients for abortion.  In this 
context, the United States government deliberately 
chooses to provide less funding to reproductive health 
services which, it estimates, could include abortion-
related activities, and instead focuses its funding on 
family planning.29  Finally, it is important to note that 
despite the United States’ increase in population 
assistance, IPPF and UNFPA, two of the leading 
organisations in the field, lost all of their United States 
funding in 2002 due to the Mexico City Policy (see 
following section for more explanation). 

When looking at the other DAC countries, we 
notice that the largest decreases from 2000 to 2001 
occurred among some of the major donors to population 
assistance: the United Kingdom (-52 per cent), Norway  
(-28 per cent), Sweden (-23 per cent), the Netherlands 
(-22 per cent) and Japan (-12 per cent).  The reasons are 
most probably to be found in the fact these countries are 
the ones which are increasingly implementing SWAps in 
health and which are not, therefore, able to report 
comprehensively on each component of a cross-sector 
programme.  This situation leads to underreporting. 

                                                        
29 As soon as it came to power, the Bush Administration showed its 

disapproval of the agenda of ‘reproductive health services’, especially 
during the Summit for Children (New York) in May 2002.  The 
delegation insisted on using the phrase ‘access to family planning and 
contraception’ instead of ‘reproductive health’ and lobbied to replace 
‘reproductive health services’ with ‘basic health care’.  At the 5th Asia and 
Pacific Population Conference (Bangkok) in December 2002, the United 
States delegation attempted, unsuccessfully, to change the phraseology of 
the ICPD Programme of Action.  

Japan, however, is a different case: its economic crisis 
obliged the country to drastically reduce its ODA and 
consequently also its SRH funding. 

• In terms of share of ODA (figure 7) 

The SRHR/ODA ratio varies significantly between 
countries, ranging from 0.18 to 8.32 per cent.  Only four 
of the 22 DAC members (the Netherlands, Finland, 
Luxembourg30

 and the United States) reached the target of 
4 per cent of their ODA being given to SRH in 2001.  
Two other countries, which had reached the 4 per cent 
target in 2000, fell back below that level: Sweden and 
Norway.  A combination of probable underreporting of 
SRH funding due to the use of SWAps and of decreasing 
ODA explain these results. 

Half of the countries are allocating less than 2 per 
cent of their ODA to SRHR: this level is less than half of 
the required target.  Up to five DAC countries give even 
less than 1 per cent of their ODA to SRHR.  For Europe, 
these countries are mainly located in the south.  They also 
include all the DAC non-EU countries apart from the 
United States (Australia, New Zealand, Japan and 
Canada). 

A group of seven countries, all located in the 
northern part of Europe, spend over 2 per cent of their 
ODA on population assistance.  Four new countries, 

                                                        
30 Luxembourg spent 3.99 per cent of its ODA on SRHR and not 4 

per cent.  IPPF EN, however, decided to include the country in the group 
that had reached the target, given the fact that the figure was so close.  

FIGURE 6

SRHR spending in 2000 and 2001 
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considered as average ODA spenders, joined that group 
in 2001: Belgium, Germany, Ireland and Switzerland.  A 
trend has been seen between 2000 and 2001: among the 
northern countries, the traditionally bigger spenders saw 
their SRH/ODA ratio decrease whereas the average 
spenders saw this same ratio increase.  Among the 
southern countries however, no major changes were 
noticed. 

The United States was - by far - the most generous 
donor to SRHR, with 8.32 per cent of its ODA going to 
SRHR in 2001.  However, this performance has to be 
balanced with the fact that the American ODA level is 
low compared to its national income.31  Thus, population 
activities are receiving a large share of a comparatively 
small ODA.  The largest SRH donors in terms of volume 
are not necessarily the most generous donors in terms of 
their overall ODA, as illustrated by the following 
examples.  Whereas the Netherlands is both a large and a 
generous donor relative to its ODA, Japan is a good 
illustration of the reverse situation.  Despite its ranking 
among the top five donors in volume, Japan’s population 
assistance represents less than 1 per cent of its total ODA.  

                                                        
31 The United States, with an ODA/GNI ratio of 0.11 per cent, has 

the lowest ranking among DAC members and is far below the DAC 
average country contribution of 0.40 per cent. 

On the contrary, whereas Luxembourg ranks only 18th 
among the DAC members in volume terms, Luxembourg 
is among the most generous donors relative to its ODA, 
with a level close to the 4 per cent target (3.99 per cent). 

A snapshot of multilateral funding for Sexual and 
Reproductive Health and Rights: funding for 
UNFPA and IPPF from 2000 to 2003 

Multilateral spending on SRHR is mainly 
channelled through the United Nations Population Fund 
(UNFPA), the leading provider of United Nations 
assistance in the population field, and the International 
Planned Parenthood Federation (IPPF), the largest NGO 
in the field of SRHR.32  Whereas the total contributions to 
population assistance are mostly estimated figures using a 
range of definitions, contributions to these organisations 
are reliable and easily comparable figures. 

 

                                                        
32  Multilateral assistance for population activities consists also of 

contributions from other UN agencies such as WHO, UNAIDS, UNICEF 
and loans and grants from development banks.  See the NIDI/UNFPA 
study for more information.  In this paper, we focus only on UNFPA and 
IPPF multilateral funding.  

FIGURE 7

SRHR/ODA ratio in 2001 
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FIGURE 8

Donors spending for UNFPA (Net general contributions in $ millions) 
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Governmental contributions to UNFPA 
(figure 8) 

The Netherlands and Japan are by far the major 
donors to UNFPA.  For the second year running, the 
Netherlands ranked first (with $66 million in 2003), 
reversing the pattern of the 1990s when Japan held that 
position.  The latter sharply decreased its funding to 
UNFPA in 2002 (from $48 down to $39 million) and 
thereby lost its ranking.  It maintained this lower rank in 
2003. 

The United States was a major contributor to 
UNFPA in 2000 and 2001, with a contribution of $21.5 
million in both these years.  However, in 2002, due to 
false allegations regarding UNFPA’s work in China, the 
Bush Administration decided to stop funding the 
UNFPA.  Although the American Congress had agreed to 
give $34 million to the Population Fund, the government 
withdrew this decision.  Until there is a new 
Administration, this situation is unlikely to change given 
the reinstatement of the Mexico City Policy.  The United 
States is the only DAC country, together with Portugal, 
which is not contributing to UNFPA. 

Eight of the DAC countries are contributing less 
than $3 million.  The difference of scale between the 
smallest and the major donors is striking.  However, most 
of the minor contributors to UNFPA increased their 

contributions in 2002 and in 2003 compared to 2001.  
Norway, Sweden and Ireland are the countries with the 
fastest growing contributions to UNFPA.  

It is interesting to note that there are several 
developing countries amongst the top 20 donors to 
UNFPA (China, Pakistan and Saudi Arabia).  They are 
contributing higher amounts than countries such as 
Austria or Spain. 

Governmental donations to IPPF 

While 14 of the DAC members contribute to IPPF, 
there are still eight which do not provide any support to 
the largest NGO in the field of SRH.  Of the 14 donor 
countries to IPPF, only six provide more than $5 million 
per year (figure 9). 

Japan is by far the major contributor to IPPF (with 
$15.7 million in 2002), followed by Sweden (with $7.71 
million) and the Netherlands (with $7.26 million).  At the 
other end of the scale, six countries contribute less than 
$1 million per year. 

A majority of the country contributions to IPPF 
have decreased over the last two years, mainly as a 
consequence of the general fall in many countries’ ODA: 
this has been especially the case for Japan, Germany, 
Denmark, New Zealand and Australia (figure 10). 

FIGURE 9

Mapping of the contributions to IPPF in 2002 
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Due to the reinstatement of the Mexico City Policy 
(Appendix 2), IPPF lost all its income from the United 
States.  IPPF, in view of its global mission to save the 
lives of women and fight for reproductive health, decided 
not to sign the Mexico City Policy.  One of IPPF’s 
primary objectives is the elimination of unsafe abortion, 
through information, advocacy and access to family 
planning and safe abortion.  To achieve this, IPPF and its 
member associations seek to promote certain activities 
(such as advocating for legislative change, or providing 
training to health professionals in safe abortion) which 
are contrary to the Bush Administration’s anti-abortion 
stance.  Consequently in early 2001, IPPF lost a total 
amount of $12 million, which at that time represented 20 
per cent of its operating budget.33. 

As a reaction to this situation, some countries 
massively increased their contributions.  The Netherlands 
is the best illustration: that country more than doubled its 
donation to IPPF between 2000 and 2003 (from $3.2 
million to $7.7 million).  The Dutch Government thereby 

                                                        
33 In 1984, when the original Mexico City Policy was imposed, IPPF 

lost $17 million, which at that time represented 25 per cent of its 
operating budget. 

showed its willingness to help fill the gap left by the 
United States. Germany, Denmark and Finland are 
among the other generous donors who reacted after the 
Mexico City Policy reinstatement and made an effort to 
compensate the losses. 

The European Commission also openly criticised 
President G.W. Bush for reinstating the Mexico City 
Policy: as early as January 2001, the Commissioner for 
Development, Poul Nielson, reacted by saying that the 
European Commission was prepared to “fill the gap in 
funding”.  The European Commissioner kept his promise 
by providing IPPF with 10 million Euros for SRH 
projects in countries of the Africa-Caribbean-Pacific 
Region. 

Unmet needs and funding shortfall 

As shown above, the developed countries have 
made significant efforts to achieve the goals and 
objectives of the ICPD since 1994.  The total funding 
level from the developed countries increased from $1.37 
billion in 1995 to $1.71 billion in 2001.  However, the 
general positive trends seen in the years after the ICPD 
seem to be fading and even reversing.  And the level of 
contributions in 2000 fell well short of the agreed ICPD 
target for that year (figure 11). 

FIGURE 10

Government grants* to IPPF (2000 -2002) 

 

0

0.1

0.32

0.4

0.66

0.85

2.44

2.79

5.53

6.97

7.26

7.71

15.73

5.88

0 5 10 15 20

USA

Belgium

Finland

New  Zealand

Sw itzerland

Australia

Germany

Canada

Norw ay

Denmark

UK

Netherlands

Sw eden

Japan

USD Million
Grants f rom 2002 Grants from 2001 Grants f rom 2000

 
 

Source:  NIDI/UNFPA, 2003 
Note:  * Total restricted and unrestricted. 
Austria, France, Greece, Ireland, Portugal, Luxemburg, Italy and Spain are not contributing to IPPF. 
 



ODA levels and spending on SRHR__________________________________________________________________ 215  

 

1. The actual contributions of the donor countries to 
international population activities represented only 
28 per cent of the $5.7 billion target for 2000  

2. Contributions from the UN system plus foundations 
and development bank loans etc. represented 17.6 
per cent of the ICPD target for 2000. 

3. Overall, the total population spending (including 
bank loans and UN system) in 2000 did not 
represent even half of the ICPD target for that year 
(45.6 per cent).34 

When looking at 2001, the increase in SRH funding 
from the developed countries is seen as encouraging.  But 
the scale of this growth is too small to enable the donor 
community to catch up with its delay.  Moreover, the 
international population assistance for 2001 decreased to 
$2.5 billion from the 2000 level of $2.6 billion.  This 
implies that in 2001, the unmet needs were even larger 
than in 2000.  Reaching the next ICPD goal of $6.1 
billion by 2005 appears to be only a wistful dream. 

The funding shortfalls to the Cairo commitments 
are especially acute with respect to contraceptives and 
other reproductive health commodities.  Indeed, UNFPA 
estimates that, while global funding for all SRH 
requirements was around 45 per cent of the needs, the 
funding of commodity requirements was meeting only 36 
per cent of the needs in 2001 (UNFPA, 2001b).  Indeed, 
support for commodities was $224 million in 2001 
whereas the actual estimated contraceptive costs were 
$614 million.  Moreover, since 1997, donor support has 
been below the average level reached between 1991 and 
1996 (40.9 per cent of the requirements), whereas the 
actual costs and requirements grew rapidly.  This 
situation is taking place in a world where the number of 
contraceptive users is projected to increase by more than 
40 per cent from 2000 to 2015 as a consequence of both 
population growth and an increase in the proportion of 
people who are aware of and wish to use contraception.  

(It is important to bear in mind that between 2000 and 
2015 the population of reproductive age in developing 
countries will grow by 23 per cent).  Increased use of 
contraceptives and condoms for STI/HIV prevention is 
another factor contributing to rising requirements and a 
continued need for increasing donor support. 

Donors still need to continue to strive to reach the 
ICPD goals.  Lack of adequate funding remains one of 
the major constraints to the full implementation of the 
ICPD Programme of Action.  And this in turn has major 
implications for the achievement of the MDGs.  Indeed, 
SRHR has a strategic role in reducing maternal and child 
mortality, reducing the incidence of unsafe abortion, 
preventing HIV infection, reducing poverty and 
empowering women (see Birdsall, Kelley and Sinding, 
2001, for more explanation on evidence-based analysis of 
the direct impact of SRHR on the MDGs); these are all 
crucial elements for the achievement of the MDGs.  In 
other words, few of the MDGs can be realised if the core 
goals of the ICPD are not achieved. 

At the five-year anniversary meeting of the Cairo 
Conference in 1999, the international community was 
presented with figures showing the unmet needs and was 
reminded of its ICPD commitments.  Donor countries 
then renewed their promises to increase ODA in general 
and the share relating to SRHR in particular.  
Unfortunately, another five years have passed, and on the 
eve of the 10th anniversary of the ICPD the mobilising of 
sufficient resources for the SRHR needs of the world 
remains a major issue. 

Sexual and Reproductive Health policies as 
part of the development aid strategies of 
European donor countries (plus Canada 
and the United States) 
The Programme of Action of the ICPD not only 

required the developed countries to mobilise resources 

FIGURE 11

Reaching the 2000 ICPD target – shares provided by different stakeholders in 2000 
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for population assistance, it also encouraged them to 
develop a policy which would integrate SRHR issues into 
their development strategy.  Governments were called 
upon to “formulate, implement and evaluate national 
strategies, policies, plans, programmes and projects that 
address population and development issues,{…} as an 
integral part of their sectoral, inter-sectoral and overall 
development planning and implementation process”. (art 
13.5 PoA of the ICPD).  The existence of a country 
policy and the extent to which it has been developed give 
an idea of the level of importance each donor assigns to 
SRH issues.  Moreover, it is generally assumed that 
countries with well-established international SRH 
policies are more likely to provide greater funding for 
these issues.  (But this isn’t a rule: see later section.) 

So how does the policy map look ten years after the 
ICPD?  Did the Programme of Action have a significant 
impact on policy formulation for population assistance?  
Was the ICPD the only factor affecting policy change and 
development?  This section giving an SRHR policy 
overview will address these questions. 

Regional variations of international SRH policies 
of donors (Appendix 3) 

Following the Cairo conference, many European 
countries introduced SRH issues into their development 
policies and others revised their legislation in order to be 
in line with the ICPD goals.  The Programme of Action 
had indeed a catalyst role for many governments.  
Unfortunately, this has not been the case for all of them: 
several countries still lack legislative recognition of SRH 
issues either due to strong national political opposition or 
simply due to little interest in the issues.  The policy 
environment for population assistance is strikingly 
uneven across the UNECE region (European countries 
plus Canada and the United States), as the following 
classification demonstrates. 

Countries with independent and 
comprehensive SRH policies 

Although support for SRH issues was already high 
in the Netherlands and most of the Nordic countries 
(Sweden, Denmark and Norway) a long time before the 
ICPD, the commitment of their governments has 
deepened further over time.  These countries have 
developed strong independent policies, complying with 
the ICPD goals: they have adopted a comprehensive 
definition of SRHR (recognising its multi-dimensional 
aspect).  These countries are recognised as leaders in 
tackling the more controversial ICPD issues such as 
sexual rights and the SRH needs of adolescents.  
Although some of them have had to decrease their 
funding levels for population assistance recently (mainly 
due to ODA cuts in difficult economic contexts), they 
have significantly increased their funding level for 
population assistance since 1994. 

The United States has a 30-year long tradition of 
population assistance and therefore has a clearly defined 
family planning policy.  The latter was recognised by 
UNFPA as one of the most successful components of 
American foreign assistance (UNFPA, 2001a).34  This 
success motivated the country to play an active role in 
international acceptance for population issues: it became 
a key actor in framing the agenda of the ICPD.35  The 
American delegation to Cairo, working with United 
States’ civil society, appeared to be progressive and 
advocated increasing the emphasis on women’s 
reproductive rights in all SRH policies.  However, in 
terms of the United States’ own SRH policy, the country 
failed to adopt a holistic ICPD approach regarding 
SRHR.  It did not broaden its long-standing commitment 
to a narrow family planning model and it did not shift 
from a demographic approach of simply looking at 
population numbers to a rights-based rationale whereby 
women are free to choose the number and spacing of 
their children.  After the ICPD, the United States 
experienced an increasing number of attacks against its 
family planning policy from ‘anti-choice’36 politicians 
and members of civil society.  Since the start of the 
current Bush presidency, the United States’ government 
has implemented conservative programmes and limited 
the distribution of SRH funds (see details of the Mexico 
City Policy in Appendix 2). 

The United Kingdom, Canada and Switzerland each 
have a well-defined SRHR strategy, which are 
components of their respective health policies.  The 
integration of SRHR issues into their health policies is 
done in such a way that the ‘non-medical’ aspects of 
SRHR are not neglected37 and they have a broader 
approach to SRHR that goes beyond reproductive health 
care.  However, they still show some weaknesses in 
implementing coherent SRHR strategies (especially in 
the case of Canada), often due to a lack of expert staff in 
the field.  The United Kingdom (which has a long 
tradition of population support), and to a lesser extent 
Canada, have been involved in SRH programmes since 
before ICPD but the Cairo Conference motivated them to 
gradually expand their policies by broadening their scope 
and by emphasising their importance. Switzerland, on the 
other hand, had traditionally been rather reluctant to 
address these issues at a political level.38  It was only very 

                                                        
34 UNFPA notes that the United States’ SRH programmes have 

contributed significantly to increasing the use of modern contraceptive 
methods from under 10 per cent in the 1960s to 50 per cent in 2001. 

35 See the Introduction for more explanation. 
36 ‘Anti-choice’ includes negative standpoints on abortion, sexual 

rights, comprehensive sex education, homosexuality, etc. 
37 This means that SRH-related aspects such as male involvement, 

access to medicine, education etc. are taken into account in other policies 

38 Switzerland, however, has supported UNFPA and IPPF for many 
years. 
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recently (2003) that the country formulated a transparent 
SRH policy, which focuses largely on reproductive 
rights. 

Countries which recognise SRHR issues but 
mainly within other sectors  

These are countries which recognise the importance 
of SRHR issues in their development policy but mainly in 
the context of another sectoral policy (mainly as part of 
their health or general social policy).  In that sense, SRH 
is approached in a somewhat more limited way than that 
recommended in the ICPD Programme of Action: it does 
not have an independent status but is seen exclusively as 
a component of a broader policy. 

While some of these countries have an SRH policy 
which is embedded within a sectoral policy, its 
implementation is often more pragmatic and allows for 
some cross-sectoral activities.  This is the case for 
Germany, Finland and Belgium: their SRH policies are 
included in their health strategies but they included 
within their SRH programmes some ‘non-medical’ 
aspects such as information dissemination and education.  
But such policies have their limits: these countries often 
still see SRHR and HIV/AIDS as separate issues 
(especially Belgium) and have a tendency to disregard the 
inextricable link between the two.  Germany, Finland and 
Belgium were already tackling population issues in their 
development cooperation in the 1970s (mainly family 
planning) but the new comprehensive vision proposed at 
the ICPD gave them the opportunity to review their own 
approaches and to start adapting them.  Although there is 
still room for progress, these countries significantly 
improved their political support for SRH, which has also 
been reflected in increased funding levels since 1994. 

Spain and Portugal, on the other hand, are very 
recent donors and have had no tradition of dealing with 
SRH issues.  They both included SRH issues in their 
development policy for the first time after the ICPD.39  
Although these countries improved their political support 
for population assistance, their SRH programmes remain 
rather small and their governments were not able to make 
major increases in funding levels. 

Countries where SRH as a policy is not 
recognised as such 

The remaining six countries do not have a specific 
SRH policy nor do they contain clear statements of ICPD 
concepts in their development policies.  Among them, 
three countries (Austria, Greece and Italy) traditionally 
neglect SRH issues and only sporadically mention AIDS, 

                                                        
39  Spain mentioned SRH in its basic social services policy of 1995 

and Portugal in its health policy of 1996. 

family planning or gender concerns in their policies.40  
They have not shown any significant changes since the 
ICPD and their funding levels for population assistance 
remain low. 

France and Luxembourg have both shown a long-
standing reluctance to provide direct and open political 
support to SRH and therefore they do not make any 
explicit mention of ICPD issues.  However, several 
specific SRH aspects are well-represented in their 
different policies.  France shows active political support 
to maternal health, girls’ education and the fight against 
female genital mutilation, and the country is a world 
leader in fighting to combat HIV/AIDS.  Its contribution 
to population assistance however remains low and is 
mainly focused on strict HIV/AIDS activities.  
Luxembourg has not demonstrated its commitment to RH 
issues in official government policy documents, but it has 
expressed its interest in the topic in a number of political 
speeches.41  Moreover, the country is a top donor in terms 
of generosity for population assistance and these funding 
levels have increased significantly over time. 

Ireland has never been able to openly include SRH 
issues in its development policy, mainly because of the 
influence of national opposition forces and the strong 
presence of the Catholic Church in the country.  The 
ICPD has not changed this specific national situation.  
However, over time, thanks to advocacy campaigns 
within the country, the general public is gradually 
showing more interest in the issues and positive signs 
from the Irish government can be detected.  So, although 
the domestic context of the country does not allow strong 
political support for the ICPD, in practice the overall 
environment shows signs of improvement. 

Summary 

Of the above 19 donors, eight countries have 
drafted a comprehensive and formal SRH policy (either 
as an independent policy or as a integrated part of a 
sectoral policy), which reflects the philosophy of the 
ICPD Programme of Action.  An additional five countries 
have been able to integrate their SRH strategy into a 
specific sectoral policy, thereby clearly recognising the 
importance of these issues, though not fully endorsing the 
holistic ICPD approach.  Finally, six countries do not 
have any inclusion of SRH in their policies, among which 
three do not make any reference to ICPD-related 

                                                        
40 Italy mentioned SRH specifically in its health policy of 1998, but 

in practice these issues are given very low priority and very few SRH 
programmes are implemented. 

41  In his declaration in Parliament on Cooperation and Relief Policy 
on 15 November 2001, Luxembourg’s Minister for Development, Charles 
Goerens, expressed the commitments of his country on SRH issues as 
follows: “…We want also to contribute to guarantee the right to 
reproductive health, including the right to choose the number and spacing 
of children.  This is why we reinforce continuously our cooperation with 
UNFPA…”  
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activities and three others have only fragmented mentions 
about specific SRH concerns. 

Political support and funding levels:  
no straightforward conclusions 

In general, it can be said that countries with formal 
SRH policies in a development context are more likely to 
provide higher funding for these issues.  This has indeed 
been the case for the majority of the most advanced 
countries in terms of political support to population, such 
as the Netherlands and the Nordic countries.  For other 
countries, the more they have developed their SRH 
policy, the more committed they have become financially 
to population assistance: this has been the case for 
Belgium (and Spain to a lesser extent). 

However, this link is not always the rule: some 
countries which have formulated formal policies, do not 
complement their political engagement with ongoing 
financial support (e.g. Canada and Portugal).  Moreover, 
other strong political supporters of SRH have recently 
significantly cut their funding contributions to population 
issues (e.g. Denmark and the United Kingdom).  While 
these cuts are mainly associated with general ODA 
decreases, they are however signs of a looser 
commitment towards SRH. 

The state of advancement in the formulation of an 
SRH policy in the development context often depends on 
the political environment towards population issues at a 
domestic level: when a donor is reluctant to address SRH 
issues in their own country, it generally does not have an 
outspoken international SRH policy (and vice versa).42)  
However, this does not prevent countries with an 
unsympathetic environment from implementing SRH-
related projects.  The examples of Ireland and 
Luxembourg illustrate this: their governments prefer not 
to mention SRH issues openly in their policies in order to 
avoid public controversy while, in the meantime, they are 
implementing SRH programmes and increasing their 
funding levels for population assistance.  Depending on 
the political balance in each country, political support is 
not always the best prerequisite for improving a country’s 
commitment towards population issues. 

Emergence of a strong civil society after the ICPD  

Since the ICPD, the number of NGOs working on 
advocacy for SRH issues has grown significantly in 
Europe.  Such groups were already present in the United 
States in the early 1990s: they grew first as a 
compensating force to the anti-abortion movement which 

                                                        
42 Countries with progressive SRH policies at national level have 

also generally drafted comprehensive international population strategies.  
Moreover, when national legislation on SRH shifts towards a more liberal 
SRH approach, the interest in SRH within the cooperation framework 
tends to evolve as well: this was the case for Portugal in the years soon 
after Cairo. 

was active in the country itself, but also became active in 
trying to frame the United States’ development aid.  As 
certain European countries also started to encounter 
strong opposition following the ICPD, it was felt that 
European civil society needed to build active support for 
the ICPD Programme of Action in their national 
countries.  Many national family planning associations 
started working on international advocacy and new 
NGOs, born after the ICPD, also concentrated on such 
activities.  The ICPD fostered stronger commitment from 
civil society in the SRH field: support organisations 
strengthened their own capacities, organised themselves 
into networks and became more vocal on SRH concerns 
in a development context. 

In many countries, these groups have played an 
important role in increasing support for international 
SRH issues.  By helping convince parliamentarians to 
initiate legislation in support of SRH concerns, by raising 
awareness among the general public, and by monitoring 
how each government is living up to its commitments, 
NGOs in the field have often been key players in their 
government’s process to develop policies and increase 
their level of funding for population assistance. In other 
countries, the presence of such groups was important to 
counteract a strong conservative backlash. Often, the 
commitment of these NGOs has promoted a gradual 
change in perception about SRH issues among 
traditionally reluctant communities (politicians, civil 
servants and public opinion). 

European snapshots - individual country tables 
provide an overview of each donor’s 
commitment to ODA and SRHR 

As described earlier, the actual SRH policies of 
each donor are an important criteria by which to measure 
the level of commitment of a country towards SRHR.  
However, these alone are not sufficient to give a 
comprehensive idea of each country’s involvement in 
population issues.  The total funding level of ODA, in 
particular to SRH, together with their preferred 
distribution channels and the geographical spread of 
funding are also important elements for judging each 
donor’s dedication to population issues. 

In order to have a better idea of each of these 
elements, Appendix 4 presents overview tables for 
Austria, Belgium, Canada, Denmark, the European 
Community, Finland, France, Germany, Ireland, Italy, 
Luxembourg, the Netherlands, Norway, Portugal, Spain, 
Sweden, Switzerland, the United Kingdom and the 
United States.43. 

For each country, the table provides statistical data 
on: 

                                                        
43 Greece is not included as no figures were available. 
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• General ODA information broken down into 
multilateral and bilateral proportions, the top 
ten recipient countries of ODA and the top 
three UN agencies receiving ODA; 

• Spending on population assistance, specifying 
bilateral and multilateral proportions, the 
major countries who have received health and 
SRHR funding and the contributions given to 
UN agencies working in SRH-related fields 
(UNIFEM, UNAIDS, etc.). 

New trends in development and upcoming 
political challenges: what are the 
consequences for the implementation of 
the ICPD Programme of Action?  
While financial questions continue to be a major 

concern for the implementation of the ICPD Programme 
of Action, other changes in the political arena and new 
trends in development are already impeding the road to 
achieving the ICPD goals and these may have an even 
bigger impact in the future.  This section will describe 
these challenges and explain their potential effects on 
ICPD. 

The present political environment: growing 
conservatism in the European institutions 

In the last three to four years, the presence of 
various ‘anti-choice’ groups44 in the European institutions 
has become stronger and better organised.  For example, 
since 2001, the year of the reinstatement of the Mexico 
City Policy, a number of religious organisations have set 
up offices in Brussels in order to take part in the EU 
decision-making process (e.g. Care for Europe, EuroFam, 
Commission of the Bishops’ Conferences of the 
European Community (COMECE)).  These groups, 
which specifically oppose the international agreements 
that support a rights-based approach to SRH (e.g. the 
ICPD), have clearly intensified their activities.  Many of 
their actions have been aimed at stopping the 
advancement of SRH in Europe45 or at introducing 
religious references in major EU legislative texts46 but 

                                                        
44 Opposition in Europe is composed mainly of ethical and religious 

groups, specific anti-choice groups and political parties and individuals. 
The various anti-choice groups in Europe have long worked together in 
informal networks, but in recent years much of this networking has been 
spearheaded by United States-based organisations which have reached out 
to like-minded groups in Western and Eastern Europe.  

45 e.g. in July 2002, the European Parliament adopted the ‘Report on 
SRHR in Europe and Accession countries’, an initiative of MEP Anne 
Van Lancker.  This report provoked fierce debates in the Women’s Rights 
Committee and in plenary, a large number of amendments were added by 
anti-choice MEPs.  

46 e.g. the draft Constitution for the EU proposes a structured 
dialogue with the churches thereby giving them a privileged status. 

they have also targeted SRH in the context of 
development. 

Anti-choice groups have been particularly 
influential in discussions concerning the “Regulation on 
aid for policies and actions on reproductive and sexual 
health and rights in developing countries”, which started 
to be debated in the European Parliament in May 2002.  
This regulation is one of the legislative tools of the EC to 
enable it to implement the ICPD Programme of Action.  
At the plenary session of October 2002, Dana Scallon 
(Irish EPP MEP) tabled a parliamentary question 
concerning the term ‘reproductive health’, and she 
opposed the reference to ‘reproductive health services’, 
which could be construed as including abortion clinics.  
(The Commission gave its reply based on the text of the 
ICPD Programme of Action.  This states that abortion 
should not be promoted as a method of family planning 
but that where abortion is legal it should be safe.  Prior to 
the vote on the Regulation both in the Development 
Committee (January 2003) and in plenary (February 
2003), MEPs were ‘bombarded’ with anti-choice 
messages from organisations as well as individuals.  The 
regulation has also been the object of misleading 
information and misinformation.  Although it was 
adopted in the plenary session of the European 
Parliament on 13 February 2003, it kept being the object 
of parliamentary questions until it was formally adopted 
by the Council of Ministers on 17 June 2003. 

In December 2002, another attack was made on the 
EU aid budget - particularly to budget line B7-632 for 
“Aid for reproductive health in developing countries”; 
160 MEPs blocked the proposed increase in budget 
during its final vote at the plenary session in Strasbourg. 

In November 2002, again at the initiative of Dana 
Scallon, a letter criticising the EC support for SRH in 
developing countries and donations to the IPPF and 
UNFPA was signed by 46 MEPs and sent to the 
Commissioner for Development Poul Nielson.  Given the 
fact that the current Commissioner is a firm supporter of 
the ICPD goals, he sent a clear reply explaining his 
stance to these MEPs, as well as to the Chair of the 
European Parliament Development Committee and to the 
President of the Parliament. 

All these developments could put in real danger the 
future implementation of the ICPD Programme of Action 
and should be carefully monitored.  

The 2004 European Union enlargement process 

The European Commission expects that ten new 
accession countries will be ready for full membership on 
1 May 2004. Cyprus, the Czech Republic, Estonia, 
Hungary, Latvia, Lithuania, Malta, Poland, Slovakia and 
Slovenia will then join the EU, a process which will have 
important implications for development aid at the 
European level. 
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Requirements of the EU enlargement in the 
context of development aid  

As EU development policy is an integral part of the 
‘Acquis communautaire’47 the candidate countries will 
have to participate in it as soon as they enter the EU, both 
by taking part in the decision-making process and by 
contributing to the financing of development aid.48  To be 
able to comply with these requirements, the accession 
countries are expected to establish specific legal and 
administrative frameworks for their own development 
policies and create specific ODA budget lines.  So where 
do these countries stand today?  Are SRHR issues already 
being taken into account? What might be the impact of 
enlargement on SRHR policies and funding? 

Development and content of the accession 
countries’ new ODA policies  

Although some countries had a special cooperation 
policy during the Soviet period (e.g. Czechoslovakia and 
Hungary), these policies were abandoned after the fall of 
the communist regime and now need to be brought up-to-
date.  Moreover, many countries need to create 

                                                        
47 The “Acquis Communautaire” is the body of common rights and 

obligations which bind all the member states together within the EU. It is 
not only EU law in the strict sense, but it also includes all acts related to 
home/justice and foreign affairs plus common objectives, as laid down in 
the Treaties. Applicant countries have to accept the Acquis before joining 
the EU.  

48 Most new member states do not have an ODA budget. However, 
4.68 per cent of the total resources that the new member states will 
provide to the EC budget will automatically take the form of ODA. 
Moreover, they are expected to contribute to the European Development 
Fund (EDF) as from 2006 (to the 10th EDF).  

everything from scratch, from strategic goals to decision-
making bodies.  This process is challenging for several 
reasons.  Their economic situation remains difficult (they 
were aid recipients until recently), external aid is not 
perceived as a priority, and therefore aid issues are hard 
to address for politicians given the lack of public interest. 

The accession countries can be classified into three 
categories (Krichewsky, 2001) according to the level of 
progress of their development policies (figure 12).  The 
first group are the countries which have already 
established a legal and administrative framework for 
development and followed the DAC requirements.  These 
are the Czech Republic, Slovakia, Poland and Estonia.  
All have specific ODA budgets and already implement 
projects abroad.  Despite some remaining weaknesses, 
they will be the best prepared to embrace the EU 
development policy. 

The second group are countries which have started 
the process of creating a legal and administrative 
framework for development but which still have a long 
way to go in establishing it.  Hungary, Malta, Lithuania 
and Latvia do not yet have ODA budgets and only give 
aid on a case-by-case basis.  Slovenia is a special case 
among these countries as its aid policy has only been 
implemented within the framework of the Stability Pact 
of South East Europe. 

The third group (Cyprus, Romania and Bulgaria) 
are the least advanced countries: they have no 
development policy in place or even in progress; their 
only ODA is occasional case-by-case humanitarian aid. 

It is important to note that the nature of 
development policies of the accession countries is 
traditionally different from the existing EU member 

FIGURE 12

Accession countries’ development policy advancement 
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states in several aspects.  This will have an impact on 
SRHR activities and policies.  Moreover, the specific 
political environment in these countries could hinder the 
implementation of the ICPD Programme of Action. 

First, the geographical scope of their aid is 
traditionally different: it is directed mainly towards 
bordering countries and those not far beyond.  Little 
attention has been given to the developing countries of 
Africa, Latin America or Asia.  The Least Developed 
Countries, where the SRHR needs are greatest, have not 
been seen as priority recipients of aid. 

Secondly, these countries have other sectoral 
priorities.  The accent has been on assisting the transition 
of less advanced ex-communist countries to focus on, for 
instance, good governance and democracy, and on 
providing humanitarian aid or technical assistance.  The 
fight against worldwide poverty is not their first 
objective. SRH issues are not major themes which have 
been taken up by the accession countries: they do not 
consider health (including SRHR) in development as a 
priority.  When reading their new development policy or 
concept papers, it becomes clear that improving health 
has seldom been chosen as a primary objective.  This 
stance is not yet set in stone, as many countries have not 
yet defined their policies, but it appears to be a trend.  
When health is mentioned as an objective, the emphasis 
is mainly on the development of health infrastructure and 
not on health care or access to services.  Education is 
often mentioned as an objective, but more in the context 
of providing scholarships to foreign students to come and 
study in their country.  As an example, in the Hungarian 
concept paper, although the fight against HIV/AIDS and 
the importance of gender issues are discussed, SRH is not 
mentioned at all. 

Thirdly, the actual political environment in the 
accession countries may lead to an undermining of SRH 
issues in development for several reasons.  Many of these 
are rather traditional countries, which may have rather 
conservative views on SRHR in the national context.49  
These views are being put forward and supported by the 
strong presence of the Catholic Church, which is very 
influential in some of these countries (especially Poland), 
and by a growing number of active and well-organised 
anti-choice groups, mainly spearheaded by United States-
based organisations.  The same ambivalence towards 
SRHR can be expected from these governments in the 
context of development.  And the same opposition forces 
will be present to back them up in an international 
context. 

                                                        
49 e.g. access to abortion is extremely restricted in countries such as 

Poland and Malta.  To protect this, the Polish government asked for 
special provisions on abortion to be annexed to their accession treaty to 
the EU.  Warsaw put forward a request to the EU to include a declaration 
safeguarding Polish laws on the 'protection of human life'.  Malta also 
raised concerns and asked for a special declaration stating that abortions 
will remain banned on the Mediterranean island after it enters the EU. 

These standpoints can both influence the content of 
the development policy of each country, and also have 
consequences at a European level.  The representatives of 
the accession countries in the European institutions, 
whether as new Members of the European Parliament or 
politicians at the European Council or the Commission, 
may tend to have conservative views on SRHR issues.  
These politicians are nevertheless going to play an active 
role in EU decision-making.  This could potentially lead 
to a negative influence on EU legislation and funding for 
international SRHR. 

Finally, the new member states cannot yet rely on 
civil society for promoting the importance of poverty 
reduction and SRHR issues among the general public and 
politicians.  Indeed, NGOs supporting the developing 
world are still in an embryonic state in most accession 
countries.  The only existing groups are faith-based 
organisations, often funded primarily by the United 
States, which have little experience of working in 
developing countries and often have rather conventional 
opinions about SRHR topics.  The almost complete 
absence of organised advocacy groups to promote SRHR 
in development in these countries is seen as a major 
constraint for the future implementation of the ICPD 
Programme of Action. 

ODA levels and impact  

Funding development aid is another requirement 
made by the EU of the accession countries.  Although for 
a long time no EU official document defined exactly 
what was expected from the new member states in terms 
of ODA volumes, the ‘Barcelona commitments’ clarified 
this situation.  As they are part of the Acquis, they will 
apply to all the accession countries.  The latter are thus 
expected to reach the same ODA goals as the EU 15: 
0.33 per cent of GNI individually and 0.39 per cent of 
GNI collectively by 2006.  Of itself, this will lead to 
increased funding for SRHR. 

Measuring the total ODA level of the accession 
countries remains a major challenge, as these figures are 
often simply not available.  Four countries out of the 10 
do not have any development budget (no ODA figures 
recognised as such) and although most of the others have 
established ODA budgets, they have done it very recently 
and so the division between ODA and other kinds of 
funding is seldom clearly set.  Table 2 gives an overview 
of the best estimates available. 

In 2001, total funding levels were still very low.  
While the two most advanced countries reached levels of 
0.04 and 0.05 per cent of GNI to ODA (Slovakia and the 
Czech Republic), only three other countries gave 0.02 per 
cent (Hungary, Poland and Lithuania) and the remaining 
ones contributed amounts representing 0.01 per cent or 
less.  Moreover the future plans of the new member states 
are not ambitious: either they forecast these low levels 
continuing or they do not mention anything.  Only the 
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two most advanced countries have the specific aim of 
reaching 0.1 per cent of GNI to ODA in the medium 
term. 

From the above figures, it can be concluded that 
most accession countries will be nowhere near the 
individual target of the ‘Barcelona commitments’ by 
2006.  Also given their economic and political context, 
they will face tremendous challenges to try to increase 
their ODA. 

It is also pretty safe to say that in the medium term, 
enlargement is not likely to lead to any major increase in 
the total EC budget.  Whether the least positive scenario 
is considered, where the new member states only 
contribute to the general EC budget,50 or whether a more 
optimistic one is taken into account, where higher 
contributions to development aid and the European 
Development Fund from some countries are included, the 
conclusion remains that any increase in ODA is likely to 
be offset by the higher administrative costs linked to a 
structure having to absorb ten new members.51  EU 
growth is thus unlikely to provide significant additional 
funding for SRHR in developing countries. 

This general context will call for a response by the 
civil society community (in terms of capacity building, 
political advocacy and awareness raising) in order to 
defend international SRHR policies and funding in an 
enlarged EU. 

                                                        
50 This would increase the ratio of total ODA/GNI of the EU 25 to 

only 0.36 per cent by 2006. 
51 Regarding the EDF: there is no clear idea of how much the new 

member states will contribute to the 10th EDF – the only estimate 
available forecasts that the EDF should increase by 4 per cent in 2006.  

An increased focus on HIV/AIDS: what 
consequences on SRHR funding? 

An analysis of the breakdown of spending within 
the total population assistance funding (NIDI/UNFPA, 
2003) shows that family planning and reproductive health 
services are loosing ground to HIV/AIDS. In 2001, 
nearly 40 per cent of all population assistance was spent 
on STI/HIV/AIDS activities.  This funding had increased 
steadily from 9 per cent in 1995 to 39 per cent in 2001.  
While family planning enjoyed a dominant position 
between 1995 and 1999, funding started to shift rapidly 
towards HIV/AIDS from 2000 (figure 13). 

Funding for family planning and reproductive 
health services still represented more than half total 
population assistance in 2001 (54 per cent) but this share 
is decreasing rapidly.  Consistent with the ICPD call for 
more integration of services, funding for family planning 
per se decreased from 55 to 29 per cent between 1995 
and 2000, while funding for reproductive health services 
increased from 18 to 29 per cent in the same period.  
Thus, the losses in family planning (-26 per cent) are not 
compensated by gains in RH funding (+11 per cent).  
Moreover, in 2001, the share for basic reproductive 
health services fell to 24 per cent in 2001 from 29 per 
cent in 2000.  The difference in funding is in part 
attributable to ‘pure’ STI/HIV/AIDS activities. 

There is an increasing feeling in the SRHR 
community that, over the past eight years, HIV/AIDS 
funding is more and more ‘stealing’ funding for family 
planning and SRH instead of complementing them.  The 
major concern expressed is that HIV/AIDS funding is not 
always used in projects having the same holistic and 
rights-based approach, consistent with the ICPD 
Programme of Action.  This has especially been a worry 
in the United States.  Although the current Bush 

TABLE 2

ODA levels and ODA/GNI ratio of the accession countries, 2000-2001 
(Million dollars, per cent) 

 ODA  ODA/GNI Ratio  Commitments 
 2000 2001 2000 2001 (When development budget line in place) 

Czech Republic ..................... 16.20 26.50 0.030 0.05 ODA/GNI: 0.1 per cent in 2007 
Slovakia ................................. 6.00 8.00 0.030 0.04 ODA/GNI: 0.12 per cent in 2012 
Poland ................................... 29.00 36.00 0.018 0.02 No specific mention 
Estonia .................................. 1.00 0.45 0.020 0.01 Remain at 0.01 per cent ODA/GNI in 2003 
Hungary ................................. .. 10.00 .. 0.02 No specific mention 
Latvia ..................................... .. 0.06 .. – No development budget line 
Lithuania ................................ .. 4.00 .. 0.02 No specific mention  
Malta ...................................... .. .. .. .. No development budget line 
Slovenia ................................. 3.00 2.00 0.015 0.01 No development budget line 
Cyprus  .................................. 0.05 .. – .. No development budget line 

Source:  Figures are extracted from Follow-up to the International Financing for Development (Monterrey 2002) Monitoring the Barcelona Commitments – Summary –
SEC (2003) 569 - 15-5-2003 and L. Krichewski: Development Policy in the Candidate Countries TRIALOG, 2001 and IPPF members. 
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administration recently made a major increase in 
HIV/AIDS funding,52 it became clear after the 
announcement that the government and right-wing 
members of the American Congress intend to channel the 
bulk of the new HIV/AIDS funding to religious 
organisations, that have a narrow abstinence-based 
approach to HIV/AIDS prevention that questions and 
even excludes the use of condoms.53. 

The reproductive health community was among the 
first to call for additional funding to fight the HIV/AIDS 
pandemic.  They proposed that this funding should be 
used in the framework of comprehensive SRHR projects, 
including specific HIV/AIDS prevention and care 
aspects, but also including broader sexuality education, 
rights-based activities, information on STIs, etc.  The 
integration of HIV/AIDS within holistic SRHR projects, 
called upon in the ICPD Programme of Action, is 
considered as crucial if countries are serious about 
stopping the spread of the disease.  The rise in HIV/AIDS 
activities, if treated in isolation from the wider SRH 
approach, can be seen as a threat to reaching a number of 
MDGs and the ultimate goals of the ICPD. 

                                                        
52 In May 2003, President G.W. Bush signed the Global AIDS bill 

authorising $15 billion over five years, including $10 billion in new 
funds.  This funding breaks down to $3 billion each year up to 2008 and 
will start in 2004.  

53 In mid-September 2003, the Bush Administration cancelled an $8 
million grant to a group of Brazilian HIV/AIDS NGOs because they did 
not limit their programmes to abstinence-only interventions and actively 
promoted the use of condoms (Source: DKT International/US Newswire, 
15 September 2003).  

SWAps and sexual and reproductive health: 
opportunities and challenges 

The 1980s witnessed major challenges to the 
traditional piecemeal approach to development 
assistance.  Criticisms arose especially about the ‘project 
approach’, which was seen as leading to aid 
fragmentation, overwhelming the management capacity 
of the developing countries and undermining local 
ownership.  The end result of these projects were often 
seen as limited and unsustainable (see earlier section). 

Sector-wide approaches (SWAps) were introduced 
as a possible answer to these shortcomings.  The SWAp 
process is meant to improve the impact of development 
by ensuring national ownership, improving 
complementarities and policy coherence, strengthening 
the institutional capacity and enhancing the effectiveness 
of public sector expenditure.  It is “a method of working 
between the national government and donors which 
implies that all significant funding for that sector 
supports a single sector policy and expenditure 
programme, under the government leadership, adopting 
common managerial and procedural approaches across 
the sector, and progressing towards relying on the 
government procedures to disburse and account for all 
funds” (Foster et al., 2000). 

SRHR issues are generally dealt with by SWAps as 
part of the health sector.54  As this sector aims at creating 

                                                        
54 But not exclusively. Health is the major sector but other aspects of 

SRH are dealt with in other sectors such as education, agriculture, etc. 

FIGURE 13 

Final donor expenditures for population assistance, by category of population activity - 1995-2001 (in percentages) 
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a well-functioning health system, this can only be 
beneficial for SRH.  Better health systems are indeed a 
major prerequisite for ensuring safe motherhood, for the 
treatment of HIV/AIDS and other sexually transmitted 
infections, for reducing unsafe abortion and 
complications arising from them, and for provision of 
family planning.  At the same time, given the multi-
sectoral nature and the political sensitivity of SRH, 
SWAps can also represent a potential risk for these 
issues. SRH can be integrated only partially or even left 
out of SWAps for the following reasons. 

Multi-sectoral approach of SRH 

SRH is a multi-sectoral issue: it includes a wide 
range of themes, from safe motherhood and 
contraception, to sexual rights, STIs and HIV/AIDS, 
attention to vulnerable groups and education.  While the 
more ‘medical aspects’ of SRH will most certainly be 
dealt with in the framework of a SWAp in the health 
sector, other aspects of SRH, such as sexuality education 
or AIDS prevention campaigns, risk being left out as they 
are not part of the Health Ministry’s competences.  For 
example, some target audiences of SRH issues (e.g. 
teenagers, peer educators, sex workers, gays and lesbians, 
etc.) are different from the general health-sector audience.  
By including SRH only in the health SWAp, the very 
concept of SRH could be significantly weakened.  Some 
of the ‘non-medical’ aspects may be integrated in other 
SWAps but a comprehensive approach to SRH could lose 
its impact due to fragmentation. 

To avoid the watering down of a holistic SRH 
approach in a SWAp environment, inter-sectoral 
collaboration becomes essential.  Different stakeholders 
working on relevant issues in other sectors have to be 
informed about the policies of the health SWAp and their 
work should be coordinated (Papineau Salm, 2000).  A 
single sectoral approach should not exclude the option of 
sometimes choosing a multi-sectoral approach to 
safeguard the ICPD approach.  But there is no simple 
solution: indeed, when advocating collaboration, other 
challenging but legitimate questions may arise: at what 
level should this collaboration happen?  Who should take 
the lead? How should it happen? 

Public sector priorities do not necessarily 
include SRH 

In most developing countries, SRH is still a rather 
new concept at national or local health-sector level, and 
often specific agreements to include these services in the 
public sector have not yet become policies. In the 
creation of a health SWAp, no special priority can thus be 
given to SRH, regardless of the needs. 

Staff capacity may be over-estimated 

In a SWAp in the health sector, the Ministry of 
Health becomes the leading agency and much is then 

expected from its staff.  They have to take management 
and strategic decisions and the effective implementation 
of the SWAp depends to a great deal on the professional 
quality of its staff (Dubbeldam, 2002).  This situation can 
be challenging for SRH. In many developing countries, 
SRH remains a politically sensitive issue and politicians 
often prefer to focus on other priorities to avoid time-
consuming discussions.  Whenever SRH is adequately 
taken into account at the Ministry’s levels, the staff 
responsible for the implementation of SRH programmes 
need to have skills and knowledge in the field and 
therefore need to be adequately trained. 

Involving external experts in SRH in the creation of 
the SWAp, as well as encouraging the participation of 
NGOs, might provide a solution to these challenges.  To 
achieve this, then parallel to the development of the 
SWAp process, efforts could be made to increase the 
advocacy capacity of NGOs so that such organisations 
are in position to play a real stakeholders’ role. 

Steps forward 

SWAps in the health sector are designed to improve 
developing countries’ health systems and SRH can only 
gain from that.  However, in order to safeguard the wider 
aspects of SRH required by the ICPD Programme of 
Action, SWAps seem to be insufficient.  Accompanying 
measures are believed to be crucial, such as inter-sector 
collaboration and NGO capacity building. 

Such accompanying measures are even more 
relevant in a context where direct support to the recipient 
country’s overall budget is increasingly becoming the 
chosen channel for distributing aid by major donors.  The 
Ministry of Finance then becomes the only manager of 
aid which then allocates funds according to national 
policy, as set up in collaboration with donors in its 
‘Poverty Reduction Strategy Paper’.  This ‘direct budget 
support’ approach will make it even more difficult to 
track what is specifically being done in the field of SRH.  
Analysing whether the country is actually active in 
implementing the ICPD Programme of Action or even 
whether it has the capacity to do is, in that context, a real 
challenge.  Monitoring progress towards the ICPD goals 
will require new methods in the future. 

Conclusion 
Incontestably, the donor community has 

significantly improved its commitment to sexual and 
reproductive health and rights (SRHR) since the 
International Conference on Population and Development 
(ICPD) in Cairo in 1994: donors’ population assistance 
increased by 25 per cent from $1.37 to $1.71 billion 
between 1995 and 2001, while total population 
assistance, including that from development banks and 
the UN system, increased from $2 to $2.5 billion over the 
same period.  At the same time, many countries 
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reformulated their policies in order to comply with the 
ICPD recommendations.  This expanded political support 
in turn encouraged increases in financial contributions to 
SRHR. 

However, both political and financial support is 
strikingly uneven between donor countries.  Only a few 
countries have developed comprehensive SRH policies 
and reached SRH funding levels in compliance with the 
internationally accepted target of 4 per cent of ODA.  In 
fact, the majority of donors did not reach even half of this 
target nor have they drafted formal policies that would 
acknowledge the potential existence of SRH activities 
beyond a narrow medical approach. 

Moreover, the level of resource mobilisation in the 
donor community in 2000 fell well short of the agreed 
ICPD target of $5.7 billion for that year.  At the same 
time, the general ODA level has not been increasing 
sufficiently to cover the costs needed to have an impact 
on poverty reduction. Our analysis of ODA trends does 
not give much ground for optimism about the future 
commitment of the development community either to the 
MDGs or to the ICPD Programme of Action.  Indeed, 
while combating HIV/AIDS now occupies centre stage in 
the development field, and new resources are increasingly 
being transferred to countries recently affected by 

terrorism, funding to realise the objectives of the ICPD 
and the MDGs is, in fact, declining. 

Other new challenges are already complicating the 
implementation of the ICPD Programme of Action in 
Europe, or may do in the future.  For example, the growth 
of opposition forces to SRHR, combined with the 
addition of several socially conservative countries to the 
European Union, will complicate the discussion of 
international SRH needs in the region.  Furthermore, the 
increased use of SWAps in development could 
undermine SRH work in some countries and make 
monitoring of the ICPD even more challenging than in 
the initial years after the conference. 

In this context, the donor community should give 
the ICPD objectives and the MDGs a fresh examination 
with a view to adopting a more effective approach to their 
implementation – an approach that concentrates on 
implementing strategic interventions that enhance the 
synergy of several of the ICPD objectives with the 
MDGs.  These could include, among other things, 
focusing on the needs of young people and creating 
innovative approaches through collaboration with other 
sectors, such as NGOs and the private sector. 
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Appendix 1 

Definition of the costed population package 
 

The ICPD “Costed Population Package” includes the following activities: 
 
Family planning services 
• Contraceptive commodities and service delivery; 
• Capacity-building for information, education and communication regarding family planning and population and development issues; 
• National capacity-building through support for training; 
• Infrastructure development and upgrading of facilities; 
• Policy development and programme evaluation; 
• Management information systems; 
• Basic service statistics; 
• Focused efforts to ensure good quality care. 
 
Basic reproductive health services 
• Information and routine services for prenatal, normal and safe delivery and post-natal care;  
• Abortion (as specified in paragraph 8.25 of the ICPD Programme of Action); 
• Information, education and communication about reproductive health, including sexually transmitted diseases, human sexuality and responsible 

parenthood, and against harmful practices; 
• Adequate counselling;  
• Diagnosis and treatment of sexually transmitted diseases (STDs) and other reproductive tract infections, as feasible; 
• Prevention of infertility and appropriate treatment, where feasible; 
• Referrals, education and counselling services for sexually transmitted diseases, including HIV/AIDS, and for pregnancy and delivery complications. 
 
Sexually transmitted diseases, HIV/AIDS prevention 
• Mass media and in-school education programmes;  
• Promotion of voluntary abstinence and responsible sexual behaviour; 
• Expanded distribution of condoms. 
 
Basic research, data and population and development policy analysis  
• National capacity-building through support for demographic as well as programme-related data collection; 
• Analysis, research, policy development; 
• Training. 

 

Source::  The Programme of Action of the International Conference on Population and Development, para. 13.14. 
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Appendix 2 

The Mexico City Policy 

 

On 22 January 2001, President G.W. Bush re-imposed the Mexico City Policy, which was first introduced by President Ronald Reagan in 1984 but was 
rescinded by President Bill Clinton in 1993. 
 
What is the Mexico City Policy? 

 
The Mexico City Policy restricts foreign non-governmental organizations (NGOs) that receive USAID family planning funds from using their own, non-USAID 
funds to provide any abortion-related activities (ARA).  This is a broad category of activities, which includes legal abortion services but also national advocacy for 
abortion law reform, medical counselling or information regarding abortion. In other words, the US administration is cutting off international aid money from any 
family planning organisation that engages, directly or indirectly, in ARAs. 
 
President G.W. Bush presented the policy as a means to keep US taxpayers’ money from supporting ARA abroad.  However, this has been the case since 1973 
when the Helms Amendment was adopted, preventing US funds from being used in any ARA.  This Amendment has been in force ever since.  
 
Whereas the Helms amendment prevents US funds from being directly spent on ARA, the Mexico City Policy prevents US funds from being given to non-ARA 
projects of organisations that also provide ARA, even when these ARA are financed by sources other than USAID.  Thus, there is a strict condition imposed on 
NGOs if they wish to receive US funding: NGOs are not allowed to engage in any ARA, regardless of the source of funding. 
 
What are the consequences of this policy?  
 
Organisations that do not sign up for the Mexico City Policy will lose all US funding.  This funding would have been spent on sexual and reproductive health 
(SRH) programmes, including family planning, which would have prevented unwanted pregnancy and unsafe abortion. The Mexico City Policy will increase - not 
decrease - the number of unsafe and illegal abortions worldwide. 
 
By limiting the ability of foreign NGOs to advocate with their governments, the policy reduces NGOs’ rights to exercise freedom of speech.  It also undercuts US 
Foreign Policy objectives by erecting barriers to the development of the democratic process abroad (e.g. by preventing abortion law reforms).  It also affects 
international assistance provided by other donors who will not be able to collaborate with foreign NGOs on ARA projects if those NGOs also receive US funds.  
The Mexico City Policy challenges foreign governments’ sovereignty by constraining their implementation of national health care policy decisions. 
 
Since the reinstatement of the Mexico City Policy, dozens of organisations have lost funding, including a number that have lost access to basic contraceptive 
supplies. 
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Appendix 3 

Description of the international sexual and reproductive health policies of European countries, Canada and the United States 

Category of the country’s SRH policy Country Policy content and country specificity 

Comprehensive and independent SRHR 
policies in line with the ICPD goals or 
well-integrated within a sectoral policy 

Netherlands .......................... The Netherlands has a long tradition of SRH support, even before ICPD.  Their
actual SRH policy dates from 1994.  After the ICPD, the Netherlands broadened its
SRH programmes and adopted a more integrated approach.  It became a leading
country to speak out on controversial issues such as sexual rights and the SRH 
needs of young people. Calls strongly for the integration of HIV/AIDS activities
within comprehensive SRH programmes. 

 Sweden ................................. Sweden has had a major long-standing political commitment to SRH through 
specific policies since the 1950s.  After the ICPD, Sweden increased its support: it
attributed more funding and broadened its policies by linking ICPD
recommendations with poverty reduction, human rights and sustainable
development (1997). It took the lead in addressing sensitive issues such as sexual 
rights and adolescent needs in SRH.  In 2003, SRH became one of the main
priorities of Swedish development policy. 

 Denmark ............................... Denmark has traditionally recognised SRH in its development policy and considers 
it as a priority.  Over time, Denmark became the leader in promoting SRH as a
multi-dimensional concept requiring multi-sectoral responsibility (1999).  Denmark 
often advocates that SRH is essential for poverty reduction and the
implementation of human rights (2000). 

 Norway .................................. Norway has been supporting SRH for a very long time: very early on, it closely
linked SRH to other development issues such as the environment, sustainable
development and human rights.  Even before 1994, Norway had a multi-
dimensional approach to SRH.  After the ICPD, it adopted a comprehensive 
“Strategy for Women and Gender Equality in Development Cooperation” (1997)
which not only looks at RH but also at education, economic participation and
HIV/AIDS. 

 United States ........................ The United States has a 30-year long tradition in family planning (FP) assistance 
and played a crucial role in international acceptance for SRH, especially at the
ICPD.  FP and RH were among the 5 main priorities of the USAID Global Health
Strategy (1997).  However, since the ICPD (and especially since the Bush 
Presidency), the United States has not been able to reform its FP policy: it has
failed to set up a more holistic SRH approach (focusing more on a rights-based 
rational), it has implemented conservative programmes and has limited the 
distribution of SRH funds (See The Mexico City Policy, Appendix  2). 

 United Kingdom .................... The United Kingdom is a long-term supporter of SRH issues but both the 1994 
ICPD and the arrival of the new Labour government in 1997 contributed to further 
enhancing the country’s commitment.  SRH is a priority in the 2000 “Better health
for poor people” Strategic Paper and is seen as a key element for reducing
poverty.  A specific department in DFID deals with population issues and monitors
SRH targets. 

 Canada ................................. Canada played a key role in framing the PoA of the ICPD and is active in
promoting SRH internationally.  The 1996 “Health Strategy” assigns high priority to
women’s health, HIV/AIDS and FP programmes.  In the 2001 “Action Plan on
Health”, SRH is recognised as one of Canada’s social priorities and a key 
determinant for poverty reduction. However, it does not have a detailed strategy
providing guidance for the programming of projects in SRH and it fails to present a
fully coherent approach. 

 Switzerland ........................... Over time, Switzerland has increasingly neglected SRH issues in its policy.  This
situation did not change directly after the ICPD: although Switzerland officially
supported the ICPD proposals, there was no clear policy and it funded SRH mainly 
through multilateral channels.  It was only in the Strategic Paper “Health Policy for
2002-2010” that Switzerland mentioned SRHR as one its five priorities in health. 
In this, it intends to promote reproductive rights and integrated RH services,
including HIV/AIDS and STIs.  It also intends to develop its bilateral SRH projects. 

SRH policies integrated within a sectoral 
strategy (but not having independent 
status), or explicit mentions of population 
issues within a sectoral policy 

Germany ............................... FP has been a central issue for Germany since 1980.  It first developed a specific 
policy on population issues in 1991.  It increased its commitment after the ICPD by
better integrating FP in its health policy (1999) and its poverty reduction strategy
(2001). Although Germany sees FP as a human right, it does not use the holistic 
ICPD approach to SRH.  A large focus is on gender issues and HIV/AIDS.  In
recent years, support for SRH has been decreasing.  
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Appendix 3 (concluded) 

Description of the international sexual and reproductive health policies of European countries, Canada and the United States 

Category of the country’s SRH policy Country Policy content and country specificity 

SRH policies integrated within a sectoral
strategy (but not having independent
status), or explicit mentions of population
issues within a sectoral policy 

Finland ............................... Finland has, over time, shown special interest in women’s issues, and since 2000
SRH has become a primary issue in Finnish health development cooperation.  It
has been given particular priority, together with HIV/AIDS.  Finland is also very 
involved in gender equality and human rights.  

 

Belgium .............................. Belgium significantly improved its SRH policy after the ICPD: FP and RH became
priorities in the health sector in the new development policy of 1997.  In its 2000 
“Quality in Solidarity” paper, Belgium committed to paying more attention to these
issues by broadening its activities (not only by integrating SRH in basic health but
also by promoting SRH in education and by increasing funding).  The fight against 
HIV/AIDS is another major Belgian priority. However, it still needs to develop an
independent SRH policy paper, in which to integrate its fight against HIV/AIDS.  

 

Spain .................................. SRHR was only recognised as a concept in Spanish aid policy in 1995, as a 
consequence of the ICPD.  While there is no specific SRH policy, these issues
(including HIV/AIDS) are clearly included in the definition of basic social services,
one of the priorities of Spain’s aid policy (1998).  In the “Directive Plan 2001-2004”, 
it is stated that Spain wants to be active in 4 areas of work of the ICPD PoA.
Gender was also recognised as a cross-cutting issue in 1996.  However, there is 
no specific policy on SRH. 

 

Portugal .............................. SRH is a rather new concept in Portuguese development policy. Although FP was 
mentioned in its overall health strategy before the ICPD, Portugal expanded its
definition of RH to include maternal and child health and AIDS in 1996.  The
changes in Portuguese development policy followed development in domestic 
policy regarding SRH: several laws (education (1984), abortion (1997)) became
more liberal, preparing the way for more progressive approaches in cooperation
aid.  However, the arrival of a conservative right-wing government in 2002 is 
slowing down these changes. 

No clear SRH policy or limited and/or very
broadly defined mention of population
issues within a sectoral policy 

 

France ................................ France has had a long-standing reluctance to provide direct and open support to 
SRH.  The ICPD did not bring a clear policy change.  In practice, however, France 
is active in specific ICPD areas: maternal health and women’s rights (especially
girls’ education and the fights against FGM).  It is also a world leader in the fight
against HIV/AIDS.  But France still fails to provide a holistic SRH approach or to 
mention SRH in its policy. 

 

Luxembourg ....................... Luxembourg does not have an SRH strategy nor is there a specific mention of 
SRH in its 1996 “Cooperation and Development Law”.  Although the need for RH
policies is recognised by the government, it is never done in an explicit way. 
Gender is however seen as a cross-cutting issue (Luxembourg has a specific 
policy paper on “Women and development” (1997)) but the government has failed
to make an outspoken commitment to SRH issues.  (At the same time, SRH 
funding has been increasing significantly over time.) 

 

Ireland ................................ Ireland has never been able to openly get involved in SRH issues in its
development policy mainly because of strong national opposition forces linked to
the dominant influence of the Vatican in the country.  None of the Cooperation
Strategy Papers mention SRH.  In the meantime, the general public is gradually
showing more interest in the issues and recent increases (2002) in the Irish
contributions to UNFPA illustrate this change. 

 

Italy .................................... Although there is a specific mention of SRH within the Italian health policy (within
the framework of its poverty reduction strategy paper of 1998), these issues are
given very low priority.  SRH areas cover AIDS and the promotion of family 
planning but few programmes are implemented and no clear action plan is
envisaged in the near future. 

 

Austria ................................ Austria has abandoned health as a priority in development and makes no
reference to SRH.  Empowerment of women is a new priority but no link is made 
with SRHR.  The ICPD increased the interest of the government administration but
no changes in policies have been seen. 

 

Greece ............................... No mention of SRH.  Implementation of some ad hoc HIV/AIDS projects. Gender
equality became one of the cross-cutting priorities in their development policy 
(1999). 
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Appendix 4 

Individual country tables providing an overview of each donor’s commitments to ODA and SRHR 
 

This appendix presents overview tables for the following countries* 

 
• Austria 
• Belgium  
• Canada 
• Denmark  
• European Community 
• Finland  
• France  
• Germany 
• Ireland 
• Italy  
• Luxembourg  
• Netherlands 
• Norway 
• Portugal  
• Spain 
• Sweden 
• Switzerland 
• United Kingdom 
• United States  
 
For each country, a table provides statistical data on 
 
• General ODA information broken down into multilateral and bilateral proportions, the top 10 recipient countries of ODA and the top 3 UN agencies 

receiving ODA. 
 
• Spending on population assistance specifying bilateral and multilateral proportions, the major countries having received health and SRHR funding and 

the contributions given to UN agencies working in SRH-related fields (UNIFEM, UNAIDS…)  

* Greece not included as no figures were available. 
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GENERAL ODA FIGURES of AUSTRIAa SPENDING on POPULATION ASSISTANCE of AUSTRIA 

Total ODAb Total spending on population assistancec 

 Million dollars  Per cent of GNI   Million dollars  Per cent of ODA  

2000 ............................ 423 0.23 1999 ............................ 1.45d 0.27 
2001 ............................ 533 0.29 2000 ............................ 0.87 0.21 
2002 ............................ 475 0.23 2001 ............................ 0.98 0.18 

Total bilateral ODA Bilateral spending on population assistance 

 Million dollars  Per cent of ODA   Million dollars  Per cent of ODA  

2000 ............................ 258.03 61 1999 ............................ – – 
2001 ............................ 292.93 64 2000 ............................ 0.07 0.02 
2002 ............................ 332.50 70 2001 ............................ 0.07 0.01 

Top 10 total ODA recipients 2000/2001 Recipient countries having received funding for SRHe 

1.   Poland (OA)  
2.   Indonesia  

The Austrian government provided direct bilateral SRH/population 
support to: 

3.   Cameroon   
4.   Bolivia  2000 ............................ Zambia 
5.   Serbia and Montenegro 2001 ............................ Peru 
6.   Egypt 2002 ............................ Cameroon 
7.   China  Ecuador 
8.   Bosnia and Herzegovina  Palestinian Administered Areas 
9.   Turkey  South Africa 
10. Ghana 2003 ............................ Afghanistan 

Total multilateral ODA Multilateral spending on population assistance (Million dollars)  

 Million dollars  Per cent of ODA   2000 2001 2002 

2000 ............................ 164.97 39 UNFPAf .................................. 0.27 0.40 0.37 
2001 ............................ 164.07 36 IPPF ....................................... 0.00 0.00 0.00 
2002 ............................ 142.50 30 Total of UNFPA and IPPF ...... 0.27 0.40 0.37 

Top 3 UN agencies in 2001g (Million dollars) SRH-related organizations (Million dollars) 

  2000 2001 2002 

1. UNDP ......................................  4 UNIFEMh................................. 0.06 – 0.01 
2. WHO ........................................  2 UNAIDSi.................................. – – – 
3. WFP .........................................  1  Global AIDS Fundj .................. .. 1.08 .. 

a The DAC Journal, Development Co-operation 2002 Report, Vol. 4, No. 1 (2003). 

b For the OECD, ODA figures include the grants and loans to countries in Part I of the DAC List of Aid Recipients provided by the official sector with the promotion of economic development 
and welfare as main objective. 

c UNFPA/NIDI, Financial Resource Flows for Population Activities in 2001, September 2003. 
d This figure does not include project expenditures. 

e Heinz Gabler, Information and Communication, Austrian Development Cooperation, Federal Ministry for Foreign Affairs. 

f OECD/DAC, Contributions to UNFPA’s Regular Resources for 2001 and 2002, RMB UNFPA. 

g Heinz Gabler, Information and Communication, Austrian Development Cooperation, Federal, Ministry for Foreign Affairs. 

h UNIFEM, Annual Report 2002/2003, Contributions from governments.  This is the figure for core contribution and does not take earmarked contributions into account. 

i UNAIDS Governance, Donor & UN Relations Department, Donor Contribution Table 2000-2002, the Unified Budget (Core). 
j This amount refers to pledges over the period 2001–2003.  Website of the Global Fund to Fight AIDS, Tuberculosis and Malaria (total pledges until 22 August 2003) 

(http://www.globalfundatm.org/files/pledges&contributions.xls). 
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GENERAL ODA FIGURES of BELGIUMa SPENDING on POPULATION ASSISTANCE of BELGIUM  

Total ODAb Total spending on population assistancec 

 Million dollars  Per cent of GNI   Million dollars  Per cent of ODA  

2000 ............................ 820 0.36 1999 ............................ 10.44 1.37 
2001 ............................ 867 0.37 2000 ............................ 15.77 1.92 
2002 ............................ 1 061 0.42 2001 ............................ 19.07 2.20 

Total bilateral ODA Bilateral spending on population assistance 

 Million dollars  Per cent of ODA   Million dollars  Per cent of ODA  

2000 ............................ 475.60 58.0 1999 ............................ 5.22 0.69 
2001 ............................ 497.5 57.5 2000 ............................ 0.47 0.06 
2002 ............................ 658.88 62.1 2001 ............................ 6.48 0.75 

Top 10 total ODA recipients 2000/2001 Top 10 countries which received funding for SRH, including HIV/AIDS d 

1.   Democratic Republic of the Congo 1.   South Africa 
2.   Viet Nam 2.   Kenya 
3.   Cameroon 3.   Benin 
4.   Rwanda  4.   Mali 
5.   Tanzania  5.   Burkina Faso 
6.   Niger 6.   Cuba 
7.   Ethiopia 7.   Ivory Coast 
8.   Bolivia  8.   Burundi 
9.   Burkina Faso 9.   Viet Nam 
10. Ivory Coast  10. China 

Total multilateral ODA Multilateral spending on population assistance (Million dollars)  

 Million dollars  Per cent of ODA   2000 2001 2002 

2000 ............................ 344.40 42.0 UNFPAe .................................. 2.50 3.81 2.80 
2001 ............................ 268.05 42.5 IPPF ....................................... 0.08 0.08 0.10 
2002 ............................ 402.12 37.9 Total of UNFPA and IPPF ...... 2.58 3.89 2.90 

Top 3 UN agencies in 2001 (Million dollars) SRH-related organizations (Million dollars) 

  2000 2001 2002 

1. UNDP ......................................... 14 UNIFEMf ................................. 0.36 –g –h 
2. UNICEF ...................................... 3 UNAIDSi.................................. 2.84j 3.80 2.50 
3. UNFPA ....................................... 3  Global AIDS Fundk ................. .. 19.05 .. 

a The DAC Journal, Development Co-operation 2002 Report , Vol. 4, No.1 (2003). 

b In the OECD, ODA figures include the grants and loans to countries on Part I of the DAC list of Aid Recipients provided by the official sector with the promotion of 
economic development and welfare as main objective. 

c UNFPA/NIDI, Financial Resource Flows for Population Activities in 2001 (September 2003). 

d Mr. Geert Deserranno, D12, DGIS. 

e OECD/DAC, Contributions to UNFPA’s Regular Resources for 2001 and 2002, RMB UNFPA. 

f UNIFEM, Annual Report 2002/2003, Contributions from governments.  This is the figure for core contribution and does not take earmarked contributions into 
account. 

g In 2001, Belgium contributed $0.46 m through sub-trust funds. 

h In 2002, Belgium contributed $1.16 m through sub-trust funds. 

i UNAIDS Governance, Donor & UN Relations Department, Donor Contribution Table 2000-2002, the Unified Budget (Core).  
j In 2000, Belgium paid a contribution of $5.76 m to the International Partnership Against AIDS in Africa (IPAA) on top of its contribution to the core funding.  In total, 

Belgium contributed $8.4 m to UNAIDS.  

k This amount refers to pledges over the period 2001-2003.. Website of the Global Fund to Fight AIDS, Tuberculosis and Malaria (total pledges until 22 August 2003) 
(http://www.globalfundatm.org/files/pledges&contributions.xls). 
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GENERAL ODA FIGURES of CANADAa  SPENDING on POPULATION ASSISTANCE of CANADA  

Total ODAb Total spending on population assistancec 

 
Million dollars  Per cent of GNI  

 
Million dollars  Per cent of ODA  

2000 ............................ 1 744 0.25 1999 ............................ 37.21 0.83 
2001 ............................ 1 533 0.22 2000 ............................ 37.44 2.15 
2002 ............................ 2 013 0.28 2001 ............................ 12.68 0.83 

Total bilateral ODA Bilateral spending on population assistance 

 
Million dollars  Per cent of ODA  

 
Million dollars  Per cent of ODA  

2000 ............................ 1 168.5 67 1999 ............................ 9.30 0.54 
2001 ............................ 1 195.7 78 2000 ............................ 13.47 0.77 
   2001 ............................ 2.91 0.18 

Top 10 total ODA recipients 2000/2001 Percentage of SRH contribution per geographical region-1998-1999d 

1.   Poland (OA) Regions  Per cent of SRH contributions  
2.   Bangladesh Africa ............................................  61.0 
3.   China Asia ..............................................  28.2 
4.   States of Ex-Yugoslavia Americas ......................................  5.0 
5.   India Central and eastern Europe ........  5.8 
6.   Indonesia   
7.   Russia (OA)   
8.   Ukraine (OA)    
9.   Haiti   
10. Ghana   

Total multilateral ODA Multilateral spending on population assistance (Million dollars)  

 Million dollars  Per cent of ODA   2000 2001 2002 

2000 ............................ 575.5 33 UNFPAe ................................. 6.14 5.79 572 
2001 ............................ 337.3 22 IPPF ....................................... 2.70 2.58 2.79 
   Total of UNFPA and IPPF ..... 8.84 5.37 8.51 

Top 3 UN agencies in 2001  SRH-related organizations (Million dollars) 

  
2000 2001 2002 

1. UNDP UNIFEMf ................................. 1.28 0.81 0.98 
2. UNICEF UNAIDSg................................. 2.28 2.16 2.11 
3. WFP  Global AIDS Fundh ................. – 50 – 

a The DAC Journal, Development Co-operation 2002 Report, Vol. 4, No.1 (2003). 

b In the OECD, ODA figures include the grants and loans to countries on Part I of the DAC list of Aid Recipients, provided by the official sector, having the promotion 
of economic development and welfare as main objective. 

c UNFPA/NIDI, Financial Resource Flows for Population Activities in 2001 (September 2003). 

d Statistics from CIDA: these are preliminary figures and cannot be considered as exact data.  They can however be taken as best estimates of SRH resources 
allocations. 

e OECD/DAC, Contributions to UNFPA’s Regular Resources for 2001 and 2002, RMB UNFPA. 

f UNIFEM, Annual Report 2002/2003, Contributions from governments.  This is the figure for core contribution and does not take earmarked contributions into 
account. 

g UNAIDS Governance, Donor & UN Relations Department, Donor Contribution Table 2000-2002, the Unified Budget (Core). 

h This amount refers to pledges over the period 2001-2003.  Website of the Global Fund to Fight AIDS, Tuberculosis and Malaria (total pledges until 22 August 2003) 
(http://www.globalfundatm.org/files/pledges&contributions.xls). 
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GENERAL ODA FIGURES of DENMARKa SPENDING on POPULATION ASSISTANCE of DENMARK 

Total ODAb Total spending on population assistancec 

 Million dollars  Per cent of GNI   Million dollars  Per cent of ODA  

2000 ............................ 1 664 1.06 1999 ............................ 54.88 3.17 
2001 ............................ 1 634 1.03 2000 ............................ 44.64 2.68 
2002 ............................ 1 632 0.96 2001 ............................ 48.85 2.99 

Total bilateral ODA Bilateral spending on population assistance 

 Million dollars  Per cent of ODA   Million dollars  Per cent of ODA  

2000 ............................ 1 031.68 62 1999 ............................ 2.20 0.13 
2001 ............................ 1 029.42 63 2000 ............................ – – 
2002 ............................ 1 011.84 62 2001 ............................ 6.35 0.38 

Top 10 total ODA recipients 2000/2001(DAC) Denmark’s priority countries with health as a specific priority for 2003d  

 There are 5 countries (which chose health as a priority) out of the 15 
priority targets:  

1.   Tanzania Bhutan 
2.   Uganda Ghana 
3.   Viet Nam Tanzania 
4.   Mozambique Uganda 
5.   Ghana Zambia 
6.   Bangladesh  
7.   Egypt Denmark does not have specific bilateral SRHR projects: SRHR is 
8.   Nicaragua supposed to be mainstreamed in all projects.  According to DANIDA, all 
9.   Burkina Faso projects in Health, Indigenous people, Water and Sanitation, Agriculture, 
10. Nepal Industry, Energy, Education, Fisheries, Transport, Telecommunications  
 should integrate aspects of SRHR.e 

Total multilateral ODA Multilateral spending on population assistance (Million dollars)  

 Million dollars  Per cent of ODA   2000 2001 2002 

2000 ............................ 632.32 38 UNFPAf ................................... 23.88 23.67 21.46 
2001 ............................ 604.58 37 IPPF ....................................... 9.17 8.72 5.88 
2002 ............................ 620.16 38 Total of UNFPA and IPPF ...... 33.05 32.39 27.34 

Top 4 UN agencies in 2002g SRH-related organizations (Million dollars) 

1. UNICEF  2000 2001 2002 
2. UNDP UNIFEMh................................. 0.35 0.60 0.66 
3. WFP UNAIDSi.................................. 2.97 3.01 3.15 
4. UNFPA  Global AIDS Fundj .................. – 27.22 – 

a The DAC Journal, Development Co-operation 2002 Report, Vol. 4, No. 1 (2003). 

b For the OECD, ODA figures include the grants and loans to countries in Part I of the DAC List of Aid Recipients provided by the official sector with the promotion of economic development 
and welfare as main objective. 

c NIDI, Financial Resource Flows for Population Activities in 2001 (September 2003). 

d Ministry of Foreign Affairs, Danish Development Assistance, Fact and Figures. 

e DANIDA, Integrating SRH into a sector wide approach to Danish International Development Assistance, p. 39 (1999). 

f OECD/DAC, Contributions to UNFPA’s Regular Resources for 2000, 2001 and 2002, RMB UNFPA. 

g www.um.dk/danida 

h UNIFEM, Annual Report 2002/2003, Contributions from governments.  This is the figure for core contribution and does not take earmarked contributions into 
account. 

i UNAIDS Governance, Donor & UN Relations Department, Donor Contribution Table 2000-2002, the Unified Budget. 
j This amount refers to pledges over the period 2001-2003.  Website of the Global Fund to Fight AIDS, Tuberculosis and Malaria (total pledges until 22 August 2003)

(http://www.globalfundatm.org/files/pledges&contributions.xls). 
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GENERAL ODA FIGURES of EUROPEAN COMMUNITYa 
SPENDING on POPULATION ASSISTANCE of the EUROPEAN

COMMUNITY 

Total ODAb Total spending on population assistance 

 Million dollars  Per cent of GNI   Content Million dollars 

2000 ........................... 4 912 .. 2000 ..... Funds for population  28.88 

2001 ........................... 5 961 .. 2001 ..... Assistancec  28.05 
2002 ........................... 6 501 .. 1998 ..... EC commitments to the ICPD activitiesd  237.58 

Top 10 total ODA recipients 1999/2000 Top 10 recipients of ICPD related commitments (1994-1998)e  
  Million dollars 
1.   Poland (OA) India ............................................................ 246.09 
2.   Serbia and Montenegro Egypt ........................................................... 78.51 
3.   Romania (OA) Turkey ......................................................... 67.97 
4.   Czech Republic (OA) Pakistan ...................................................... 31.64 
5.   Hungary (OA) Malawi ......................................................... 29.30 
6.   Turkey Philippines ................................................... 24.61 
7.   Bosnia and Herzegovina Morocco ...................................................... 22.27 
8.   Tunisia South Africa ................................................. 21.09 
9.   Morocco Kenya .......................................................... 21.09 
10. Bulgaria (OA) Bangladesh ................................................. 19.92 

Sectoral breakdown of EC and EDF ODA in 2001f ICPD-related commitments by region (1994-1998)g 

 
Sectors 

Per cent 
of aid 

 
 

Names 

 
Million dollars 
(1994-1998) 

Per cent of the total 
ICPD allocations 

(1994-1998) 

Social infrastructure and services  30.9 Asia 443.54 45 
Of which population and RH 2.9 Africa 266.59 27 
Production sector 14.4 Mediterranean  183.16 18 
Cross-cutting 19.8 Latin America 58.94 6 
Commodity aid and general programme assistance 9.5 Global 29.52 3 
   Caribbean  9.84 1 

Note: The European Commission also pledged $229 m, $26 m for the period 2001-2003 to the Global Fund to fight AIDS, TBC and malaria.h  

a The DAC Journal, Development Co-operation 2002 Report, Vol. 4, No. 1 (2003). 

b In the OECD, ODA figures include the grants and loans to countries on Part I of the DAC list of Aid Recipients, provided by the official sector, having the promotion 
of economic development and welfare as main objective. 

c UNFPA/NIDI, Financial Resource Flows for Population Activities in 2001 (September 2003).  Figures to be taken with caution, since they are based on a 
questionnaire sent to the EC.  The EC adopted a very restrictive definition of SRH, when responding to the survey.  The figures reported by the EC to NIDI are under-
estimated and do not reflect the actual total EC spending for ICPD activities. 

d MSI, Handbook on European Community Support for Population and Reproductive Health, p. 32 (2000).  These figures are the last available ones and comprise a 
broad overview of EC SRH spending.  They come from a study made by J. Edwards in 1999 covering the period 1990-98. No further research is planned. 

e Jason Edwards, co-writer of Overview of the EC's Health, AIDS and Population Portfolio in Developing Countries (1990-1999), (October 2000), (latest source 
available). 

f EC, Annual Report 2001 on the EC development policy and the implementation of the external assistance (2002). 

g Jason Edwards, co-writer of Overview of the EC's Health, AIDS and Population Portfolio in Developing Countries (1990-1999), (October 2000) (latest source 
available). 

h Website of the Global Fund to Fight AIDS, Tuberculosis and Malaria (total pledges until 22 August 2003).  
(http://www.globalfundatm.org/files/pledges&contributions.xls). 
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GENERAL ODA FIGURES of FINLANDa SPENDING on POPULATION ASSISTANCE of FINLANDb 

Total ODAc Total spending on population assistance  

 Million dollars  Per cent of GNI   Million dollars  Per cent of ODA  

2000 ............................ 371 0.31 1999 ............................ 19.96 4.80 
2001 ............................ 389 0.32 2000 ............................ 19.77 5.33 
2002 ............................ 466 0.35 2001 ............................ 23.73 6.10 

Total bilateral ODA Bilateral spending on population assistance 

 Million dollars  Per cent of ODA   Million dollars  Per cent of ODA  

2000 ............................ 218.89 59 1999 ............................ 1.20 0.29 
2001 ............................ 209.70 54 2000 ............................ 1.19 0.32 
2002 ............................ 256.30 55 2001 ............................ 1.66 0.43 

Top 10 total ODA recipients 2000/2001 Recipient countries having received funding for SRH programmes in 2002d

1.   Russian Federation Through direct bilateral support .......................... Nicaragua 
2.   Tanzania  Afghanistan 
3.   Serbia and Montenegro   
4.   Mozambique Through Finnish NGO funding ............................ India 
5.   China  Mexico 
6.   Nicaragua  Namibia 
7.   Afghanistan  Nepal 
8.   Namibia Finland also supports IPPF’s global programme and Ipas for their 
9.   Viet Nam “Advancing Access to Safe Abortion Care in Africa” programme. 
10. Kenya  

Total multilateral ODA Multilateral spending on population assistance (Million dollars)  

 Million dollars  Per cent of ODA   2000 2001 2002 

2000 ............................ 152.11 41 UNFPAe................................... 12.49 10.60 13.60 
2001 ............................ 179.30 46 IPPF ....................................... 0.16 0.21 0.32 
2002 ............................ 209.70 45 Total of UNFPA and IPPF ...... 12.65 10.81 13.92 

Top 3 UN agencies in 2001 (Million dollars)f SRH-related organizations (Million dollars) 

  2000 2001 2002 

1. UNFPA ...................................  14.4g  UNAIDSh ................................. 1.24 2.50 2.74 
2. UNDP .....................................   13.5 UNIFEMi.................................. 0.47 0.46 0.50 
3. UNICEF ..................................  12.0  Global AIDS Fundj .................. .. – .. 

a The DAC Journal, Development Co-operation 2002 Report, Vol. 4, No. 1 (2003). 

b UNFPA/NIDI, Financial Resource Flows for Population Activities in 2001 (September 2003). 

c For the OECD, ODA figures include the grants and loans to countries in Part I of the DAC List of Aid Recipients provided by the official sector with the promotion of 
economic development and welfare as main objective. 

d Ministry of Foreign Affairs of Finland, Gisela Blumenthal and Tanja Suvilaakso. 

e OECD/DAC, Contributions to UNFPA’s Regular Resources for 2001 and 2002, RMB UNFPA. 

f Ministry of Foreign Affairs of Finland, UN Desk. 

g This amount includes an additional €€ 2 million, due to shortfall of expected income. 

h UNAIDS Governance, Donor & UN Relations Department, Donor Contribution Table 2000-2002, the Unified Budget (Core). 
I UNIFEM, Annual Report 2002/2003. Contributions from governments.  This is the figure for core contribution and does not take earmarked contributions into 

account. 

j This amount refers to pledges over the period 2001-2003.  Website of the Global Fund to Fight AIDS, Tuberculosis and Malaria (total pledges until 22 August 
2003). 
http://www.globalfundatm.org/files/pledges&contributions.xls. 
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 GENERAL ODA FIGURES of FRANCEa SPENDING on POPULATION ASSISTANCE of FRANCE 

Total ODAb Total spending on population assistance  

 Million dollars  Per cent of GNI  NIDI figures Million dollars  Per cent of ODA  

2000 ............................ 4 105 0.32 1999 ............................ 8.00 0.14 
2001 ............................ 4 198 0.32 2000 ............................ 12.36 0.30 
2002 ............................ 5 182 0.36 2001 ............................ 8.24 0.20 

   Estimation of the Ministry of Foreign Affairsd 

   1999 49.54 0.87 

Total bilateral ODA Bilateral SRH spending in 2000 

 Million dollars  Per cent of ODA   Million dollars  Per cent of ODA  

2000 ............................ 2 833 69 1999 ............................ – – 
2001 ............................ 2 602 62 2000 ............................ 5.31 0.13 
2002 ............................ 3 213 62 2001 ............................ 4.20 0.10 

Top 10 total ODA recipients 2000/2001e Major recipient countries of SRHf 

1.   French Polynesia France funds population projects on an overall or regional level and  
2.   New Caledonia cannot, therefore, provide a complete list of priority SRH recipient 
3.   Egypt countries. 
4.   Morocco  
5.   Poland However, France does have specific SRH projects in the framework 
6.   Ivory Coast of multibilateral projects with UNFPA ing Madagascar, Niger and 
7.   Senegal Ivory Coast. 
8.   Cameroon  
9.   Tunisia France has also specific projects on FGM with UNICEF in Benin, 
10. Mayetta Burkina Faso, Ivory Coast, Mali. 
 France is strongly involved in the fight against TB, malaria and AIDS 
 and is reinforcing its activities for the promotion of international 
 therapeutic solidarity. 

Total multilateral ODA Multilateral spending on population assistance  (Million dollars)  
 Million dollars  Per cent of ODA   2000 2001 2002 

2000 ............................ 1 272 31 UNFPAh  ................................. 1.16 1.11 1.12 
2001 ............................ 1 595 38 IPPFi ......................................    
2002 ............................ 1 969 38 Total of UNFPA and IPPF ...... 1.16 1.11 1.12 

Top 3 UN agencies in 2001 (Million dollars) SRH-related organizations (Million dollars) 
  2000 2001 2002 

1. UNDP UNIFEMj.................................. 0.07 – – 
2. UNICEF UNAIDSk ................................. 0.32 0.03 0.43 
3. UNHCR  Global AIDS Fundl .................. .. 109.15 .. 

a The DAC Journal, Development Co-operation 2002 Report, Vol. 4, No. 1 (2003). 

b For the OECD, ODA figures include the grants and loans to countries on Part I of the DAC list of Aid Recipients, provided by the official sector, having the 
promotion of economic development and welfare as main objective. 

c NIDI, Financial Resource Flows for Population Activities in 2001 (September 2003).  The population spending of France is highly underestimated in the NIDI study 
due to poor reporting from the French government. 

d This figure is issued from estimations from the Office of United Nations and International Organizations of the Ministry of Foreign Affairs.  This source reflects better 
the spending level of France on population issues than the NIDI study since the multilateral programs are included.  

e Since 2001, French Polynesia and New Caledonia are not considered as ODA recipients anymore. 

f Ministry of Cooperation of France:http://www.france.diplomatie.fr/cooperation/dgcid/direction. 

g This list is not exhaustive and presents only some of the major French projects in the field. 

h OECD/DAC, Contributions to UNFPA’s Regular Resources for 2000, 2001, 2002 , RMB UNFPA. 

i France does not contribute directly to IPPF but does provide funding to its French member “MFPF” (Mouvement Français pour le Planning Familial) and supports 
other local FPAs (Family Planning Associations), which are often associated with French Development Aid programs (e.g. Madagascar and Ivory Coast). 

j UNIFEM, Annual Report 2002/2003, Contributions from governments.  This is the figure for core contribution and does not take earmarked contributions into 
account. 

k UNAIDS Governance, Donor & UN Relations Department, Donor Contribution Table 2000-2002, the Unified Budget. 
l This amount refers to the period 2001-2003   Website of the Global Fund to Fight AIDS, Tuberculosis and Malaria (total pledges until 22 August 2003) 

(http://www.globalfundatm.org/files/pledges&contributions.xls). 
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GENERAL ODA FIGURES of GERMANYa SPENDING on POPULATION ASSISTANCE of GERMANYb 

Total ODAc Total spending on population assistance  

 Million dollars  Per cent of GNI   Million dollars  Per cent of ODA  

2000 ............................ 5 030 0.27 1999 ............................ 119.76 2.17 
2001 ............................ 4 990 0.27 2000 ............................ 96.40 1.91 
2002 ............................ 5 359 0.27 2001 ............................ 108.66 2.18 

Total bilateral ODA Bilateral spending on population assistance 

 Million dollars  Per cent of ODA   Million dollars  Per cent of ODA  

2000 ............................ 2 668 53 1999 ............................ 73.05 1.36 
2001 ............................ 3 579 73 2000 ............................ 79.05 1.57 
2002 ............................ 3 589 69 2001 ............................ 88.01 1.76 

Top 10 total ODA recipients 2000/2001 14 partner countries having chosen “Health” (incl. SRH) as priority area of 
cooperationd 

1.   China Bangladesh Malawi 
2.   India China Nepal 
3.   Indonesia Cambodia Pakistan 
4.   Turkey Cameroon Philippines 
5.   Egypt India Rwanda 
6.   Serbia and Montenegro Indonesia Viet Nam 
7.   Jordan Kenya Yemen 
8.   Peru  
9.   Bolivia  
10. Russian Federation (OA)  

Total multilateral ODA Multilateral spending on population assistance  (Million dollars)  

 Million dollars  Per cent of ODA   2000 2001 2002 

2000 ............................ 2 366 47 UNFPAe................................... 9.45 13.04 13.00 
2001 ............................ 1 300 27 IPPF ....................................... 2.50 3.60 2.44 
2002 ............................ 1 770 31 Total of UNFPA and IPPF ...... 11.95 16.64 15.44 

Top 3 UN agencies in 2001 (Million dollars)  SRH-related organizations (Million dollars) 

  2000 2001 2002 

1. UNFPA ...................................  22 UNAIDSf.................................. 0.88 0.83 – 
2. UNDP .....................................   21 UNIFEMg ................................. 0.75 0.74 0.76 
3. UNICEF ..................................  13  Global AIDS Fundh .................  49.63  

a The DAC Journal, Development Co-operation 2002 Report, Vol. 4, No. 1 (2003). 

b UNFPA/NIDI, Financial Resource Flows for Population Activities in 2001 (September 2003). 

c For the OECD, ODA figures include the grants and loans to countries on Part I of the DAC list of Aid Recipients, provided by the official sector, having the 
promotion of economic development and welfare as main objective. 

d BMZ Position Paper, Sexual and Reproductive Health  (draft) (September 2002). 

e OECD/DAC, Contributions to UNFPA’s Regular Resources for 2001 and 2002, RMB UNFPA. 

f UNAIDS Governance, Donor & UN Relations Department, Donor Contribution Table 2000-2002, the Unified Budget (Core).  
g UNIFEM, Annual Report 2002/2003.  Contributions from governments.  This is the figure for core contribution and does not take earmarked contributions into 

account. 

h This amount refers to pledges over the period 2001-2003.  Website of the Global Fund to Fight AIDS, Tuberculosis and Malaria (total pledges until 22 August 2003)
http://www.globalfundatm.org/files/pledges&contributions.xls. 
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GENERAL ODA FIGURES of IRELANDa SPENDING on POPULATION ASSISTANCE of IRELAND 

Total ODAb Total spending on population assistancec 

 Million dollars  Per cent of GNI   Million dollars  Per cent of ODA  

2000 ........................... 235 0.30 1999 ............................ 2.67 1.09 
2001 ........................... 287 0.33 2000 ............................ 4.24 1.80 
2002 ........................... 397 0.41 2001 ............................ 6.25 2.18 

Total bilateral ODA Bilateral spending on population assistance 

 Million dollars  Per cent of ODA   Million dollars  Per cent of ODA  

2000 ........................... 155.10 66 1999 ............................ 1.04 0.42 
2001 ........................... 183.68 64 2000 ............................ 1.99 0.85 
   2001 ............................ 4.31 1.50 

Top 10 total ODA recipients 2000/2001 Major recipient of health spending in 2001d 

1.   Ethiopia Ethiopia  
2.   Uganda Lesotho 
3.   Mozambique Mozambique 
4.   Tanzania Tanzania 
5.   Zambia Uganda 
6.   Lesotho Zambia 
7.   South Africa Major recipients for HIV/AIDS spending in 2001 

8.   Kenya Lesotho  
9.  Afghanistan  Ethiopia 
10. Bosnia and Herzegovina Uganda  
 Mozambique 
 Tanzania 
 Zambia 

Total multilateral ODA Multilateral spending on population assistance 

 Million dollars  Per cent of ODA   2000 2001 2002 

2000 ........................... 79.90 34 UNFPAe .................................. 0.73 1.17 1.59 
2001 ........................... 103.32 36 IPPF ....................................... – – – 
   Total of UNFPA and IPPF ..... 0.73 1.17 1.59 

Top 3 UN agencies in 2001 (Million dollars)  SRH-related organizations (Million dollars) 

  2000 2001 2002 

1. UNDP ......................................  6.69 UNAIDSf ................................. 0.18 0.45 0.54 
2. UNICEF ...................................  3.92 UNIFEMg................................. 0.16 0.31 2.7 
3. UNHCR ...................................  3.80  Global AIDS Fundh ................. .. 20.68 .. 

a The DAC Journal, Development Co-operation 2002 Report, Vol. 4, No. 1 (2003). 

b For the OECD, ODA figures include the grants and loans to countries in Part I of the DAC List of Aid Recipients provided by the official sector with the promotion of 
economic development and welfare as main objective. 

c NIDI, Financial Resource Flows for Population Activities in 2001 (September 2003). 

d These 6 countries are priority countries for the Development Cooperation Ireland and are all receiving large shares of ODA for health (including SRH and 
HIV/AIDS) projects. Classified in order of importance for the health sector  See Irish Aid Annual Report 2001. 

e OECD/DAC, Contributions to UNFPA’s Regular Resources for 2000, 2001, 2002, RMB UNFPA. 

f UNAIDS Governance, Donor & UN Relations Department, Donor Contribution Table 2000-2002, the Unified Budget (Core). 
g UNIFEM, Annual Reports 2001 and 2002.  Contributions from governments.  This is the figure for core contribution and does not take earmarked contributions into 

account. 

h This amount refers to the period 2001-2003.  Website of the Global Fund to Fight AIDS, Tuberculosis and Malaria (total pledges until 22 August 2003) 
http://www.globalfundatm.org/files/pledges&contributions.xls. 
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GENERAL ODA FIGURES of ITALYa SPENDING on POPULATION ASSISTANCE of ITALY 

Total ODAb Total spending on population assistancec 

 Million dollars  Per cent of GNI   Million dollars  Per cent of ODA  

2000 ............................ 1 376 0.13 1999 ............................ 10.04 0.56 
2001 ............................ 1 627 0.15 2000 ............................ 24.92 1.81 
2002 ............................ 2 313 0.20 2001 ............................ 25.04 1.54 

Total bilateral ODA Bilateral spending on population assistance 

 Million dollars Per cent of ODA  Million dollars  Per cent of ODA  

2000 ............................ 372 27 1999 ............................ 2.61 0.14 
2001 ............................ 439 27 2000 ............................ 7.97 0.58 
   2001 ............................ 7.76 0.48 

Top 10 total ODA recipients 2000/2001 Top 10 health and population recipients 2001 

1.   Russian Federation (OA) .. 

2.   Uganda  
3.   Eritrea  
4.   Serbia and Montenegro  
5.   Tunisia  
6.   Ethiopia  
7.   Albania  
8.   Bosnia and Herzegovina  
9.   Honduras  
10. Somalia  

Total multilateral ODA Multilateral spending on population assistance (Million dollars) 

 Million dollars  Per cent of ODA   2000 2001 2002 

2000 ............................ 1 004 73 UNFPAd .................................. 2.90 2.66 3.00 
2001 ............................ 1 187 73 IPPF ....................................... – – – 
   Total of UNFPA and IPPF ...... 2.90 2.66 3.00 

Top 3 UN agencies in 2001 (Million dollars)  SRH-related organizations (Million dollars) 

  2000 2001 2002 

1. UNDP ......................................  16 UNAIDSe ................................. 1.72 1.79 – 
2. UNICEF ...................................  16 UNIFEMf ................................. 2.94 2.66 2.74 
3. UNHCR ....................................  14  Global AIDS Fundg ................. – 200 – 

a The DAC Journal, Development Co-operation 2002 Report, Vol. 4, No. 1 (2003). 

b The OECD’s ODA figures include grants and loans to countries from Part I of the DAC List for Aid Recipients provided by the official sector with the promotion of 
economic development and welfare as main objectives. 

c UNFPA/NIDI, Financial Resource Flows for Population Activities in 2001 (September 2003). 

d OECD/DAC, Contributions to UNFPA’s Regular Resources for 2001 and 2002, RMB UNFPA. 

e UNAIDS Governance, Donor & UN Relations Department, Donor Contribution Table 2000-2002, the Unified Budget (Core). 
f UNIFEM, Annual Report 2002/2003.  Contributions from governments.  This is the figure for core contribution and does not take earmarked contributions into 

account. 

g This amount refers to pledges over the period 2001-2003.  Website of the Global Fund to Fight AIDS, Tuberculosis and Malaria (total pledges until 22 August 2003) 
http://www.globalfundatm.org/files/pledges&contributions.xls. 
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GENERAL ODA FIGURES of LUXEMBOURGa 
SPENDING on POPULATION ASSISTANCE of 

LUXEMBOURG 

Total ODAb Total spending on population assistancec 

 Million dollars  Per cent of GNI   Million dollars  Per cent of ODA  

2000 ............................ 123 0.72 1999 ............................ 3.13 2.63 
2001 ............................ 142 0.19 2000 ............................ 10.73 8.45 
2002 ............................ 143 0.78 2001d ........................... 5.62 3.99 

Total bilateral ODA Bilateral spending on population assistance 

 Million dollars  Per cent of ODA   Million dollars  Per cent of ODA  

2000 ............................ 93.98 74 1999 ............................ 1.57 1.32 
2001 ............................ 106.5 75 2000 ............................ 8.37 6.60 
   2001 ............................ 3.76 2.65 

Top 11 total ODA recipients 2001 (Luxembourg annual report 2001)e The countries among the partner countriesf having a SRH-related project in 
2001-2002 (Million dollars) (projects done through UNFPA)g 

1.   Mali Nicaragua Cape Verde 
2.   Cape Verde  Namibia Viet Nam 
3.   El Salvador  Mali Niger 
4.   Nicaragua El Salvador Afghanistan 
5.   Burkina Faso Tunisia Senegal 
6.   Viet Nam AIDS initiatives in Rwanda:  Luxembourg started a new project in 2002 
7.   Laos to set up a Treatment and Research AIDS Centre (total budget 
8.   Namibia €€ 2.3 million) + a twinning project with hospitals from Rwanda and  
9.   Niger Luxembourg was established in 2002 to increase Rwandan capacities 
10. Palestinian Territories in the fight against AIDS (total budget: €€ 3.2 million). 
11. Senegal  

Total multilateral ODA Multilateral spending on population assistance (Million dollars) 

 Million dollars  Per cent of ODA   2000 2001 2002 

2000 ............................ 33.02 26 UNFPAh .................................. 0.43 0.42 0.51 
2001 ............................ 35.5 25 IPPF ....................................... – – – 
   Total of UNFPA and IPPF ...... 0.43 0.42 0.51 

Top 3 UN agencies in 2001 (Million dollars)  SRH-related organizations (Million dollars) 

  2000 2001 2002 

1.   WHO ......................................  7.7 UNIFEMi.................................. 0.42 0.42 0.56  
2.   UNFPA ..................................  7.0 UNAIDSj.................................. 0.43 0.43 0.58 
3.   UNDP ....................................  2.4  Global AIDS Fundk ................. 2.13   

a The DAC Journal, Development Co-operation 2002 Report, Vol. 4, No. 1 (2003). 

b For the OECD, ODA figures include the grants and loans to countries on Part I of the DAC list of Aid Recipients, provided by the official sector, having the 
promotion of economic development and welfare as main objective. 

c NIDI, Financial Resource Flows for Population Activities in 2001 (September 2003) 

d Figures were not fully reported: as a result, 2001 project and programme figures are estimated on the 2000 levels. 

e Luxembourg is also financing a large project in Serbia and Montenegro (reconstruction including in Kosovo) for a total amount of $7 m dollars over 3 years starting 
from 2000. 

f Luxemburg has 10 priority countries (Niger, Senegal, Cape Verde, Namibia, Burkina Faso, Nicaragua, El Salvador, Vietnam, Laos) and some partner countries for 
specific projects (China, Chili, South Africa, Morocco, Rwanda, Burundi, Tunisia). 

g Ministry of Foreign Affairs, External Trade, Co-operation and Defenses, Annual Report 2001 (16 July 2002). 

h OECD/DAC, Contributions to UNFPA’s Regular Resources for 200, 2001, 2002, RMB UNFPA.  This is the figure for core contribution and does not take earmarked 
contributions into account. 

i UNIFEM, Annual Report 2002/2003.  Contributions from governments.  This is the figure for core contribution and does not take earmarked contributions into 
account. 

j UNAIDS Governance, Donor & UN Relations Department, Donor Contribution Table 2000-2002, the Unified Budget (Core).  This is the figure for core contribution 
and does not take earmarked contributions into account. 

k This amount refers to the period of 2001-2003.  Website of the Global Fund to Fight AIDS, Tuberculosis and Malaria (total pledges until 22 August 2003) 
http://www.globalfundatm.org/files/pledges&contributions.xls. 
 



ODA levels and spending on SRHR__________________________________________________________________ 243  

 

 

 

 

GENERAL ODA FIGURES of NETHERLANDSa 
SPENDING on POPULATION ASSISTANCE of 

NETHERLANDS 

Total ODAb Total spending on population assistancec 

 Million dollars  Per cent of GNI   Million dollars  Per cent of ODA  

2000 ............................ 3 135 0.84 1999 ............................ 115.78 3.69 
2001 ............................ 3 172 0.82 2000 ............................ 170.08 5.43 
2002 ............................ 3 377 0.82 2001 ............................. 132.03 4.16 

Total bilateral ODA Bilateral spending on population assistance 

 Million dollars  Per cent of ODA   Million dollars  Per cent of ODA  
2000 ............................ 2 257.20 72 1999 ............................ 40.52 1.29 
2001 ............................ 2 220.40 70 2000 ............................ 28.91 0.92 
2002 ............................ 2 532.75 75 2001 ............................ 14.52 0.45 

Top 10 total ODA recipients 2000/2001  The 12 “structural development partners” for which Health is one of the 
priority aid policy linesd (in 2002) 

1.   Indonesia Bangladesh Mali 
2.   Netherlands Antilles (OA) Burkina Faso  Mozambique 
3.   Tanzania Egypt Nicaragua 
4.   India Ethiopia Tanzania 
5.   Mozambique Ghana Viet Nam 
6.   Ghana Yemen  Zambia 
7.   Serbia and Montenegro Countries with specific focus on SRH 
8.   Bolivia Burkina Faso Nicaragua 
9.   Bosnia and Herzegovina Mali Egypt 

10. Uganda Countries with specific emphasis on HIV/AIDS 

 Ghana Tanzania 
 Mozambique Zambia 

Total multilateral ODA Multilateral spending on population assistance (Million dollars) 

 Million dollars  Per cent of ODA   2000 2001 2002 

2000 ............................ 877.80 28 UNFPAe................................... 50.58 50.28 52.25 
2001 ............................ 951.60 30 IPPF ....................................... 3.18 6.31 7.26 
2002 ............................ 844.25 25 Total of UNFPA and IPPF ...... 53.76 56.59 59.51 

Top 3 UN agencies in 2001  SRH-related organizations (Million dollars) 

1.   UNDP  2000 2001 2002 

2.   UNFPA UNIFEMf ................................. 3.07 3.25 3.31 
3.   UNHCR UNAIDSg ................................ 14.98 20.22 15.47 
  Global AIDS Fundh ................ .. 54.13 .. 

a The DAC Journal, Development Co-operation 2002 Report, Vol. 4, No. 1 (2003). 

b For the OECD ODA figures include the grants and loans to countries on Part I of the DAC list of Aid Recipients, provided by the official sector, having the promotion 
of economic development and welfare as main objective. 

c NIDI, Financial Resource Flows for Population Activities in 2001 (September 2003). 

d Ministry of Foreign Affairs.  The Dutch government has a long-term aid relationship with 22 priority countries, called the structural development partners. Each 
partner country moreover has to decide to which sectors (3 or 4) they want Dutch aid to go to.  Above is the list of the countries among the 22 partners who chose health 
care in general, including SRH as one of their priorities.  http://www.minbuza.nl/. 

e OECD/DAC, Contributions to UNFPA’s Regular Resources for 2000, 2001,2002,RMB UNFPA. 

f UNIFEM, Annual Report 2002/2003.  Contributions from governments.  This is the figure for core contribution and does not take earmarked contributions into 
account. 

g UNAIDS Governance, Donor & UN Relations Department, Donor Contribution Table 2000-2002, the Unified Budget (Core). 

h This amount refers to the period 2001-2003.  Website of the Global Fund to Fight AIDS, Tuberculosis and Malaria (total pledges until 22 August 2003) 
http://www.globalfundatm.org/files/pledges&contributions.xls. 
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GENERAL ODA FIGURES of NORWAYa SPENDING on POPULATION ASSISTANCE of NORWAY 

Total ODAb Total spending on population assistancec 

 Million dollars  Per cent of GNI   Million dollars  Per cent of ODA  

2000 ............................ 1 364 0.80 1999 ........................... 61.67 4.50 
2001 ............................ 1 346 0.80 2000 ........................... 59.96 4.38 
2002 ............................ 1 746 0.91 2001 ............................ 42.96 3.19 

Total bilateral ODA Bilateral spending on population assistance 

 Million dollars  Per cent of ODA   Million dollars  Per cent of ODA  

2000 ............................ 1 013.80 74 1999 ........................... 1.23 0.09 
2001 ............................ 942.20 70 2000 ........................... 4.20 0.31 
2002 ............................ 1 222.20 70 2001 ........................... 0.43 0.03 

Top 10 total ODA recipients 2000/2001  Top 10 SRH and population recipients 2000 

  Per cent of total SRH and population aid 

1.   Serbia and Montenegro 1.   Uganda 10.72 
2.   Mozambique 2.   Tanzania 8.78 
3.   Tanzania 3.   Zambia 8.69 
4.   Palestinian Adm. Areas 4.   Mozambique 5.53 
5.   Afghanistan 5.   Nicaragua 4.14 
6.   Bosnia and Herzegovina 6.   Zimbabwe 4.05 
7.   Zambia 7.   Malawi 3.93 
8.   Uganda 8.   Burkina Faso 2.02 
9.   Ethiopia 9.   South Africa 1.98 
10. Bangladesh 10. Viet Nam 1.27 

Total multilateral ODA Multilateral spending on population assistance (Million dollars) 

 Million dollars  Per cent of ODA   2000 2001 2002 

2000 ............................ 356.20 26 UNFPAd................................... 22.99 23.94 24.39 
2001 ............................ 403.80 30 IPPF ....................................... 5.33 5.00 5.53 
2002 ............................ 523.80 30 Total of UNFPA and IPPF ...... 28.32 28.94 29.92 

Top 3 UN agencies in 2001(Million dollars)  SRH-related organizations (Million dollars) 

  2000 2001 2002 

1.   UNFPA ..................................  79 UNAIDSe ................................ 7.56 10.75 13.08 
2.   UNICEF .................................  34 UNIFEMf ................................. 1.95 2.02 2.02 
3.   UNFPA ..................................  24  Global AIDS Fundg ................. .. 34.70 .. 

a The DAC Journal, Development Co-operation 2002 Report, Vol. 4, No.1 (2003). 

b For the OECD, ODA figures include the grants and loans to countries in Part I of the DAC List of Aid Recipients provided by the official sector with the promotion of 
economic development and welfare as main objective. 

c UNFPA/NIDI, Financial Resource Flows for Population Activities in 2001 (September 2003). 

d OECD/DAC, Contributions to UNFPA’s Regular Resources for 2001 and 2002, RMB UNFPA. 

e UNAIDS Governance, Donor & UN Relations Department, Donor Contribution Table 2000-2002, the Unified Budget (Core). 
f UNIFEM, Annual Report 2002/2003.  Contributions from governments.  This is the figure for core contribution and does not take earmarked contributions into 

account. 

g This amount refers to pledges over the period 2001-2003.  Website of the Global Fund to Fight AIDS, Tuberculosis and Malaria (total pledges until 22 August 2003) 
http://www.globalfundatm.org/files/pledges&contributions.xls. 
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GENERAL ODA FIGURES of PORTUGALa SPENDING on POPULATION ASSISTANCE of PORTUGAL 

Total ODAb Total spending on population assistancec 

 Million dollars  Per cent of GNI   Million dollars  Per cent of ODA  

2000 ............................ 271 0.26 1999 ............................ 0.44 0.16 
2001 ............................ 267 0.25 2000 ............................ 0.40 0.15 
2002 ............................ 282 0.24 2001 ............................ 0.68 0.26 

Total bilateral ODA Bilateral spending on population assistance 

 Million dollars Per cent of ODA  Million dollars  Per cent of ODA  

2000 ............................ 178.86 66 1999 ............................ 0.24 0.09 
2001 ............................ 181.56 68 2000 ............................ 0.20 0.08 
   2001 ............................ 0.46 0.17 

Top 10 total ODA recipients 2000/2001 Health expenditure in the priority countriesd (1999) 

1.   Mozambique 1.   Sao Tome and Principe 
2.   Timor-Leste 2.   Mozambique 
3.   Cape Verde 3.   Cape Verde 
4.   Guinea Bissau 4.   Angola 
5.   Angola 5.   Guinea Bissau  
6.   São Tomé and Principe 6.   Timor-Leste 
7.   The former Yugoslav Republic of Macedonia   
8.   Bosnia and Herzegovina  
9.   Brazil  
10. Palestinian Adm. Areas  

Total multilateral ODA Multilateral spending on population assistance (Million dollars) 

 Million dollars  Per cent of ODA   2000 2001 2002 

1999 69.00 25 UNFPAe................................... 0.03 0.02 – 
2000 92.14 34 IPPF ....................................... – – – 
2001 85.44 32 Total of UNFPA and IPPF ...... 0.03 0.02 – 

Top 3 UN agencies in 2001 (Million dollars)  SRH-related organizations (Million dollars) 

1.   UNDP  2000 2001 2002 
2.   WHO UNAIDS................................... – – – 
3.   UNESCO UNIFEM .................................. – – – 

  Global AIDS Fund ................... – – – 

a The DAC Journal, Development Co-operation 2002 Report, Vol. 4, No. 1 (2003). 

b For the OECD, ODA figures include the grants and loans to countries in Part I of the DAC List of Aid Recipients provided by the official sector with the promotion of 
economic development and welfare as main objective. 

c NIDI, Financial Resource Flows for Population Activities in 2001 (September 2003). 

d Portugal has 5 priority partner for which the cooperation programme is detailed in Relatorio da Cooperacao Portuguesa 1999  http://www.instcoop.pt/Rel99.doc. 
No updates were available  

e OECD/DAC, Contributions to UNFPA’s Regular Resources for 2000, 2001,2002, RMB UNFPA. 
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GENERAL ODA FIGURES of SPAINa SPENDING on POPULATION ASSISTANCE of SPAIN 

Total ODAb Total spending on population assistancec 

 Million dollars  Per cent of GNI   Million dollars  Per cent of ODA  

2000 ........................... 1 195 0.22 1999 ............................ 9.47 0.69 
2001 ........................... 1 737 0.30 2000 ............................ 6.21 0.52 
2002 ........................... 1 608 0.25 2001 ............................ 14.38 0.83 

Total bilateral ODA Bilateral spending on population assistance 

 Million dollars Per cent of ODA  Million dollars  Per cent of ODA  

2000 ........................... 717.00 60 1999 ............................ 4.73 0.35 
2001 ........................... 1 146.42 66 2000 ............................ 5.09 0.43 
   2001 ............................ 13.22 0.76 

Top 10 total ODA recipients 2000/2001 Major SRH recipients 

1.   Nicaragua Major recipient countries of SRH projects financed by the AECI  
2.   Indonesia between 1995 and 2000d (including HIV/AIDS): Morocco,  
3.   Morocco Honduras, Dominican Republic, Philippines. 
4.   China Within the 2002 Annual Plan, “Maternal and child health” is a priority
5.   Bolivia for the following areas: Ecuador, Central America and the Caribbean, 
6.   El Salvador Morocco, Tunisia and the Palestinian Territories. 
7.   Honduras Actual SRH and HIV/AIDS projects in 2003e: Bolivia, Ecuador, Peru, 
8.   Bosnia and Herzegovina El Salvador, Nicaragua, Dominican Republic, Morocco, Angola, 

9.   Ecuador Mozambique, Namibia, South Africa. 
10. Peru  
  

Total multilateral ODA Multilateral spending on population assistance (Million dollars) 

 Million dollars  Per cent of ODA   2000 2001 2002 

2000 478.00 40 UNFPAf ................................... 0.50 0.49 0.55 
2001 590.58 34 IPPF ....................................... – – – 
   Total of UNFPA and IPPF ...... 0.50 0.49 0.55 

Top 3 UN agencies in 2001 SRH-related organizations (Million dollars) 

1.   UNDP  2000 2001 2002 
2.   UNICEF UNIFEMg................................. 0.11 0.13 0.06 
3.   WFP/UNHCR UNAIDSh................................. 0.19 0.32 .. 

  Global AIDS Fundi .................. .. 35 .. 

a The DAC Journal, Development Co-operation 2002 Report, Vol. 4, No. 1 (2003). 

b For the OECD, ODA figures include the grants and loans to countries in Part I of the DAC List of Aid Recipients provided by the official sector with the promotion of 
economic development and welfare as main objective. 

c NIDI, Financial Resource Flows for Population Activities in 2001 (September 2003). 

d La ayuda oficial al desarrollo de Espana en Materia de poblacion y salud Reproductiva 1995-2000 – Un uniform de El Cairo +5 GIE 1998. 

e Oral interview with Ministry of Cooperation and Development. 

f OECD/DAC, Contributions to UNFPA’s Regular Resources for 2000, 2001, 2002, RMB UNFPA. 

g UNIFEM, Annual Report 2002/2003. Contributions from governments.  This is the figure for core contribution and does not take earmarked contributions into 
account. 

h UNAIDS Governance, Donor & UN Relations Department, Donor Contribution Table 2000-2002, the Unified Budget (Core). 
i This amount refers to the period 2001-2003.  Website of the Global Fund to Fight AIDS, Tuberculosis and Malaria (total pledges until 22 August 2003)  

http://www.globalfundatm.org/files/pledges&contributions.xls. 
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GENERAL ODA FIGURES of SWEDENa SPENDING on POPULATION ASSISTANCE of SWEDEN 

Total ODAb Total spending on population assistancec 

 Million dollars  Per cent of GNI   Million dollars  Per cent of ODA  

2000 ............................ 1 799 0.80 1999 ........................... 61.60 3.78 
2001 ............................ 1 666 0.77 2000 ........................... 73.14 4.07 
2002 ............................ 1 754 0.74 2001 ........................... 56.27 3.38 

Total bilateral ODA Bilateral spending on population assistance 

 Million dollars Per cent of ODA  Million dollars  Per cent of ODA  

2000 ............................ 1 241.31 69 1999 ........................... 19.08 1.17 
2001 ............................ 1 199.52 72 2000 ........................... 4.39 0.24 
2002 d .......................... 1 490.90 85 2001 ........................... 5.63 0.34 

Top 10 total ODA recipients 2000/2001 Major bilateral SRH recipients in 2002 (SRH and HIV/AIDS)e (alphabetic 
order) 

1.   Tanzania Angola 
2.   Mozambique Ethiopia 
3.   Honduras  India 
4.   Viet Nam Malawi 
5.  Serbia and Montenegro Namibia 
6.   Russian Federation  Tanzania 
7.   Bangladesh  Uganda 
8.   South Africa Zambia 
9.   Nicaragua Zimbabwe 
10. Palestinian Adm Areas  

Total multilateral ODA Multilateral spending on population assistance (Million dollars) 

 Million dollars  Per cent of ODA   2000 2001 2002 

2000 ............................ 557.69 31 UNFPAf ................................... 18.43 16.07 17.04 
2001............................. 466.48 28 IPPF ....................................... 7.63 6.72 7.71 
2002............................. 263.10 15 Total of UNFPA and IPPF ...... 26.06 22.79 24.75 

Top 3 UN agencies in 2001 (Million dollars) SRH-related organizations (Million dollars) 

1.   UNDP ....................................  56  2000 2001 2002 
2.   UNICEF .................................  31 UNIFEMg ................................. 1.03 1.31 1.58 
3.   UNFPA ..................................  17 UNAIDSh ................................. 4.01 4.60 4.97 

  Global AIDS Fundi .................. 46.36 .. .. 

a The DAC Journal, Development Co-operation 2002 Report, Vol. 4, No. 1 (2003). 

b For the OECD, ODA figures include the grants and loans to countries in Part I of the DAC List of Aid Recipients provided by the official sector with the promotion of 
economic development and welfare as main objective. 

c UNFPA/NIDI, Financial Resource Flows for Population Activities in 2001 (September 2003). 

d SIDA, Annual Report 2002 (May 2003). 

e SIDA, Health Division by Anders Nordstrom, Fact and figures 2002: Health Sector (April 2003).  The countries given are the ones which received within bilateral 
ODA funding for the sub-sectors “ Reproductive health and rights” and “Sexual health and Rights including HIV/AIDS”  

f OECD/DAhC, Contributions to UNFPA’s Regular Resources for 2001 and 2002, RMB UNFPA. 

g UNIFEM, Annual Report 2002/2003.  Contributions from governments.  This is the figure for core contribution and does not take earmarked contributions into 
account. 

h UNAIDS Governance, Donor & UN Relations Department, Donor Contribution Table 2000-2002, the Unified Budget (Core). 
i This amount refers to pledges over the period 2001-2003.  Website of the Global Fund to Fight AIDS, Tuberculosis and Malaria (total pledges until 22 August 2003)

http://www.globalfundatm.org/files/pledges&contributions.xls. 
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GENERAL ODA FIGURES of SWITZERLANDa 
SPENDING on POPULATION ASSISTANCE of 

SWITZERLAND 

Total ODAb Total spending on population assistancec  

 Million dollars  Per cent of GNI   Million dollars  Per cent of ODA  

2000 ........................... 890 0.34 1999 ............................ 17.80 1.81 
2001 ........................... 890 0.34 2000 ............................ 16.07 1.81 
2002 ............................ 933 0.32 2001 ............................ 23.53 2.59 

Total bilateral ODA Bilateral spending on population assistance 

 Million dollars Per cent of ODA  Million dollars  Per cent of ODA  

2000 ........................... 623.00 70 1999 ............................ 4.27 0.43 
2001 ........................... 644.68 71 2000 ............................ 3.54 0.40 
   2001 ............................ 3.52 0.38 

Top 10 total ODA recipients 2000/2001 Priority countries where health is a priority 

1.   Serbia and Montenegro (including Kosovo) Benin Mozambique 
2.   Mozambique Chad Nepal 
3.   States of Serbia and Montenegro Mali Tanzania 
4.   India A Swiss official reports that: ‘Most health projects develop reproductive  
5.   Tanzania Health activities but there is still no formal inventory of such RH activities 
6.   Bangladesh funded by the Swiss Government as broader health and social  
7.   Burkina Faso programmes. 
8.   Nepal  
9.   Bosnia and Herzegovina Bangladesh: Switzerland co-funds a health research project, although 
10. Viet Nam health is not formally considered a priority sector. 

Total multilateral ODA Multilateral spending on population assistance  (Million dollars) 

 Million dollars  Per cent of ODA   2000 2001 2002 

2000 ........................... 267.00 30 UNFPAd .................................. 6.97 6.74 8.01 
2001 ........................... 263.32 29 IPPF ....................................... 0.58 0.61 0.66 
   Total of UNFPA and IPPF ..... 7.55 7.35 8.67 

Top 3 UN agencies in 2001 (Million dollars) SRH-related organizations (Million dollars) 

1.   UNDP ....................................  37  2000 2001 2002 
2.   WFP .......................................  21 UNIFEMe ................................. 0.49 0.45 0.48 
3.   UNHCR .................................  17.5 UNAIDSf ................................. 1.27 2.32 2.66 

  Global AIDS Fundg ................. .. .. 10 

a The DAC Journal, Development Co-operation 2002 Report, Vol. 4, No. 1 (2003). 

b For the OECD, ODA figures include the grants and loans to countries in Part I of the DAC List of Aid Recipients provided by the official sector with the promotion of 
economic development and welfare as main objective. 

c UNFPA/NIDI, Financial Resource Flows for Population Activities in 2001 (September 2003). 

d OECD/DAC, Contributions to UNFPA’s Regular Resources for 2000, 2001, 2002, RMB UNFPA. 

e UNIFEM, Annual Report 2002/2003.  Contributions from governments.  This is the figure for core contribution and does not take earmarked contributions into 
account. 

f UNAIDS Governance, Donor & UN Relations Department, Donor Contribution Table 2000-2002, the Unified Budget (Core).  
g This amount refers to the period 2001-2003.  Website of the Global Fund to Fight AIDS, Tuberculosis and Malaria (total pledges until 22 August 2003) 

http://www.globalfundatm.org/files/pledges&contributions.xls. 
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GENERAL ODA FIGURES of the UNITED KINGDOMa 
SPENDING on POPULATION ASSISTANCE of the 

UNITED KINGDOM 

Total ODAb Total spending on population assistancec 

 Million dollars  Per cent of GNI   Million dollars  Per cent of ODA  

2000 ............................ 4 501 0.32 1999 ........................... 95.70 2.79 
2001 ............................ 4 579 0.32 2000 ........................... 169.60 3.77 
2002............................. 4 749 0.30 2001 ........................... 80.97 1.77 

Total bilateral ODA Bilateral spending on population assistance 

 Million dollars Per cent of ODA  Million dollars  Per cent of ODA  

2000 ............................ 2 700.60 60 1999 ........................... 27.75 0.81 
2001 ............................ 2 610.03 57 2000 ........................... 61.06 1.36 
2002d ........................... 3 086.85 65 2001 ........................... 14.57 0.32 

Top 10 total ODA recipients 2000/2001 Top 10 health and population recipients 1999 (DFID) e 

1.   Tanzania  Per cent of total health and population aid 
2.   India 1.   India  15.6 
3.   Uganda 2.   Bangladesh 8.0 
4.   Mozambique 3.   Ghana 7.2 
5.   Bangladesh 4.   Kenya 7.2 
6.   Zambia 5.   Uganda 6.2 
7.   Ghana 6.   South Africa 4.9 
8.   Malawi 7.   Tanzania 4.7 
9.   Kenya 8.   Nigeria 4.5 
10. China 9.   Pakistan 4.3 
 10. Zambia 2.6 

Total multilateral ODA Multilateral spending on population assistance (Million dollars) 

 Million dollars  Per cent of ODA   2000 2001 2002 

2000 ............................ 1 800.40 40 UNFPA f .................................. 22.29 21.91 21.68 
2001 ............................ 1 968.97 43 IPPF ....................................... 8.30 6.74 6.97 
2002 ............................ 1 662.15 35 Total of UNFPA and IPPF ...... 30.59 28.65 28.65 

Top 3 UN agencies in 2001 (Million dollars) g SRH-related organizations (Million dollars) 

1.   UNDP ....................................  66  2000 2001 2002 
2.   UNRWA ..................................  33 UNAIDSh ................................. 4.62 4.32 2.36 
3.   UNHCR ..................................  30 UNIFEMi.................................. 3.84 3.56 4.45 

  Global AIDS Fundj .................. 118.54 .. .. 

a The DAC Journal, Development Co-operation 2002 Report , Vol. 4, No. 1 (2003). 

b For the OECD, ODA figures include the grants and loans to countries in Part I of the DAC List of Aid Recipients provided by the official sector with the promotion of 
economic development and welfare as main objective. 

c UNFPA/NIDI, Financial Resource Flows for Population Activities in 2001 (September 2003). 

d Provisional figures from Mr Ian MacIntosh, Head of Statistical Reporting, DFID. 

e These percentages are calculated on the basis of the total bilateral spending on health, including SRH and population issues.  These are thus not SRH specific 
figures. 

f OECD/DAC, Contributions to UNFPA’s Regular Resources for 2001 and 2002, RMB UNFPA 

g Provisional figures from Mr Ian MacIntosh, Head of Statistical Reporting, DFID.  

h UNAIDS Governance, Donor & UN Relations Department, Donor Contribution Table 2000-2002, the Unified Budget (Core). 
i UNIFEM, Annual Report 2002/2003.  Contributions from governments.  This is the figure for core contribution and does not take earmarked contributions into 

account. 

j This amount refers to pledges over the period 2001-2003.  Website of the Global Fund to Fight AIDS, Tuberculosis and Malaria (total pledges until 22 August 2003)
http://www.globalfundatm.org/files/pledges&contributions.xls. 
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GENERAL ODA FIGURES of the UNITED STATESa 
SPENDING on POPULATION ASSISTANCE of the 

UNITED STATES 

Total ODAb Total spending on population assistancec 

 Million dollars  Per cent of GNI   Million dollars  Per cent of ODA  

2000 ........................... 9 955 0.10 1999 ............................ 603 8.32 
2001 ........................... 11 429 0.11 2000 ............................ 658 6.62 
2002 ............................ 12 900 0.12 2001 ............................ 951 8.32 

Total bilateral ODA Bilateral spending on population assistance 

 Million dollars Per cent of ODA  Million dollars  Per cent of ODA  

2000 ........................... 7 366 74 1999 ............................ 192.9 2.1 
2001 ........................... 8 228 72 2000 ............................ 157.9 1.58 
   2001 ............................ 172.2 1.50 

Top 10 total ODA recipients 2000/2001 “Joint programming countries” for the Center of Population, Health and 
Nutritiond 

1.   Russian Federation (OA) Africa ...................................... Ethiopia, Ghana, Kenya, Nigeria, South  
2.   Egypt  Africa, Tanzania, Uganda 
3.   Israel (OA)   
4.   Pakistan Asia and North Africa ............. Bangladesh, Egypt, India, Indonesia, 
5.   Ukraine (OA)  Morocco, Nepal, Philippines 
6.   Colombia   
7.   Jordan South and Latin America ....... Peru 
8.   Serbia and Montenegro   
9.   Peru   
10. Indonesia   

Total Multilateral ODA Multilateral spending on population assistance (Million dollars) 
 Million dollars  Per cent of ODA   2000 2001 2002 

2000 ........................... 2 588 26 UNFPAe .................................. 21.5 21.5 – 
2001 ........................... 3 200 28 IPPF ....................................... 2.6 2.8 – 
   Total of UNFPA and IPPF ..... 24.1 24.3 – 

Top 3 UN agencies in 2001 (Million dollars) SRH-related organizations (Million dollars) 

..  2000 2001 2002 
 UNAIDSf ................................. 1.20 2.95 2.16 
 UNIFEMg................................. 15 15 18 

  Global AIDS Fundh ................. .. 623 .. 

a The DAC Journal, Development Co-operation 2002 Report, Vol. 4, No. 1 (2003). 

b In the OECD, ODA figures include the grants and loans to countries on Part I of the DAC list of Aid Recipients, provided by the official sector, having the promotion 
of economic development and welfare as main objective. 

c UNFPA/NIDI, Financial Resource Flows for Population Activities in 2001 (September 2003). 

d Countries with the highest potential for worldwide, as well as local or regional, impact across the Population, Health and Nutrition sector.  Significant levels of the 
PHN Center resources will be committed to achieve results.  The USA also identified “Joint planning countries”: they are lower priority in terms of their global impact but 
are sites of PHN activities implemented under USAID field assistance programmes (list of 36 countries)  

e OECD/DAC, Contributions to UNFPA’s Regular Resources for 2001 and 2002, RMB UNFPA. 

f UNIFEM, Annual Report 2002/2003.  Contributions from governments.  This is the figure for core contribution and does not take earmarked contributions into 
account. 

g UNAIDS Governance, Donor & UN Relations Department, Donor Contribution Table 2000-2002, the Unified Budget (Core). 
h This amount refers to pledges over the period 2001-2003.  Website of the Global Fund to Fight AIDS, Tuberculosis and Malaria (total pledges until 22 August 2003)

http://www.globalfundatm.org/files/pledges&contributions.xls. 
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CHAPTER 12 
 
PROGRESS IN POLICY-MAKING IN POPULATION 
AND REPRODUCTIVE HEALTH ISSUES 

Jörg F. Maas and Christian Resch 

 

 

Preface 
The year 2004 marks the very important tenth 

anniversary of the 1994 International Conference on 
Population and Development and its so-called Cairo 
Programme of Action.  The decennial review process, 
however, will take place in troubled waters for many 
reasons, some of which will be outlined in the subsequent 
sections.  Financing is always a problem in development 
cooperation (it is sometimes considered to be the 
problem) – but nowadays new challenges have arisen, 
e.g. opposition to the very concept of reproductive health, 
a lack of commitment to population issues, etc. 

Nevertheless, in good tradition, the UNECE took on 
the duty of organising a follow-up to Cairo from the 
perspective of the ‘Greater European region’: the 
European Population Forum, held in January 2004 in 
Geneva. 

It was an honour and pleasure for the German 
Foundation for World Population (Deutsche Stiftung 
Weltbevölkerung-DSW) to have been invited to present a 
paper to this meeting of distinguished experts and 
representatives of governments, international 
organisations, non-governmental organisations, the media 
and academia.  We contributed from our special 
perspective as an independent, largely privately funded, 
development organisation that engages in the field of sex 
education in the countries of Africa and Asia, and which 
has a strong involvement in media, public awareness and 
advocacy work in Germany and Europe-wide.1  

As we specialise in the fields of applied 
demography and sexual and reproductive health 
programming, we want to state at this stage that we 
cannot provide the in-depth knowledge of demographic 
developments as a demographic institute could do.  What 
we have selected to present in this paper are simply the 
trends that we deemed helpful in order to make political 
judgements.  This basic information is important if one 

                                                        
1  For more information, please visit http://www.dsw-

online.de/english/index.html for an English-language version of our 
website. 

wants to understand the political debate on the issue, as 
far as the UNECE region and the global impact of 
countries in this region are concerned. 

We would like to express our gratitude to the 
UNECE secretariat for having given us the opportunity to 
present this paper, and to colleagues from Marie Stopes 
International and the International Planned Parenthood 
Federation – European Network who provided us with 
valuable information. 

Introduction 
Even though these questions may not be its top 

priority, the UNECE has a tradition of addressing 
population and sexual and reproductive health issues: 

• A European Population Conference was organised 
by the UNECE in Geneva in 1993 jointly with the 
Council of Europe and the United Nations 
Population Fund (UNFPA).  The Recommendations 
of the European Population Conference (United 
Nations, 1994a) were adopted and served as a basis 
for discussion at the International Conference on 
Population and Development (ICPD) held in Cairo 
in September 1994.  The focus of the 
recommendations were national and regional 
commitments to population and sexual and 
reproductive health issues, as well as the relationship 
of these issues to international and global 
development.  This report contributed to the content 
of the Programme of Action (United Nations, 
1994b), adopted at the ICPD in 1994. 

• In 1998, in the context of the quinquennial follow-up 
process to the Cairo conference, the UNECE again 
followed up relevant issues at the Regional 
Population Meeting in Budapest.  This event was 
organised in cooperation with UNFPA and the 
Hungarian Statistical Office.  Conclusions on a 
range of topics were agreed upon (UNECE, 1999).  
These were reflected at the Twenty-First Special 
Session of the United Nations General Assembly 
that adopted a resolution on ‘Key Actions for the 
Further Implementation of the Programme of Action 
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of the International Conference on Population and 
Development’ (United Nations, 1999). 

As we are approaching the ICPD’s tenth 
anniversary in 2004, the UNECE has again been asked to 
convene a forum of interested participants to share their 
views and experiences of recent developments in 
population and sexual and reproductive health issues.  
This background paper will try to give an overview of the 
political scene in this regard. In order to achieve this 
within a limited space, it was necessary to select 
examples and to focus on some points while leaving aside 
others.  This is even more necessary since UNECE 
membership not only bridges three continents – America, 
Europe and Asia (including the Middle East) – it also 
includes some of the most diverse economies and 
political contexts. Some examples of this multi-facetted 
diversity are that: 

• number 1 on this year’s UNDP Human 
Development Index (UNDP, 2003) rank list and 
number 113 on this list are both members of 
UNECE2; 

• both major donor countries for official development 
assistance on the one hand and receiving countries 
on the other hand are situated in the region; 

• both long standing and well-established democracies 
are members, together with countries where 
democratic procedures and institutions are fragile, 
and where the rule of law, as well as human rights 
are threatened; 

• countries enjoying the privilege of peace, and 
countries which have been affected by armed 
conflict during the 1990s or even up to today can be 
found represented in the Forum, too. 

These few examples give an insight into the breadth 
of UNECE membership and its political challenges, 
without, of course, describing the complete picture. 

Building on the experiences of earlier UNECE 
events – as mentioned above – and from the discussions 
at ICPD-related meetings of the general UN bodies, the 
following three dimensions will be examined in this 
paper: 

(1) The national perspective 

Before analysing population and reproductive 
health issues at the national level, a brief overview 
will be given of recent findings in demography in 
order to facilitate a better understanding of the 
national trends. 

We will then examine the demographic and 
reproductive health developments that the UNECE 
countries are typically facing: ageing, migration and 

                                                        
2 Norway and Tajikistan. 

HIV/AIDS. Secondly, the implications of these 
developments for the political debate are analysed, 
taking into account how the Cairo Programme of 
Action is connected to this. 

(2) The regional dimension 

In the UNECE region, three major international 
organisations deal with population and sexual and 
reproductive health and rights at the political level: 

(i) The UNECE  

(ii) The Council of Europe 

(iii) The European Union (EU). 

The second section will thus take a closer look at 
the political activities and processes that take place 
in these different intergovernmental and 
supranational institutions.  In particular, several 
policy documents will be analysed in detail. Some 
of these documents were adopted at meetings such 
as the European Population Forum, others during 
regular legislative processes. 

(3) The Current Political Situation 

The Cairo Programme of Action was adopted by 
consensus in 1994.  However, nowadays it is facing 
strong opposition, in particular from the current 
United States Administration.  The final section will 
first describe what the main features of the actual 
consensus were, i.e. the concept of reproductive 
health. Secondly, the opposition in the United States 
and in Europe will be analysed.  Thirdly, a synopsis 
of other factors that are contributing to the current 
shortfall in funding for the Cairo topics will be 
provided. 

Finally, some conclusions will be drawn on what 
kind of action is required on the political scene in the 
UNECE region, and the problems that lie ahead, based on 
the preceding analysis.  

The national political scene 

Global demographics: the world divided into four 
groups 

Before analysing the national political debates 
around population issues, in this first section a brief 
overview will be provided on recent scientific findings in 
demography (Population Reference Bureau, 2003). 

For a very long period, international demographic 
studies highlighted two major facts.  In industrialised 
countries with good health and hygiene infrastructures, 
with universal primary education, and ready access to 
contraceptives, people tend to have fewer children at a 
later stage in life and they tend to live longer.  On the 
contrary, in developing countries with poor health and 
hygiene infrastructures, with weak school systems, and 
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where contraceptive supplies are lacking, both the 
fertility and mortality rates are high, and the age structure 
is very much like a pyramid with the biggest segments at 
the bottom. 

However, in the past few years, this has changed.  
Neither wealthy nor poor countries can be seen as 
monolithic blocks, as far as their demographic 
development is concerned.  Major research institutes 
highlight the existence of diverging trends in this area.  
From an overall viewpoint, global population growth is 
still relatively strong, with a doubling period of 54 years.  
This situation is quite clear: by the year 2050, according 
to the most recent projections of the United Nations 
Population Division, world population will have reached 
8.9 billion.  However, when looking at the world regions, 
the patterns are less homogenous, and thus cannot lead to 
political conclusions without in-depth analysis.  
Demographic scientists have developed a model that tries 
to reflect this new and more diverse picture.  In recent 
publications, countries are divided into four groups of 
different demographic patterns. 

(i) Countries with low fertility and a (soon to be) 
shrinking population 

 This first group is comprised of countries whose 
fertility rate has been well below the replacement 
level of 2.1 children per woman for a 
considerable period of time.  Due to the low 
fertility rate, the population of these countries has 
already begun to decrease or will start to do so in 
the first half of the 21st century.  Most 
industrialised countries are in this category.  
Moreover, many countries of the former USSR 
are also in this group. This group of countries is 
clearly very diverse, yet they show similar traits 
regarding population growth, although for very 
different reasons.  Whereas in industrialised 
countries low fertility rates are, in general, due to 
informed decisions to have fewer children, and 
the average life expectancy is high due to good 
health services, in the former Soviet Republics the 
difficulties of economic transition, poor health 
systems, and widespread sexually transmittable 
diseases have led to low fertility rates together 
with lower life expectancy.  The combination of 
these factors and, in addition, high (although 
declining) levels of child mortality result in 
comparable population dynamics. 

 An example from this group is Sweden, where the 
fertility rate is 1.6 children per woman, the child 
mortality rate is 3.7 deaths of children in their first 
year per 1,000 live births.  Overall life expectancy 
is 80 years.  In Kazakhstan, the fertility rate is 
somewhat higher at 1.8, but the child mortality 
rate is 19 per 1,000 and overall life expectancy is 
only 66 years.  In both cases, as different as they 
are, the natural growth rate is minimal - 0.0 per 

cent per annum in the case of Sweden and 0.5 in 
the case of Kazakhstan. 

 In this connection it should be noted that around 1 
million people are living with HIV/AIDS in the 
Russian Federation, one of the countries in this 
group (UNAIDS, 2003).  Risky behaviour, such 
as intravenous drug use, is driving the epidemic 
there.  However, due to a lack of sex education 
and adequate information on HIV/AIDS, and due 
to a lack of reproductive health supplies, such as 
condoms, there is the looming danger that the 
Russian Federation will be hurt by HIV/AIDS in 
multiple ways: economy, politics, security as well 
as population structure. 

(ii) Countries with declining fertility and slow 
population growth 

Countries of this second group are characterised 
by the expectation that their population will start 
to decline in the second half of the 21st century. 
The spectrum is, again, very wide.  On the one 
hand, the only industrialised country with a 
fertility rate that for a very long time has 
remained above replacement level, the United 
States, is classified in this group.  However, it has 
recently fallen and is now below replacement 
level.  It is hard to say in which direction the 
United States will go, since the effects of 
immigration are difficult to predict.  On the other 
hand, East Asian countries like China and 
Taiwan, and both Koreas show similar patterns in 
population terms.  The common feature of these 
countries is that life expectancy is high or very 
high in most of them (United States 77, Canada 
79, Korea 76, China 71 years) whereas child 
mortality differs considerably (United States has 
6.9 deaths of children in their first year per 1,000 
life births while China has 32). 

(iii) Countries with slow population growth and 
rising mortality 

The third group consists of countries where 
growth is advancing slowly but mortality is rising 
quickly, mainly due to the HIV/AIDS pandemic.  
Many of these countries are situated in Africa 
where HIV infection rates can be as high as 39 
percent, e.g. in Botswana.  Nevertheless, 
HIV/AIDS is spreading very quickly in Asia and 
some of these countries are considered to be ‘next 
wave' countries. India is among them and the 
Russian Federation is one UNECE country that 
could easily shift to group (iii). 

(iv) Countries with rapid population growth 

The fourth group is defined as countries with 
rapidly growing populations. Most of them 
belong to the group of least developed countries, 
many of them in sub-Saharan Africa.  The 
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population of the least developed countries will 
grow – according to UN estimates – from 668 
million now to 1.7 billion in 2050.  This will 
create huge development challenges including the 
establishment of adequate health and educational 
infrastructures, the provision of food and 
economic development.  No UNECE members 
fall into this category.3  

With this categorisation of demographic patterns in 
mind, we will now discuss the political impact of 
population issues and matters of reproductive health in 
countries of the UNECE region.  The selection of 
countries that will be examined is, of course, not 
exhaustive.  However, by highlighting certain 
developments which apply to more than one country, this 
will lead us to a number of more generally applicable 
political recommendations. 

Ageing 
Sexual and reproductive health is being well taken 

care of in most developed countries.  Sex education is 
part of the school curriculum, and family planning 
services and ante- and postnatal medical services are 
widely available.  In countries of the first group, it is 
rather the long-term effect of the declining fertility rate 
that has evolved as a policy issue.  The effects of ageing 
can be studied by looking at a European country such as 
Germany.  A political debate has stemmed from the 
adverse impacts of this development and it is currently in 
its ‘hot’ phase.  The government has proposed a 
sustainability (i.e. demographic) factor to be taken into 
account in administering the official pension system, and, 
in addition, to de facto pension cuts for 2004.  Why is the 
demographic and reproductive health situation leading to 
such measures? 

The best summary on demographic developments in 
Germany can be found in the Zeitschrift für 
Bevölkerungswissenschaft, published by the Federal 
Institute for Population Research (Schwarz, 2001): 

“82.2 million people lived in Germany at the 
beginning of 2000, including 7.3 million foreigners or 9 
per cent of the population.  Population growth has slowed 
over the past years.  There are two reasons for this: a 
continuing surplus of deaths over births, which was 
almost 80,000 in 1999 and the smaller surplus of arrivals 
over departures. [...]  

The proportion of the population that is 60 or older 
is now 23 per cent and the proportion of children and 
young people under 20 is 21 per cent.  In contrast, they 
account for 8 and 27 per cent, respectively, of foreigners 

                                                        
3 However, it should be noted that in the Occupied Palestinian 

Territories, which under international law fall under the responsibility of 
Israel (a UNECE member), there is a high fertility ‘pocket’ with an 
average of 5.7 children per woman. 

living in Germany.  If there were to be no further 
immigration, there would be an accelerating decline in 
the population in the decades to come, and at the same 
time the proportion of people aged 60 and over would 
approach 40 per cent.  However, even with immigration 
preventing too great a decline in the population, one must 
presume that the proportion of elderly persons over 60 
will continue to increase to more than 30 per cent. [...] 

For roughly 25 years, the fertility level has been 
roughly one third below replacement level.  For 1998 this 
gives rise to a total fertility rate of 141 births per 100 
women in Western Germany. [...]  Of all 35- to 39-year-
old women, 26 per cent were childless whilst 13 per cent 
of married women were childless.  Childlessness is even 
more widespread in the cities where today up to one third 
of women who are almost 40 are unmarried. [...] 

Life expectancy, the most highly summarising 
measure of mortality trends, has increased further.  For 
new born boys it is now 74 and 80 years for girls.  A 60 
year-old man can expect to live almost another 19 years 
according to the 1996/1998 life table, and a woman of the 
same age can expect another 23 years.  This means that 
for 60 year-olds, life expectancy has increased by roughly 
four years in the past 25 years or so.  According to the 
1996/1998 life table only 14 per cent of men and 7 per 
cent of women die before the age of 60.  The significance 
of this trend for the pensions systems, the healthcare 
system and care of elderly is obvious and serious.  This, 
however, also impacts the structure of employment 
potential, family, culture and the power structures within 
society. 

As well as presenting all relevant demographic 
statistics, Schwarz’s paper discusses three decisive points 
in analysing the political implications: 

• How can pay-as-you-go pension systems be 
reformed? 

• How can health care systems be financed with 
increasing numbers of elderly people in need 
of medical services? 

• To what extent can immigration be a solution 
to the industrialised countries’ ageing 
problem?  

Up to now, in Germany (and other industrialised 
countries with similar demographic patterns), two policy 
options were perceived as feasible, and are – at least 
partly – being implemented or being proposed as reform 
steps.  The first option is to provide incentives to have 
children and/or reducing the existing disadvantages for 
families with children.  The overall aim is to raise fertility 
in order to keep a feasible support ratio, i.e. the ratio 
between the age group 15-64 and 64 and above.  
Provisions include (but are not limited to) parental leave, 
family allocations and benefits (as high as €€ 1,000 per 
month for each child were proposed in the 2002 election 
campaign), and childcare systems in crèches, 



Progress in policy-making _________________________________________________________________________ 255 

kindergartens and other pre-school institutions.  The other 
option that has recently been discussed is to maintain the 
support ratio by extending the working life of people to 
67 or possibly even higher.  The second policy option is 
to cut benefits.  As a long-term remedy, pensions will (in 
Germany) be cut back to 63-67 per cent of most-recent 
net salary by 2030, from the current level of 70 per cent.  
Even at this lower level, keeping pension contributions 
below 20 per cent of gross income will still remain a 
problem.  As short-term measures, it was proposed to put 
the yearly pension increase on hold, and require retired 
people to contribute more to their health-care costs. 

It is not hard to see that such measures are 
unpopular, since it is not easy to explain to people that 
positive progress, such as a considerable prolongation of 
life expectancy, that is welcomed by everybody, does 
have some adverse repercussions as well. 

In addition to these exclusively internal measures to 
counter the adverse impacts of population decline, many 
countries are also thinking about immigration as one 
potential remedy. 

Immigration 
The perception of immigration differs greatly 

between the UNECE member countries:  

• For some, like the United States and Canada, 
and, for very different historical reasons, 
Israel, immigration constitutes a raison d’être, 
as these countries were born out of a 
migratory impetus. 

• For other countries, such as those in Southern 
and Eastern Europe and the Balkan States, 
emigration has been the norm, for both 
economic and political reasons.  And for 
Turkey and the Russian Federation, this is still 
the case. 

• For a third group of countries, however, 
immigration has been a topic of passionate 
discussion covering such issues as ethnicity, 
historical burden, integration and assimilation, 
unemployment and alleged social 
expropriation, xenophobia and racism, charity 
and humanitarianism, self confidence, pride 
and external perception – altogether a 
combination of psychological and hard-to-
solve problems. 

These latter countries have, at the beginning of the 
21st century, in general accepted that immigration must 
be one of the tools used to counter the demographic 
challenges of an ageing population.  Since migration is a 
topic that reflects reproductive health and development 
issues (one chapter of the Cairo Programme of Action 
was devoted to it) as well as population issues, we will 
discuss this further. 

The US National Intelligence Council (2000) argues 
that immigration into low fertility countries in Europe 
could “ameliorate labour force and military manpower 
shortfalls”, and thus help to stabilise the threatened 
pension systems and economic growth. Prior to this 
statement, the UN Population Division (UNPD, 2000) 
had published an article entitled “Replacement Migration: 
Is It a Solution to Declining and Ageing Populations?”. 
The results of this study are astonishing. 

The UNPD experts projected three different 
scenarios for the period 2000-2050: 

(1) In one scenario, they calculated the 
immigration required to maintain the size of 
the population at the highest current level 
(after 1995, without emigration).  

(2) In the second scenario, they calculated the 
immigration required to maintain the size of 
the current working age population. 

(3) In a third, they calculated the immigration 
required to maintain the current potential 
support ratio, i.e. the ratio between the labour 
force and the population aged 65 and older. 

Looking at an average UNECE country like Italy, 
the following number of immigrants would be required 

(1) to maintain population size: a total of 12.5 
million immigrants between 2000 and 2050 or 
251,000 annually; 

(2) to maintain the labour force: a total of 18.5 
million or 372,000 annually; 

(3) to maintain the support ratio: a total of 113.3 
million or 2.2 million annually. 

In the case of Germany, the numbers are even more 
dramatic: (1) 17.1 million, (2) 24.3 million, (3) 181.5 
million, respectively.  These absurdly large numbers tell 
us that migration cannot be more than one small part of 
the whole solution.  Many complementary policy 
measures must be taken in order to ensure that many of 
the long-standing social welfare states of the UNECE will 
survive – at least as far as their core features are 
concerned.  In Germany, an Independent Commission on 
Immigration, chaired by Professor Dr Rita Süßmuth, 
specifically dealt with the various forms and 
consequences of immigration into a country that has not, 
traditionally, seen itself as a country of immigration 
(Süßmuth Commission, 2001).  The conclusions of this 
commission include, but are not limited to, demographic 
suggestions, and they also cover the social dimension and 
questions relating to the integration of large numbers of 
migrants. 

Bearing the problems of Europe in mind, it makes 
sense to take a closer look at one UNECE country whose 
demographics are strongly influenced by immigration 



256 ______________________________________________________________________ The new demographic regime 

and whose fertility patterns differ markedly from those of 
most other industrialised countries: the Unites States. 

With a current population of 291.5 million, the 
United States has a natural growth rate of 0.6 per cent per 
annum and a total fertility rate of 2.0 children per woman.  
The recent drop of the fertility rate below the replacement 
level is remarkable, because the United States was the 
last industrialised country with a fertility rate of above 
2.1 children per woman.  The age structure is, of course, 
influenced by this fact, and the under-15 population is 
slightly larger than in other industrialised countries. 

Due to these specific features, immigration seems to 
be a relatively feasible policy option for the United States 
to at least partially secure the welfare system and keep 
the age structure balanced.  To maintain a constant labour 
force (15-64 year olds), an annual inflow of 359,000 
immigrants would be required.  However, even for the 
United States, the limitations are obvious.  To maintain 
the support ratio, 11.9 million immigrants would have to 
be welcomed every year, and a total of 592.5 million 
between now and 2050. 

The ‘next wave’ – HIV/AIDS as a growing 
problem of reproductive health in the 
UNECE region 
UNAIDS publishes regular updates on HIV/AIDS 

prevalence prospects for the future.4  To add to the 
growing concern, reports from the United States and 
other intelligence sources have suggested that HIV/AIDS 
will no longer be limited to being a personal health 
problem, but will turn into a security problem (National 
Intelligence Council, 2000).  The NIC survey said that 
the security of developing and transition countries could 
be affected by the continued spread of the virus among 
the under-50 population, and more particularly, the male 
population.  Among the countries that were called 
‘countries of the next wave’ were Nigeria, Ethiopia, India 
and the Russian Federation. 

The Russian Federation is receiving ongoing 
warnings, from several different sources, of a possible 
looming HIV/AIDS crisis.  Although at present 
intravenous drug injection is the predominant method of 
spreading HIV, in contrast to most other countries, 
unprotected sexual contact is also a significant way of 
transmission.  Hence, sexual and reproductive health, and 
activities related to the Cairo Programme of Action, must 
be examined in the Russian Federation.  In the UNECE 
context, it is clear that this is a problem not solely for the 
Russian Federation, but equally for most of the other 
former Soviet republics, which are politically, socially 
and economically in a similar situation. 

                                                        
4 See http://www.unaids.org/en/resources/epidemiology.asp 

The Russian Federation currently has a population 
of 145.5 million. Child mortality is at an estimated 15 per 
1,000 live births in their first year, and the overall fertility 
rate is 1.3 (in Ukraine, another example from the UNECE 
region, it is 1.1).  Life expectancy is relatively low at 65.  
Therefore, on the one hand we have comparable 
reproductive choices as we have in Western Europe and 
North America.  On the other hand, however, other 
demographic variables are quite different: therefore, in 
this part of the region, there is no support ratio problem 
due to low life expectancy caused by problems in 
maintaining stable and reliable health systems. 

The most recent available UNAIDS 
epidemiological figures on HIV/AIDS from 2003 suggest 
that in Russia 1 million people are living with 
HIV/AIDS.  According to the NIC data, this will 
dramatically worsen: “Driven by widespread drug use, 
inadequate health-care infrastructure, and the 
government’s limited capability to respond, the number 
of HIV positive people probably will rise to 5 to 8 million 
by 2010.  This condition would reflect an adult 
prevalence rate of around 6 to 11 percent, exacerbating 
Russia’s population decline” (National Intelligence 
Council, 2000).  Taking into account the characteristics 
of the spread of HIV/AIDS in the country, it is clear that 
this has the potential to be a devastating security problem.  
More than 80 per cent of the people in Russia and the 
region who are HIV-positive have not yet turned 30 – a 
generation which has already been severely affected by 
the growing prevalence of tuberculosis in Russia.  It will 
be difficult in a country with declining fertility rates to 
recruit sufficient staff for its military services.  Russia 
will share this problem with other, smaller countries; 
however, taking into consideration its status, the 
consequences there will be especially significant. 

The above paragraphs have provided an overview 
of the most important issues of demographic changes and 
reproductive health in some countries in the UNECE 
region.  The following section will now look at the 
regional organisations and their policy debates on 
demographic issues.  

The regional dimension 

The UNECE 

The UNECE is active in many areas, such as 
economic analysis, the environment and human 
settlements, statistics, sustainable energy provision and 
usage, trade, industry and enterprise development, timber 
and transport.  Historically, the UNECE was the only 
organisation in which the east and west worked together 
to set guidelines on economic issues in order to facilitate 
trade and economic exchange between the two sides of 
the Iron Curtain. 

Population issues are included in economic 
analysis.  Accordingly, economic questions have been 
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discussed at different conferences organised by the 
UNECE in this regard, as mentioned in the introduction 
to this paper. 

The European Population Conference took place 
from 23-26 March 1993 in Geneva. Major topics 
discussed included:  

• International migration 

• Fertility and the family 

• Health and mortality 

• Population growth and age structure 

• International cooperation in the field of 
population 

The relationship between population and 
development was also included in the third paragraph of 
the final document (Recommendations, United Nations, 
1994a). However, the text concentrated primarily on the 
UNECE member countries and discussed the problems of 
developed countries and countries in transition.  
Migration is mentioned as a rather new feature in Europe 
and it seems to have been a very pressing one: 17 
Recommendations were dedicated to this issue.  Armed 
conflicts were addressed as the largest threat to the 
transition countries, which reflected the European 
reaction to the Balkan wars. 

The 74 Recommendations listed included many 
diverse points: 

• Recommendations 3-7 called for stronger 
support of the family in order make it easier 
for parents to have children.  Examples 
mentioned included better and more 
affordable provision of childcare facilities, the 
promotion of flexible work-time schedules 
such as temporary part-time work for young 
parents, tax incentives for parents, etc.). 

• Recommendations 8-11 called for a 
strengthening of parents’ rights to decide 
freely on the number and spacing of their 
children and for an improvement in access to 
family planning methods. 

• Recommendations 12-21 called for the 
promotion of general levels of health, 
particularly focusing on health infrastructure 
and the qualifications of health personnel.  
Additionally, the tackling of specific health 
problems was mentioned, such as HIV/AIDS, 
tobacco/alcohol/drug use, and women’s and 
children’s health. 

• Recommendations 22-28 dealt with some of 
the consequences of an ageing population.  
They affirmed that immigration alone cannot 
be seen as a solution, and that the utilisation of 
existing human resources must be improved in 

quality and quantity as one complementary 
remedy.  The reforms of social security and 
pension programmes (as described already as 
the current, hotly debated topics of 2003) are 
additional complementary instruments to deal 
with the effects of ageing societies. 

• Recommendations 29-46 discussed migration.  
This is an example of how contemporary 
events have long-term impacts, since Western 
Europe at the time of writing these 
recommendations was having to cope with a 
refugee influx from the Balkan states.  
Nowadays migration would probably not be 
perceived as such a prominent issue.  The 
readiness to accept immigrants was tempered 
by recommendations on uncontrolled 
migration, immigration schemes, refugees as a 
particularly vulnerable group, the dangers and 
consequences of illegal migration, and the fear 
of uncontrollable immigration pressures into 
‘Fortress Europe’. 

• The final policy-oriented Recommendations 
47-64 called for greater political commitment 
in the field of development cooperation and 
population activities.  This is necessary 
between the north and south as well as 
between the west and east, since all 
developing countries rely on assistance.  Rapid 
population growth hinders economic 
development and improvements of services in 
health, education and housing.  The issue of 
rapid population growth is of high priority in 
development assistance for many reasons, 
including the supply shortage in family 
planning services.  The improvement of the 
status of women is seen to be a major key to 
better family planning, and thus programmes 
should be set up which are not coercive, 
discriminatory or prejudicial.  Sex education 
and access to family planning are regarded as 
human rights.  General issues that were 
mentioned in these recommendations included 
production and consumption patterns and a 
favourable international economic 
environment. 

With this tour d’horizon, which was inspired by the 
Rio Agenda 21, the UNECE meeting delivered a 
substantial message to the Cairo conference in 1994.  
Many of these issues were addressed in the final 
document produced there, especially concerning 
migration and the north-south dimension.  Additionally, 
the strong arguments for the right to family planning 
were also reflected in the Cairo Programme of Action.  
Moreover, access to and provision of counselling and 
quality family planning services were considered 
appropriate means to reduce the number of induced 
abortions. 
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As a follow-up from this initial meeting, the 
Regional Population Meeting was organised by the 
UNECE from 7-9 December 1998 in Budapest 
(Hungary).  It was part of the review process five years 
after the Cairo Programme of Action.  The Government 
of Hungary, through the Hungarian Central Statistics 
Office, and UNFPA were the co-organisers of the event, 
which had a high level of participation and concluded 
with an official published document (UNECE, 1999).  
The Appendix of the Conclusions from that meeting 
included the following agenda items: general 
demographic and policy issues; fertility, family and 
gender issues; reproductive rights and sexual and 
reproductive health; mortality and health; population 
ageing; international migration; and international 
cooperation.  It was agreed that these conclusions should 
be “supportive of, consistent with, and based on” the 
1993 Recommendations, and the 1994 Cairo Programme 
of Action: 

• Under the heading of fertility, family and gender 
issues (paragraphs 12-15), the major conclusion was 
that measures taken by governments to motivate 
parents to have more children should particularly 
address the burdens faced by women, who, in most 
instances, were still the ones principally responsible 
for raising children.  Governments were encouraged 
to further continue developing such measures. 

• Reproductive rights and sexual and reproductive 
health (paragraphs 15 and 16): this section more 
specifically discussed the right of “access to 
adequate education, information and a full range of 
services throughout the lifespan”, and measures for 
adolescents were particularly emphasised. In 
reference to the Cairo Programme of Action, the 
importance of international cooperation and, 
moreover, the role of NGOs was highlighted.  The 
topic of HIV/AIDS was discussed; however, no 
attention was given to the varying infection rates in 
different UNECE countries nor the responsibility of 
Eastern European states to raise awareness about the 
HIV/AIDS pandemic. 

• The section on mortality and health (paragraphs 17-
19) focused primarily on the high mortality rates in 
Eastern Europe.  The Newly Independent States are 
experiencing a so-called ‘mortality crisis’. 
Inequalities in the mortality and health between 
different strata in society and between genders in all 
countries must also be tackled. 

• Ageing (paragraphs 20-23): these paragraphs noted 
that mortality rates are not only higher in the 
transition economies, but that the quality of life for 
older people is substantially lower as well.  The 
challenges to ageing societies were again discussed, 
including topics such as countering the trend to early 
retirement, reforming social security and national 
health system schemes, and provision of care. 

• International migration (paragraphs 24-28): in 
comparison to earlier UNECE documents, migration 
seems to have lost some of its pre-eminence and the 
perspective has changed.  The emphasis is rather on 
the protection of the rights of migrants, especially 
asylum seekers and refugees, and on the eradication 
of the reasons why people leave their home 
countries.  The 1951 Geneva Convention Relating to 
the Status of Refugees and the corresponding 
Protocol from 1967 were quoted.  The conclusion 
calls for strengthened development cooperation and 
the promotion of the respect of human rights. 

• In the conclusions dealing with new cooperation 
opportunities (paragraphs 29-33), the global 
interrelationship between population issues and 
development, as recognised by the ICPD in 1994, 
was acknowledged explicitly.  Equally 
acknowledged was the fact that the Cairo 
Programme of Action had considerably increased 
awareness in this regard. Information, education and 
communication were seen as important as the de 
facto access to services and commodities in the area 
of sexual and reproductive health.  Conclusion 30 
underlines the fact “that support to multilateral 
agencies is key to a coherent global response”. 

An additional annex called upon statisticians in the 
UNECE region to include specific research areas in their 
regional cooperation of population analysis; these 
correspond to the items listed in the conclusions. 

As well as being closely involved with the Cairo 
preparation and follow-up process, the UNECE also 
organised a Ministerial Conference on Ageing, which 
took place in Berlin (Germany) from 11-13 September 
2002, and which was attended by high-ranking national 
policy makers.  This conference was in tandem with the 
International Conferences on Ageing and it followed up 
issues of particular importance to the countries of the 
UNECE region.  The Regional Implementation Strategy 
adopted at this conference (United Nations, 2002a) 
contained a commitment by UNECE ministers to take 
steps to implement the Madrid International Plan of 
Action on Ageing (United Nations, 2002b) in their 
particular areas of responsibility.  These activities focus 
on raising the quality of life of older people and tackling 
the effects of ageing for society as a whole.  International 
development-related issues and issues related to 
reproductive health were not mentioned. 

Over the past decade, the UNECE has contributed 
substantially to the Cairo preparation and follow-up 
process, providing a strong statement supporting sexual 
and reproductive health and rights and pointing out that 
information on and access to family planning are crucial 
for the fulfilment of these rights.  Moreover, the 
standpoint that, over time, healthy demographic 
development will favour sustainable economic 
development has also been very clear and this was 
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reflected in the documents that were adopted in Cairo and 
New York (Cairo + 5). 

The Council of Europe 

The Council of Europe is the oldest 
intergovernmental organisation in Europe.  It aims to 
foster cooperation in the areas of democracy, human 
rights and protection of minorities, and promote cultural 
exchange.  Its most impressive achievement was, at the 
very beginning of its existence in 1953, the adoption of 
the European Convention on the Protection of Human 
Rights and Fundamental Freedoms.  This created the first 
court in history where individuals could sue their 
government under international law.  Its membership has 
developed according to the political changes in the 
region. The Council of Europe was originally made up of 
Western European countries, which were also members 
of the European Community, as well as a few other 
countries such as Switzerland.  After 1989, all of ‘Greater 
Europe’ – including the Russian Federation – joined this 
organisation. 

The institutions of the Council of Europe, which is 
based in Strasbourg (France) are: 

• The Committee of Ministers.  This is made up 
of the Foreign Ministers of the 45 member 
states and they meet twice a year. 

• The Parliamentary Assembly, consisting of 
626 members of the national parliaments, who 
are delegated to represent their countries in 
Strasbourg. 

• The European Court of Human Rights is a 
treaty body of the above-mentioned 
convention and thus works together with the 
Council of Europe. 

• Observer delegations include the United 
States, Canada, Mexico, Japan and the Holy 
See. 

In order to deal with population issues, the 
Parliamentary Assembly of the Council of Europe set up 
a Committee on Migration, Refugees and Demography.  
The terms of reference of the Committee read as follows: 
“The Committee shall consider:  

(i) questions relating to migration and refugees in 
Europe and other parts of the world, including 
the problem of asylum-seekers;  

(ii) population trends in Europe and in other parts 
of the world, and the social and economic 
effects of those trends;  

(iii) community relations in multicultural societies, 
including the situation and integration of 
migrant workers and their social, economic 
and political rights;  

(iv) humanitarian issues. [...]”5 

Since these areas are much too wide to be analysed 
in-depth in this paper, our focus will be on the activities 
directly associated with the Cairo Programme of Action. 

Through this Committee, the Council of Europe has 
had a long-standing record of involvement in the area of 
population and sexual and reproductive health and the 
Cairo process. “Demographic Change and Sustainable 
Development” were already dealt with in 
Recommendation 1243 (1994) of the Parliamentary 
Assembly.6 

• In the resolution, the Assembly stressed the 
link between population growth and 
deterioration of the environment (as well as 
the impact of production and consumption 
patterns) and the importance of the status of 
women for effective family planning. 

• Ageing was also among the issues mentioned. 

• Donor governments were called upon to 
include population/sexual and reproductive 
health elements in their development 
cooperation programmes.  These governments 
were, at the same time, called upon to provide 
the necessary resources for these purposes. 

Order No. 498 (1994)7 further asked the Committee 
to follow up the recommendations of the Cairo 
Conference, to inform the Assembly, and to organise an 
inter-parliamentary conference, with the participation of 
national parliaments, the European Parliament and the 
Organisation of Economic Cooperation and Development 
(OECD) on population and development. 

A second text specifically referring to the Cairo 
Conference was Recommendation 1260 (1995) of the 
Parliamentary Assembly.8  One of the Recommendations 
from this conference called upon national governments to 
promote women’s human rights, to intensify their effort 
to allocate sufficient funds to development assistance (0.7 
per cent of GNP), and to do all they could to “make 
family planning services available to all those who need 
them”.  In addition, the Assembly brought the difficult 
situation in Central and Eastern Europe to the attention of 

                                                        
5 Website of Council of Europe Parliamentary Assembly: 

http://assembly.coe.int  
6 Council of Europe, Parliamentary Assembly: Recommendation 

1243 (1994) on Demographic Change and Sustainable Development, 
adopted by the Assembly on 28 June 1994. 

7 Council of Europe, Parliamentary Assembly: Order No. 498 
(1994) on Demographic Change and Sustainable Development, adopted 
by the Assembly on 28 June 1994. 

8 Council of Europe, Parliamentary Assembly: Recommendation 
1260 (1995) on the International Conference on Population and 
Development (Cairo, 5-13 September 1994): Follow-up By the Council of 
Europe and Its Member States, adopted by the Assembly on 3 February 
1995. 
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the Committee of Ministers and called for their support.  
HIV/AIDS was, surprisingly, only mentioned once in the 
penultimate paragraph. 

An Interparliamentary Conference on Demographic 
Change and Sustainable Development was held in 
Bucharest (Romania) on 21-22 October 1999 and this 
formed the basis for Recommendation 1515 (2001) of the 
Parliamentary Assembly:9 

• Referring back to the 1994 Recommendation, it was 
again stressed that the environmental dimension 
should be taken into account to a greater extent at 
the next Cairo review.  Looking at the explanatory 
memorandum it is clear that this was seen to be of 
particular importance for the rapporteur of the 
Committee. 

• Another point of reference for the Parliamentary 
Assembly was the United Nations General 
Assembly Special Session on Cairo + 5 in June/July 
1999.  As well as campaigning for countries to meet 
the 0.7 per cent target, the Parliamentary Assembly 
called for 4 per cent of ODA budgets to be spent 
exclusively on reproductive health.  This figure had 
already been suggested in the preparatory process of 
the ICPD.  However, it was not included in the final 
statement in Cairo.  If fulfilled, this would at least 
result in a clear labelling of population/sexual and 
reproductive health programmes funded by 
governments.  However, this proposal had – 
unfortunately – not been very popular outside 
Council of Europe circles until then. 

• Governments were urged to promote – through their 
respective development programmes – the status of 
women, the fulfilment by men of their obligations 
in family planning, and the fight against female 
genital mutilation.  The Assembly also urged 
governments to make sure that modern family 
planning methods were accessible to all. 

• Interparliamentary cooperation gained a lot of 
momentum at the Bucharest Conference.  In 
paragraph 9 it was stated that the Assembly “urges 
its members to promote awareness of population 
and development issues in the national parliaments 
[...].  For this purpose, members are invited to 
propose the setting up of all-party groups on 
population and development where these do not yet 
exist and to support the establishment of regional 
parliamentary networks and exchanges.  In this 
context, the Assembly strongly supports the setting 
up of an inter-European parliamentary forum on 
population and development”. 

                                                        
9 Council of Europe, Parliamentary Assembly: Recommendation 

1515 (2001) Demographic Change and Sustainable Development, 
adopted by the Assembly on 27 April 2001. 

Following this Assembly and the political support it 
received there, the Inter-European Parliamentary Forum 
on Population and Development (IEPFPD) was founded 
in the same year, 2001.  It provides a crucial forum for 
parliamentarians across Europe to exchange views and 
share experiences in these areas.  It organises meetings 
and study tours and – through its secretariat – provides 
in-depth knowledge of discussions concerning policy on 
these topics.10 

Since 2001, discussions of the Council of Europe on 
population issues have been strongly influenced by a 
specific external event; the election of United States 
President George W Bush, with his strong anti-abortion 
views.  During his first days in office, he re-instated an 
earlier policy, the ‘Mexico City Policy’, that bans funding 
of all foreign organisations that provide abortion-related 
information or that carry out abortions abroad – whether 
or not those abortions are legal in the respective country.  
The historical background and actual consequences of 
this policy will be further discussed below.  

The Council of Europe, however, gave this policy a 
cool response.  In 2002, the Parliamentary Assembly 
adopted Recommendation 1564 (2002) on the ‘State of 
the World Population’11.  This Recommendation refers to 
the 2001 State of the World Population Report and 
enumerates the issues listed above.  Moreover, the 
Assembly recommended that the Committee of Ministers 
should examine “the role of religion and international 
policy making by consulting specialist opinions from all 
sectors of society” and that they should monitor “funding 
of population and ICPD issues, especially bilateral and 
multilateral funds earmarked for UNFPA, [and] the 
International Planned Parenthood Federation [...]”.  In 
Order No. 581 (2002)12 the Assembly asked its 
committees “to continue work on the impact of the 
Mexico City Policy of US President George W Bush on 
European non-governmental organisations”. 

This was certainly a very strong statement from the 
Council of Europe Parliamentarians, since the United 
States, which has observer status at the Council, was 
effectively accused of contributing to the high numbers of 
child and maternal deaths discussed in the 
Recommendation.  This, however, cannot be seen as an 
isolated policy issue. Some argue that it rather illustrates 
how the policies of the Bush administration differ from 
the views of many other countries of the UNECE region, 
and not only on the matter of sexual and reproductive 
health and rights.  The Council of Europe tackled this 
issue further.  On 30 September 2003, the Parliamentary 

                                                        
10 See http://www.iepfpd.org for more information.  
11 Council of Europe, Parliamentary Assembly: Recommendation 

1564 (2002) on the State of the World Population, adopted by the 
Standing Committee, acting on behalf of the Assembly, on 29 May 2002. 

12 Council of Europe, Parliamentary Assembly: Order No. 581 
(2002) on the State of the World Population, adopted by the Standing 
Committee, acting on behalf of the Assembly, on 29 May 2002. 
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Assembly adopted a resolution that addressed Order No. 
581 (2002) mentioned above. MP Ann Zwerver 
undertook a study tour to Armenia on the issue and 
subsequently drafted a resolution on her findings.  The 
resolution on the “Impact of the ‘Mexico City Policy’ on 
the Free Choice of Contraception in Europe”13 called 
upon European governments to take measures to reverse 
the negative impact of the Mexico City Policy in Europe, 
and in programmes of international cooperation.  It 
further attempted to initiate an ‘informed debate’ about 
the consequences of the Mexico City Policy between 
Council of Europe member states and the United States in 
the hope that this would encourage the current 
Administration to ‘rescind it’. 

The Council of Europe does not have any means of 
policy implementation or law enforcement for resolutions 
of the Parliamentary Assembly.  It can only rely on the 
influence it exerts on national governments, mainly 
through their participation in the Committee of Ministers, 
through the delegated MPs to their national parliaments, 
or through the media and public opinion, which may take 
up the Council’s concerns and recommendations.  Thus, a 
much more powerful institution in terms of legislative 
ability is the European Union, as it can enact measures 
concerning sexual and reproductive health, both within 
the EU and externally through its donor programmes. 

It should be noted that the Council of Europe has 
initiated another (non-political) organ that deals with 
population matters from a more scientific viewpoint.  The 
European Population Committee consists of 15 (rotating) 
senior national officials responsible for analysing 
population trends, or other specialists called upon by their 
government.  The main tasks of this European Population 
Committee are:  

• to publicise the report ‘Recent Demographic 
Developments in Europe’ 

• to analyse population trends in Europe  

• to organise policy-oriented workshops on this 
matter  

• to propose technical assistance in this field.14 

The European Union 

The European Union is a unique supranational 
organisation. Its member states have deliberately ceded 
certain national sovereign rights to the organisation and 
its institutions which, together, form the European Union.  
The main organs are: 

• The European Parliament.  Its members have been 
elected through direct voting since 1978.  It 
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1347 (2003) of 30 September 2003. 
14 For more information see  
http://www.coe.int/T/E/Social_Cohesion/Population/ 

represents the citizens of the European Union and is 
the only organ directly elected through a democratic 
procedure.  It has gained much power since its 
foundation.  However, many say that it still needs to 
be strengthened in order to make the European 
Union truly democratic. 

• The Council of the European Union could be called 
the ‘Upper House’, since it represents the 
governments of the member states.  The Council 
has a major share of the EU’s law-making powers.  
There are different configurations according to the 
theme being discussed (e.g. general and foreign 
affairs – foreign ministers, public health – health 
ministers, etc.).  

• The European Council.  Two to four times each 
year the heads of state and government meet to set 
the policy agenda and to discuss matters of 
overarching importance. 

• The European Commission is often called the EU 
government branch, since it has ‘ministers’, called 
Commissioners, and ‘ministries’, called Directorate 
Generals.  It is effectively the EU’s civil service and 
its composition has to be accepted by both 
Parliament and Council. 

• The European Court of Justice and Court of First 
Instance.  These are judicial bodies of the EU. 

Population issues and sexual and reproductive rights 
play a role in both the EU internal policy debate and in 
the Union’s development policy. 

Internal policy on population issues and sexual and 
reproductive rights: 

• In demographic issues, the European Community 
only has limited responsibilities under Article 143 of 
the Treaty on the Establishment of the European 
Community, which is in the chapter dealing with 
social policy.  The Commission is asked to provide 
an annual report on demographic developments in 
the European Union, which is then discussed by all 
interested bodies.  

• The competence of the EU in internal public health 
issues is governed by Article 152 of the Treaty on 
the Establishment of the European Community.  
This article does not give much responsibility to the 
European Community, and power remains in the 
hands of the member states to adopt and implement 
their own health policies.  However, it states that the 
EU shall foster cooperation in this matter and play a 
coordinating role for member states. Sexual and 
reproductive health is not explicitly mentioned.  The 
European institutions took up the specific issue of 
sexual and reproductive health under the heading of 
women’s health in one report. 
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• On 22 May 1997, the European Commission 
published a report on women’s health in the EU.15 
This report contained, in addition to general health 
information on women, interesting information on 
maternal mortality (7 deaths per 100,000 women in 
1992), contraception (between 71 and 81 per cent 
use contraceptive methods) and abortion (5.4 per 
1,000 women undergo abortion in Spain per year, 
compared to 18.3 per 1,000 in Sweden).  The 
conclusion was that women in the European Union 
are, on the whole, relatively healthy.  However, it 
was merely a report and it did not contain any 
proposals or suggestions for policy implementation.  
There was no reaction at the policy level. 

• Since the election of President Bush, the United 
States policy to massively withdraw funding from 
family planning programmes has led to widespread 
opposition.  European Parliamentarians, upset by 
this decision, adopted a ‘Resolution of the European 
Parliament on Sexual and Reproductive Health and 
Rights’.16  The European Parliament stressed in this 
resolution the human rights approach of the Cairo 
Programme of Action and referred to the Fourth 
World Conference on Women (Beijing 1995).  It 
also elaborated on the standards of sexual and 
reproductive health and rights expected within the 
European Union.  The main argument was, that in 
order to avoid abortions in the first place, it should 
be possible for every person to avoid unwanted 
pregnancies through access to family planning 
methods, including sex education for adolescents via 
peer educators.  Access to all types of contraceptives 
would be the best prevention of sexually 
transmittable diseases.  This was particularly 
emphasised because of the high HIV/AIDS 
prevalence in some accession countries and 
especially in their Eastern European neighbouring 
countries.  The resolution urged member states to 
take steps to continue improving sexual and 
reproductive health services and, at the same time, 
not to promote abortion as a means of family 
planning.  In its final paragraphs the resolution 
referred to its original trigger: the fierce opposition 
of the United States government to the concept of 
reproductive health, the reinstatement of the Mexico 
City Policy, and the position of the United States 
government during the Special Session of the United 
Nations General Assembly on Children in May 
2002.  At that Assembly, the Bush Administration 
had not agreed to including the right of access to sex 
education in the right to education in the final 
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Doc. COM(97) 224 of 22 May 1997. 
16 European Parliament: Resolution of the European Parliament on 

Sexual and Reproductive Health and Rights (2001/2128(INI)) of 3 July 
2002. 

document.  Interestingly enough, and even though 
the Cairo Programme of Action was explicitly 
mentioned in the preliminary paragraphs, the rest of 
this resolution did not mention the relationship 
between population and development (in a global 
sense), and solely focused on the human rights 
dimension of reproductive health within the 
European Union.  As can be seen from this 
resolution, the human rights dimension of access to 
family planning was strongly supported; however, it 
is dangerous to ignore the connection between 
population and development (especially outside the 
EU, i.e. in developing countries and in particularly 
the least developed countries). 

• On 23 September 2002, the Council of the European 
Union and the European Parliament adopted a 
Programme of Community Action in the Field of 
Public Health (2003-2008).17  This programme did 
not make any substantial reference to sexual and 
reproductive health. It strictly obeyed the EU 
principle of subsidiarity mentioned in Article 152 
and, therefore, did not contain many action points.  
Even HIV/AIDS – certainly one of the most 
dangerous infectious diseases, which, due to its 
communicable character should call for a Union-
wide approach – did not attract much attention and 
was mentioned only twice in the programme. 

There have been several statements by EU 
institutions on population issues and sexual and 
reproductive health and rights, concerning the external 
relations of the EU and, in particular, development 
cooperation: 

• Surprisingly, in its Resolution of 29 September 
199418 the Parliament used the word 
‘overpopulation’ – a term that has effectively been 
banned from the international vocabulary. It 
regretted that the attitudes of the Holy See and some 
Muslim countries have framed the debate in 
religious and moral terms, but it did not refer to 
sustainability problems, and it stressed the pivotal 
role of women in this area.  

• The European Parliament, in its Resolution on 
Population and Environmental Measures and 
Programmes in 199519, primarily referred to the 
Cairo conference and to the interrelationship of 
population and environmental sustainability, and it 
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International Conference on Population and Development of 29 
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stressed the major responsibility of wealthier 
countries, since they consume the biggest share of 
energy and other resources.  It called upon the EU 
and the African, Caribbean and Pacific countries 
(ACP countries) to better cooperate in this matter. It 
particularly called upon the Council of the European 
Union and the European Commission to live up to 
their financial commitments adopted in the 
Programme of Action. 

• In 1996, the European Parliament took up Cairo-
related issues again, re-affirming the fundamental 
decisions made at that conference, and further 
developing the details regarding budget lines to be 
used and how the participation of women should be 
secured.20 

• The Council, in 1997, adopted a regulation21 in order 
to implement the commitments made in Cairo.  In 
this regulation, the Council decided that the EU 
would fund population projects in developing 
countries up to ECU 35 million.  This can be seen as 
a major step, since it was – contrary to many other 
texts adopted at the EU – a policy that could 
potentially have a meaningful impact on 
development programmes. 

• Most recently, in July 2003, Council and Parliament 
adopted a new regulation on these same issues 
which superseded the older one.22 I n this regulation, 
the problem of the supply of reproductive health 
commodities, such as condoms and contraceptives, 
was tackled.  Also, for the first time, logistical 
problems were dealt with in detail. Some general 
conclusions were also included in the regulation.  
The growing debate on the promotion of family 
planning methods versus abstention was discussed.  
However, the EU, by conviction, continued to be a 
major donor in this area: the financial package is 

detailed in Chapter III, Article 10 and totals €€ 73.95 
million. 

This synopsis of statements by the various EU 
bodies affirms the consensus that was reached in Cairo on 
population, development, and sexual and reproductive 
health and rights issues.  The repeated references to the 
opposition – most prominently from the United States 
Administration – now lead us on to a more detailed 
analysis of the concept of sexual and reproductive health 
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and rights and to a brief overview of what the actual 
opposition is and where it comes from. 

Finally, it should be noted that there are other 
international organisations that play a very important role 
in population issues and sexual and reproductive health 
and rights within the UNECE region.  Their contributions 
to debates and their cooperation with the organisations 
described above, and with national institutions, is crucial 
for the Cairo follow-up process.  However, organisation 
like UNFPA, WHO and the International Planned 
Parenthood Federation cannot be seen as regional policy 
organisations stricto sensu.  Thus, their activities in the 
region have not been analysed in this paper. 

The current political situation: a UNECE region 
divided? 

Main features of the Cairo Programme of Action 

Before analysing the opposition to the principles as 
they were agreed upon at the ICPD, it is important to 
recall the main achievements in Cairo.  After the Cold 
War, international governmental conferences completely 
changed their character.  It was expected that now 
fundamental changes were possible, where formally 
debates always ended in deadlock.  The increasingly 
active civil society and internationally coordinated NGOs 
were present at these conferences and they tried to further 
stimulate this momentum.  At the World Summit for 
Children in 1990, a Convention on the Rights of the 
Child could finally be adopted (it has now been ratified 
by all states except Somalia and the United States). In 
1992, Agenda 21 was adopted at the Earth Summit in Rio 
de Janeiro (Brazil).  The World Conference on Human 
Rights in Vienna (Austria) in 1993 defined civil and 
political rights, as well as economic, social and cultural 
rights.  In this overall environment, the ICPD in 1994 
adopted the Cairo Programme of Action (United Nations, 
1994b) with three major breakthroughs: 

• Population issues were, for the first time at the 
international level, seen in the context of 
development and sustainability. 

• Population targets were abandoned and governments 
accepted that the best way to reduce overall fertility 
to a sustainable level was (a) by providing access to 
information on contraceptives, as well as (b) 
providing the means of contraception, and (c) 
empowering women to decide for themselves how 
many children they would like to have – thus, there 
could be a reconciliation of the development and the 
human rights perspectives.  Nevertheless, it is clearly 
stated that “Abortion is no means of family 
planning.  Where it is legal it should be offered 
under safe conditions”. 

• The 179 participating countries agreed on a financial 
framework in order to fully implement the measures 
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set out in the Cairo Programme of Action.  
Developing countries would have to contribute two-
thirds to the financial targets and donor countries the 
remaining third: these funds would support family 
planning, reproductive health, prevention of sexually 
transmitted diseases and basic research in these 
areas. 

As a consequence of this shift of paradigm, the 
major focus was now explicitly on sexuality, and not on 
population, which was a comparatively neutral term.  
Sex, however, is always a tricky issue to talk about, 
because it is more emotive to most individuals and, 
additionally, it is something that is – probably more than 
other phenomena discussed internationally – embedded 
in a framework of family-related, cultural and religious 
values and principles.  Therefore, religion also had an 
influence on the debates in Cairo. 

Islamic countries, with a strong influence of Shariah 
law, raised concerns about the concept of empowerment 
of women since it would affect the legal role of women in 
these states, in which women often have fewer rights than 
men. 

The Catholic Church, which is represented at the 
UN level by the Holy See, had and continues to have 
concerns about the use of contraceptives.  It argues that it 
is the responsibility of each person, if they want to refrain 
from pregnancy, to do so by ‘natural means’, defined as 
abstention during the fertile days of the woman.  
Moreover, the Holy See fears that through explicit sex 
education and information, adolescents are being 
motivated to engage in sexual relationships instead of 
abstaining from having sex until marriage. 

However, the Holy See representative finally lent 
his support to the conference, accepting the Programme 
of Action in principle, and only adding a reservation to 
some core paragraphs.  Thus, a consensus was still 
achieved. 

The point of view of the current United States 
Administration 

Religion plays a very important role in the United 
States.  Back in 1984, under pressure from religious 
groups, United States President Ronald Reagan decided, 
during the World Population Conference in Mexico, to 
withdraw all federal funding from foreign agencies or 
organisations that were involved in abortions outside the 
United States – be it providing abortion services or 
counselling women and couples on whether or not to 
have an abortion.23  Reagan’s so-called Mexico City 
Policy was preceded by the Foreign Assistance Act of 
1961 and by a regulation of 1973, which both made 
similar stipulations.  However, it expanded their scope of 

                                                        
23 It should be noted at this point that abortions have been ruled legal 

for the United States by the US Supreme Court since 1973. 

control considerably.  On 22 January 1993, the policy 
was repealed by President Clinton in his first days in 
office.  His memorandum to the chief executive of the 
Agency for International Development stated that the 
Mexico City Policy had “undermined efforts to promote 
safe and efficacious family planning programmes in 
foreign nations.”24 

Another sudden change happened in the first days in 
office of President George W Bush in January 2001, 
when he issued a memorandum to the same person with 
the subject line “Restoration of the Mexico City 
Policy”25.  Moreover, in any sexual and reproductive 
health programme, United States governmental agencies 
are now not encouraged to support the famous ‘ABC trio’ 
– Abstain, Be faithful, use Condoms – but only to 
promote abstention as the viable option.  As a 
consequence, many people in developing countries are 
not getting a sufficiently wide education on 
contraception, something which is taken for granted in 
most of the UNECE countries. 

The leading international body that deals with 
population issues and sexual and reproductive health and 
rights, the United Nations Population Fund (UNFPA), 
has not received any funding from the United States since 
2002.  It was accused of involvement in coercive abortion 
practices in the People’s Republic of China – a claim that 
several observer missions from the United States and 
other official institutions could not confirm; in fact they 
flatly contradicted it.  This lack of funding – normally 
approximately $34 million per year – has led, according 
to the UNFPA website, to 2 million unwanted 
pregnancies, nearly 800,000 abortions, 4,700 maternal 
deaths and 77,000 infant and child deaths – per year.26 

The World Health Organisation (WHO) has equally 
been affected by the United States government’s shift in 
policy, with its Human Reproduction Programme being 
refused a grant of $3 million. 

United States foreign representatives have been 
very consistent in implementing the Mexico City Policy 
at the political level: 

• At the UN Special Session on Children in May 
2002, the United States representatives joined Iran, 
Iraq, Libya, Sudan and the Holy See in refusing to 
refer to reproductive health information and services 
for young people in the final document. 

• At the Rio + 10 World Summit for Sustainable 
Development in Johannesburg, September 2002, 

                                                        
24 Clinton, William J: Memorandum for the Acting Administrator of 

the Agency for International Development, as published by the Office of 
the Press Secretary on 22 January 1993. 

25 Bush, George W: Memorandum for the Administrator of the 
United States Agency for International Development, as published by the 
Office of the Press Secretary on 22 January 2001. 

26 See http://www.unfpa.org/support/friends/faqs.htm 
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again, a reference to reproductive health and 
population activities (which was dealt with in a 
special chapter in Agenda 21) was successfully 
removed by the United States and the Holy See. 

• At the 5th Asian and Pacific Population Conference 
in December 2002, where the United States was also 
represented, the United States diplomats tried again 
to object to a reference to the notion of reproductive 
rights.  This time, however, these objections were 
overcome by the strong stance of other countries in 
favour of the Cairo Programme of Action. 

However, in other forums, such as the Global Fund 
to Fight AIDS, Tuberculosis and Malaria, the strong 
United States influence (in this case the chairmanship of 
United States Secretary of Health and Human Services, 
Tommy Thompson) has not yet led to the adoption of an 
‘Abstinence Only’ policy. Condoms are still financed by 
this body. 

The Cairo consensus in Europe 

As discussed above, in the ‘European’ institutions, 
such as the Council of Europe and the bodies of the 
European Union, the Cairo consensus is supported by the 
majority of participants.  Moreover, European donor 
countries do not only support the Cairo Programme of 
Action in principle but also take measures to implement – 
at least partly – what was defined as their share of 
activities. 

However, a minority of Members of the European 
Parliament (MEPs) hold a strong contrary viewpoint, 
mainly on abortion but at times also on the wider concept 
of sexual and reproductive health.  In November 2002, 46 
MEPs wrote a letter to the EU Commissioner for 
Development and Humanitarian Aid, Mr Poul Nielson, in 
which they enquired about EU-funded reproductive 
health programmes.  These MEPs come mainly from 
predominantly Catholic countries. The proposed increase 
in the development budget was, thus, blocked.  Again, in 
January 2003, Irish MEP Dana Scallon raised the issue of 
reproductive health, claiming that €€ 50 million in funds 
earmarked for fishery subsidies were diverted to Marie 
Stopes International (MSI); this is an NGO with 
reproductive health programmes – including providing 
abortions, where legal – in many developing countries. 
Commissioner Nielson made clear that this was not true 
and stressed that the EU would continue to engage in 
reproductive health projects in line with the Cairo 
Programme of Action. 

The vocal opposition within European bodies 
seems, thus far, to have had rather an adverse effect, 
discouraging many to further commit themselves to the 
issue. However, at the International Parliamentarians 
Conference on the Implementation of the Programme of 
Action of the ICPD (IPCI-ICPD), held in Ottawa (19 
November 2002), many delegates from UNECE 
countries were present and re-affirmed their support for 

the Cairo Programme of Action.27  In addition, the Inter-
European Parliamentary Forum on Population and 
Development is very active and is seeking to strengthen 
the commitment of European parliamentarians. 

The Holy See has to be seen as a European player, 
too, since the State of the Vatican City – the geographic 
base of the worldwide Catholic church – is situated in the 
heart of Europe and many European politicians are 
Catholic.  The Pontifical Council of the Family, the main 
Catholic body dealing with sexual matters, has been 
receiving strong support from the United States in 
opposing the concept of reproductive rights and it keeps 
repeating the concerns that it previously raised in Cairo. 
In the case of HIV/AIDS, the argument is being put 
forward that condoms do not protect against HIV, and 
instead they promote it.  These viewpoints are also being 
supported by some NGOs that have strong personal and 
financial connections with the Holy See.  rom the point of 
view of many health-care workers, who are confronted 
with people living with HIV/AIDS, this attitude is having 
a really detrimental effect.  However, in the wider 
Catholic church, there are some pragmatic voices as well, 
e.g. from the German Conference of Bishops and from 
some bishops and clerics in high HIV/AIDS prevalence 
countries.  Nevertheless, in intergovernmental institutions 
such as the UN, the Holy See is once again clearly 
opposing the concept of reproductive health as agreed 
upon in Cairo. 

In 2004, ten new countries will join the EU. Among 
them are countries with almost universal Catholic 
populations and strong religious feelings, such as Poland, 
Slovakia and Malta.  As experience has shown, 
representatives from such countries tend to be very 
critical and not supportive of the Cairo consensus.  This 
may be reflected in forthcoming EU standpoints and 
policies. 

The wider context of development cooperation 

Having completed this analysis of the current 
situation - one that is largely dominated by discussions 
between supporters of the Bush Administration’s policy 
and supporters of the Cairo Programme of Action - it 
must also be mentioned that the funding shortfall for the 
Cairo Programme of Action has other reasons, too.  The 
shortfall is considerable: in 2002, a year in which donor 
countries were scheduled to contribute at least $5.7 
billion, a mere $2.1 billion was given.  This is due to the 
fact that the majority of European countries, although 
committed in principle, did not pay what they said they 
would.  The flurry of good intentions that were sparked 
off during the conferences of the 1990s have not lived up 
to their promises.  This experience was echoed by many 

                                                        
27 The Ottawa Statement of Commitment was adopted at the 

meeting, see http://www.unfpa.org/ipci/comm.htm. 
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attending the Johannesburg Earth Summit, ten years after 
Rio. 

Since the follow-up processes have not led to the 
success that was expected, other issues on the 
international ‘soft’ agenda, e.g. human rights, the status 
of women, and population and development, will not 
even have a forum as they had in the 1990s.  No 
international governmental conferences will be held in 
order to discuss the progress that has been made or to 
discuss the failure of some participants to fulfil the 
promises they made ten years ago.  The media will thus 
not have the opportunity to report on these issues and so 
they may be relegated further into the background.  There 
will be no opportunity to discuss new challenges, which 
have developed since the 1999 five-year review, such as 
the latest UN population projections. 

The Millennium Development Goals (MDGs) in a 
way distracted a lot of attention from some of the 
programmes of action that were adopted in earlier years.  
However, many of the MDGs are Cairo-related: the 
empowerment of women, maternal and child health, the 
fight against HIV/AIDS.  Unfortunately, though, among 
the MDGs, the Cairo-related goals are very much lagging 
behind in their implementation and seem to be being 
neglected by the international community. 

In addition, the MDGs do not include any reference 
to classical family planning, nor to the relationship 
between population and development.  This is very 
strange, as in the original version of the MDGs there was 
a target stating “Men and women of appropriate ages will 
have access to family planning services”.  The reasons for 
the dropping of this goal are unclear and regrettable.  A 
British public survey on behalf of the UK Government 
Department for International Development (DFID) in 
2001 and 2002 considered this to be one of the targets of 
the MDGs that could most likely be achieved. 

HIV/AIDS, as a separate topic within sexual and 
reproductive health, is another phenomenon that requires 
further attention.  Major financial resources are needed to 
fight against this disease and the human suffering, social 
consequences and economic damage it causes.  Tackling 
HIV/AIDS can, in many ways, contribute to an 
improvement of sexual and reproductive health in general 
and thus, simultaneously, serve population and 
development purposes.  However, it must be realised that 
resources are too often being withdrawn and re-allocated 
from traditional family planning programmes, instead of 
making additional resources available to fight HIV/AIDS.  
This is an important issue, one which is very difficult to 
discuss, because no-one can question the importance of 
HIV/AIDS programmes, including treatment 
programmes, nor traditional family planning 
programmes, and the problem is balancing the priorities 
of the two. 

Troubled waters thus lie ahead for an issue that not 
only deserves, but that really requires, more attention.  

Our common future depends on many sustainability 
factors, including the interdependence between 
population and development. 

Conclusions and recommendations 
From our standpoint at the DSW (the German 

Foundation for World Population) we would like to 
propose the following areas where action is required, and 
which organisations should initiate this action: 

1. Eastern European countries and especially the 
Russian Federation will most likely be hit by the ‘next 
wave’ of HIV/AIDS (after Sub-Saharan Africa).  In the 
area of sexual and reproductive health, precautionary 
measures such as information and education campaigns 
should be promoted and reproductive health supplies 
(condoms) should be provided. 

2. Experts from UNECE member countries and 
international NGOs present at the European Population 
Forum must use this opportunity to re-affirm their 
commitment to the Cairo Programme of Action and the 
concept of reproductive health that is enshrined therein. 

3. The European Population Forum will, inter alia, 
focus on population and sexual and reproductive health 
issues within this region.  However, the international 
dimension should be included in the debate. 

4. The Council of Europe, with its continent-wide 
membership, should particularly address the increasing 
HIV/AIDS infection rates in Eastern European countries. 

5. The Council of Europe should facilitate a discussion 
with the United States Administration on these matters, 
as announced in Council of Europe Recommendation 
1347 (2003). 

6. The Council of Europe should further support the 
activities of the Inter-European Parliamentary Forum on 
Population and Development. 

7. Experts from UNECE member countries and 
international NGOs present at the European Population 
Forum should monitor whether and how the EU is 
implementing Regulation 1567/2003 of 15 July 2003. 

8. Parliamentarians from UNECE member countries 
and international NGOs should make use of the 
opportunity of the tenth anniversary of the ICPD to 
remind their respective governments of the commitments 
they made in 1994. 

9. Parliamentarians from UNECE member states in 
particular should keep up the momentum that was created 
at the International Parliamentary Conference on the 
Implementation of the Programme of Action of the ICPD 
(Ottawa 2002). 

10. This tenth anniversary should also be used to 
advocate greater efforts being made by the international 
community to reach the Cairo-related Millennium 
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Development Goals on the empowerment of women (No. 
3), maternal and child health (Nos. 4 and 5), and the 
prevention of HIV/AIDS (No. 6). 

11. The year 2004 should also be used by all experts 
from UNECE member countries and international NGOs 
present at the European Population Forum to re-
emphasise the interdependence between population and 
development. 
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CHAPTER 13 
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Introduction 
The International Conference on Population and 

Development (ICPD), which took place in Cairo in 1994, 
was fifth in the series of world conferences of the second 
half of the 20th century.  It distinguished itself in three 
ways.  The agenda embraced by this conference was 
broader, the involvement of non-governmental 
organisations was far greater, and, while difficult to 
measure (some would argue), its impact on national and 
international policies and programmes was more 
powerful than ever before. 

The conferences in 1954 and 1965, convened by the 
United Nations in collaboration with the International 
Union for the Scientific Study of Population (IUSSP), 
brought together experts from UN member countries to 
discuss scientific and population policy issues.  Starting 
with the Bucharest conference in 1974 the focus shifted 
away from scientific inquiry to that of population policy 
(Finkle and Crane, 1975; Demeny, 1985).  The 
conferences became intergovernmental; their purpose 
was to make governments more aware of their population 
problems and to assist in dealing with the issues.  The 
preparations for the 1994 Cairo conference, the event 
itself and its aftermath were, in addition, marked by a 
prominent and effective involvement of a wide variety of 
non-governmental organisations, most notably women’s 
NGOs (Finkle and McIntosh, 2002). 

The Programme of Action (PoA) adopted by the 
ICPD “endorses a new strategy that emphasises the 
integral linkages between population and development 
and focuses on meeting the needs of individual women 
and men, rather than achieving demographic targets” 
(United Nations, 1995).  The guiding principles of the 
Programme of Action are full respect for human rights, 
particularly the rights of women, the empowerment of 
women and genuine gender equity. A wide range of 
population issues are covered, such as ageing, care for the 

elderly, family-sensitive policies, international migration, 
the status of indigenous populations, as well as 
international cooperation.  These are inextricably linked 
to broader issues, such as the elimination of poverty, 
provision of education (especially for women), securing 
employment and supporting a viable environment.  
Family planning programmes are to be fully geared 
towards clients’ needs and are to encompass sexual and 
reproductive health, which includes not only the 
provision of and access to contraceptives, but also 
protection against and treatment of sexually transmitted 
diseases and HIV/AIDS infections, and attention to the 
needs of adolescents (United Nations, 1995). 

The experience with implementing the broad 
spectrum of policies and programmes of the ICPD 
Programme of Action over the past ten years is now 
being evaluated. At the most general level, not only has 
the ICPD had a profound impact on population policies 
and programmes, but arguably its impact has been greater 
than any of the previous conferences.  The 1954 and 1965 
conferences were to a large extent scientific gatherings 
that evaluated and discussed the state of affairs at that 
time. Based on those discussions, family planning 
programmes started to be organised in a few countries: 
these initially reflected the wisdom, foresight and 
intentions of private policy-making entities, such as 
foundations, then increasingly the interests of developed 
and developing countries, as expressed in the 1967 
founding of the United Nations Fund for Population 
Activities (UNFPA).  The Bucharest 1974 conference 
saw clashes of ideologies and opinions on how to fulfil 
the need for economic and social development in the 
developing countries: how to develop a “new 
international economic order” where “development is the 
best contraceptive”.  However, it had little effect on 
changing the basic nature of the principal policy 
instrument - family planning programmes - which 
continued to spread throughout the developing world.  
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Similarly, following the controversies at the 1984 Mexico 
conference (where population growth was implied to be a 
“neutral phenomenon” with little or no effect on 
economic growth), family planning programmes 
continued to spread and provide valuable services 
throughout the developing countries (Finkle and Crane, 
1985).  Over the years many deficiencies and flaws were 
highlighted and widespread innovations introduced, such 
as community-based distribution of contraceptives, social 
marketing and operations research.  It was not until the 
1990s, particularly as a consequence of the ICPD, that 
population-related activities and programmes started to 
encompass a much wider range of issues, and the focus 
was changed to be on the needs of the individual 
(McIntosh and Finkle, 1995; Finkle and McIntosh, 2002). 

This paper begins with a section of background 
information, including a brief description of the UNFPA 
Field Inquiry, which was designed as an instrument to 
evaluate progress in implementing the ICPD Programme 
of Action.  The sections that follow briefly describe the 
socio-economic and political environments in the 
transition countries and in the western countries and their 
experience in implementing the ICPD Programme of 
Action, as gleaned from the responses to the Field Inquiry 
questionnaires.  The final section provides some 
concluding thoughts. 

Background 
During 2003 UNFPA carried out a global Field 

Inquiry in collaboration with governments, to review the 
implementation of the ICPD Programme of Action in 
developing and developed countries.  This ten-year 
review focuses on the operational dimensions of 
population and reproductive health policies and 
programmes, assesses what progress countries have made 
in achieving the ICPD goals, and describes the obstacles 
they face. 

Two Field Inquiry questionnaires (FIQ) were 
prepared, one for developing countries, and a second one 
for developed countries.  The former covers: (i) policies 
and programmes in population and development; (ii) 
gender equality, equity and women’s empowerment; (iii) 
reproductive rights and reproductive health; (iv) 
HIV/AIDS; (v) adolescents/youth; (vi) behavioural 
change and advocacy; (vii) partnerships and resources; 
(viii) data and research; and (ix) best practices and 
emerging issues.  The FIQ for the developed countries 
focuses on (i) priority population concerns; (ii) gender 
issues; (iii) reproductive health, including HIV/AIDS; 
(iv) partnerships with civil society; and (v) international 
assistance to population and reproductive health 
programmes. 

This paper summarises the information gathered 
from all countries belonging to the United Nations 
Economic Commission for Europe (UNECE) which have 
over one million inhabitants (Luxembourg was the 

exception).  Countries with economies in transition were 
invited to complete the FIQ for the developing countries, 
and western countries the developed country FIQ 
(Slovenia was included in this group).  Twenty-three of 
the 27 countries in transition completed the FIQ, and 14 
of the 21 western countries, i.e. an 85 and a 67 per cent 
completion rate, respectively. 

The western countries fit the demographic 
characterisation of ‘developed’ countries adequately, 
whereas the case of the transition countries is 
complicated.  Most Central and East European, formerly 
socialist, countries had reached low fertility by the middle 
of the 20th century and were labelled as demographically 
developed countries at that time.  On the other hand, there 
were a number of countries that had not experienced the 
demographic transition by the mid-20th century and still 
had high fertility; these were the central Asian and the 
Caucasian republics, as well as Albania and FYR 
Macedonia.1  Political, social and economic 
developments in the formerly Soviet bloc differed from 
both the developed and the developing countries.  They 
were considered to be part of the ‘Second’ World (Sauvy, 
1952).  Demographic developments were influenced by 
the politically authoritarian and the centrally planned 
economic system.  During the 1990s, following the 
break-up of the USSR, population developments had 
unique characteristics, primarily unprecedented rapid 
fertility declines (Frejka and Sardon, 2004; Macura and 
MacDonald, 2003; Sobotka, 2003a and 2003b) combined 
with equally unprecedented mortality increases in many 
countries (see paper by Nolte et al. elsewhere in this 
volume).  This provides part of the explanation why some 
countries might have had difficulty completing certain 
parts of the FIQ. 

Understandably, the Field Inquiry is not without 
limitations resulting from differences in the quality of 
responses.  The potential complexity of situations and 
events might not always be captured and the narratives 
could be distorted due to misunderstandings or possibly 
due to vested interests of the respondents.  In some 
countries they erred on the side of describing enacted 
legislation and established institutions, but covered 
implementation and activities casually, superficially or 
only in a limited fashion.  The causes of the limitations 
are several. 

Countries used a broad spectrum of approaches in 
order to answer questions in the survey, e.g.: 

(1) an inter-institutional/multi-sectoral response 
committee/group (including non-
governmental organisations and international 
agencies working in the country); 

(2) several government institutions; 

                                                        
1 With the exception of Albania, which had been independent 

throughout, these countries gained independence in the 1990s. 
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(3) a committee/group from one institution; 

(4) a response from one focal individual. 

Some degree of subjective judgment was likely to 
be reflected in the responses.  Depending on the 
individuals or institutions, the answers to the 
questionnaire could be unintentionally or intentionally 
distorted.  The individual or institutional respondent 
might have had incomplete knowledge regarding 
particular issues, events or processes.  Alternatively, the 
individual or institutional respondent might have felt that 
it was in the interest of the country to present a relatively 
positive description of a particular issue, event or process, 
because a realistic description might be undesirable or 
harmful to the interests of the country. 

The inquiry was conducted in English and at times 
that could have been a problem.  In several countries the 
respondents had language difficulties.  They might have 
understood the questions; however, they had difficulties 
formulating the answers.  In other countries, the 
respondents might have even misunderstood questions 
and had major problems expressing themselves in 
English. 

Certain aspects in the design of the FIQs could be 
questioned. As indicated above, there were only two 
types of questionnaire: one for the developing countries 
and one for the developed ones.  The questionnaire 
designed for developing countries was applied to the 
countries in transition.  While this might have been 
reasonably appropriate, say, in the Central Asian 
countries, potential respondents in Central European 
countries might have found these questionnaires ill fitted 
for their respective conditions. 

Some respondents might have found it difficult to 
formulate answers to a number of questions in concise 
summary form.  There were, for instance, questions 
requesting a description of how the cultural context 
contributed to, or constrained, desired progress on a 
certain issue.  The respondents may have believed that 
such questions were too broad and that adequate answers 
would require a long and detailed elaboration.  They 
would have wanted to describe attitudes as they had 
developed during the history of the country, which were 
possibly different among various strata of the population.  
The contemporary situation might vary in different parts 
of the country or among different groups of the 
population, etc.  Even with the best of intentions, the 
actual responses might not have captured the most 
important features of the present complex situation. 

Countries in transition 

Introduction 

Early in the 21st century the transition countries 
were relatively poor, but their populations had two 
important characteristics: they were well educated and 

reasonably healthy.  In a few transition countries the 2001 
gross domestic product (GDP) per capita in purchasing 
power parity was between $10,000 and $17,000, but in 
the majority it was below $8,000 and not infrequently 
around $4,000 or less (table 1).  In most western 
countries GDP per capita was around $25,000 or more, 
with the exception of Southern Europe where it was 
between $17,000 and $25,000. 

In contrast to the economic deprivation, the level of 
general education was almost comparable to western 
countries; rates of secondary school enrolment ratios 
were not much lower in the transition countries.  Overall 
health conditions in the transition countries were inferior, 
but reasonably favourable in the global context.  This 
state of affairs was the result of political, social and 
economic progress, especially in the second half of the 
20th century, followed by the unprecedented transitions 
experienced by these countries after the collapse of their 
authoritarian political systems around 1990.  These have 
to be taken into account when reviewing the 
implementation of the ICPD Programme of Action. 

There were major differences among the individual 
transition countries.  The countries of Central Europe and 
the Baltic republics had relatively better overall 
conditions than most of the other countries, especially 
those of the Caucasus region and Central Asia.  The latter 
were among the poorest in the world, yet even there the 
educational levels were relatively high. 

Many countries had adopted comprehensive 
approaches to issues of population and development, 
gender equality, reproductive rights and reproductive 
health, as well as the involvement of non-governmental 
organisations and civil society.  Romania provides a good 
example.  There “strategies, programmes and national 
plans of action have been elaborated, specific institutional 
capacities have been created and substantial public funds 
have been allocated aiming at achieving the goals of the 
Programme of Action adopted by ICPD”.  More 
specifically, this concerns the following areas: reduction 
of poverty, unemployment and social exclusion; 
improving the social assistance system; reform of the 
public pension system and other social insurance rights; 
health system reform; educational system reform; central 
and local public administration and regional development 
reform; and a national action programme aimed at the 
protection of the environment.  In addition, strategies 
were developed for various population categories, such as 
child protection, social protection and promotion of 
youth, women’s rights promotion and equity between 
sexes, elderly social protection, and upholding 
multicultural development and cultural and social 
integration of ethnic communities, with special emphasis 
on improving the conditions of the Roma population. 

Efforts to deal with population issues are taking 
place in the context of the transition of the political, 
social and economic systems.  Any judgments and 
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evaluations of the progress made in transforming the 
political systems are extremely complex to summarise.  
Democratic and market economy systems are apparently 
functioning reasonably well in the Central European and 
Baltic countries, as well as possibly in other ones.  
Evidence is provided by the decision of the European 
Union to incorporate eight of these countries in 2004 and 
to consider the inclusion of other countries later. 

At the other end of the spectrum are countries 
where the political system still has many deficiencies 
and/or where ethnic and other tensions are of such 
magnitude that they have led to civil unrest and armed 
conflicts.  In Azerbaijan, for instance, there are large 
numbers of refugees and internally displaced persons 
comprising around 10 per cent of the population.  Most of 

these live in unsuitable dwellings and have limited 
income-generating opportunities. 

The economic transition has been difficult, often 
painful. Gross domestic products contracted substantially 
in all transition countries during most of the 1990s 
(United Nations, 2003; table 1).  By the late 1990s 
recoveries were under way; however, the GDP in 2002 
had surpassed the 1989 level only in the Central 
European countries.  In a number of countries, such as 
Georgia, Moldova, Tajikistan and Ukraine, GDP in 2002 
had not reached even half of its 1989 size. 

Demographic trends were rather tumultuous, 
marked especially by an extraordinarily rapid fertility 
decline.  At the outset of the 21st century total fertility 
rates in almost all the countries in transition were below 

TABLE 1

Selected social, economic and demographic measures, transition countries 

  GDP per capita  1995-2000    

Country and region 

Human 
development
index value 

 2001 

Dollars 
 purchasing 

 power 
parity 
 2001 

Annual 
 growth 

 rate 
 1990-2001 

Seats in 
parliament 

held by 
women (in 
per cent of 

total) 
2003 

Total 
 fertility

 rate 

Life  
expectancy

 at birth 

Infant 
 mortality

rate 

Maternal 
mortality 
 ratio (per 
 (100 000 

 live births) 
 1995 

Secondary 
school 

enrollment 
ratio 

2000-2001 

Telephone 
mainlines

 (per 1,000 
people) 
 2001 

Central Europe and Baltic states 
Czech Republic .............................. 0.861 14 720 1.3 15.7 1.18 74.3 7 14 88 378 
Estonia ........................................... 0.833 10 170 1.6 17.8 1.28 70.1 11 80 83 354 
Hungary ......................................... 0.837 12 340 2.1 1.38 1.38 70.6 10 23 87 375 
Latvia ............................................. 0.811 7 730 -1.0 1.17 1.17 69.3 16 70 74 307 
Lithuania ........................................ 0.824 8 470 -1.6 1.38 1.38 71.4 11 27 89 313 
Poland ............................................ 0.841 9 450 4.4 1.48 1.48 72.8 10 12 91 295 
Slovak Republic .............................. 0.836 11 960 1.9 1.40 1.40 72.2 10 14 75 289 

Eastern Europe 
Belarus ........................................... 0.804 7 620 -0.6 18.4 1.27 68.5 12 33 76 288 
Moldova ......................................... 0.700 2 150 -8.2 12.9 1.56 67.3 20 65 62 146 
Russian Federation ......................... 0.779 7 100 -3.5 6.4 1.25 66.1 17 75 – 243 
Ukraine .......................................... 0.766 4 350 -7.4 5.3 1.25 68.1 15 45 – 212 

West Balkan countries 
Albania ........................................... 0.735 3 680 4.3 5.7 2.43 72.8 28 31 74 50 
Bosnia and Herzegovina ................. 0.777 5 970 – 12.3 1.35 73.3 15 15 – 111 
Croatia ........................................... 0.818 9 170 2.1 16.2 1.60 73.3 10 18 79 383 
Macedonia ..................................... 0.784 6 110 -0.9 18.3 1.92 72.7 18 17 81 263 
Slovenia ......................................... 0.881 17 130 3.0 12.2 1.25 75.2 6 17 – 402 
Serbia and Montenegro .................. – – – – 1.77 72.2 15 15 – – 

East Balkan countries and Turkey  
Bulgaria .......................................... 0.795 6 890 -0.6 26.3 1.14 70.9 15 23 70 359 
Romania ......................................... 0.773 5 830 -0.1 9.9 1.32 70.5 20 60 80 184 
Turkey ............................................ 0.734 5 890 1.7 4.4 2.70 69.0 47 55 – 285 

Caucasus           
Armenia ......................................... 0.729 2 650 -1.3 3.1 1.14 70.9 15 29 64 140 
Azerbaijan ...................................... 0.744 3 090 – 10.5 1.32 70.5 20 37 78 120 
Georgia .......................................... 0.746 2 560 -5.5 7.2 2.70 69.0 47 22 73 174 

Central Asia   
 

       
Kazakhstan .................................... 0.765 6 500 -1.9 8.6 2.10 64.6 58 80 83 121 
Kyrgyzstan ..................................... 0.727 2 750 -3.9 6.7 2.89 66.9 43 80 – 78 
Tajikistan ........................................ 0.677 1 170 -9.9 12.4 3.72 67.2 57 120 76 36 
Turkmenistan .................................. 0.746 4 320 -6.1 26.0 3.03 65.4 55 65 – 80 
Uzbekistan ..................................... 0.729 2 460 -1.5 7.2 2.88 68.3 41 60 – 67 

Source:  United Nations Development Programme 2003, United Nations 2003 a. 
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replacement, often substantially.  Health conditions were 
inferior to western countries (table 2).  For instance, 
infant mortality rates in the Central Asian countries in the 
late 1990s were between 40 and 60 deaths per 1,000 
births.  However in most other South-Central Asian 
countries (e.g. Afghanistan, Bangladesh, India, Nepal, 
Pakistan,) these rates were even higher (UNDP, 2003).  
The state of maternal mortality was similarly worrying. 

The measure reflecting gender equality in tables 1 
and 2 is far from perfect, but it does provide an indication 
of real relationships.  In over one third of the countries in 
transition, fewer than 10 per cent of the seats in 
parliament are held by women, and in only four of the 27 
countries do women hold more than 20 per cent of the 
seats.  On average this is considerably less than in the 
western countries. 

The low number of telephone lines, in particular in 
the central Asian and Caucasian countries, indicates the 
degree of difficulty the majority of the population has in 
obtaining current information. 

A crude overall measure of well-being of 
populations is provided by the Human Development 
Index (HDI).2  Practically all countries in transition are 
above the global average of 0.722 and about half of these 
countries are in the top third (table 1).  As a rule it tends 
to be the relatively high level of education, counteracting 
the relatively low economic status of individual countries 
in transition, which elevates their HDI. 

We will now turn to examining the development of 
policies and achievements of the transition countries 
while implementing the ICPD Programme of Action, as 
gleaned from the Field Inquiry survey. 

Adopted policies and measures 

Significant progress has been made in the transition 
countries in achieving the objectives of the ICPD 
Programme of Action. However, a description of the 
successes often needs to be tempered by a list of 
qualifications. 

• A legislative basis was created and appropriate 
institutions were established to deal with 
issues of population, gender equality and 
reproductive health in all the transition 
countries. 

• Population and development issues - 
especially the reduction of poverty, 
environmental degradation, population ageing 

                                                        
2 The human development index is a summary composite index that 

measures a country's average achievements in three basic areas of human 
development: longevity, education and standard of living.  Longevity is 
measured by life expectancy at birth; education is measured by a 
combination of the adult literacy rate and the combined primary, 
secondary and tertiary gross enrolment ratio; and standard of living by 
GDP per capita in purchasing power parity $ (UNDP, 2003). 

 

and care for the elderly, as well as care for 
refugees and internally displaced persons – are 
particularly difficult to deal with, because they 
are closely related to progress in economic 
growth and the availability of resources.  
These issues are on the political agenda of all 
governments, but the responses in the FIQ 
documents reflect the limited options for 
achieving measurable results in the short-term, 
given the lack of resources and the economic 
difficulties the transition countries have been 
facing during the past decade.  At the same 
time progress can be anticipated because these 
populations are well educated, the educational 
and health systems are functioning reasonably 
well and economic growth has been, for the 
most part, promising in the early years of the 
21st century. 

• The virtual absence of gender discrimination 
in education provides a good basis for gender 
equality and empowerment of women.  
Various ways of educating children and young 
people on gender and reproductive health 
matters have been developed or improved. 

• Another favourable circumstance in most 
countries is a generally liberal attitude towards 
the central issues of reproductive health: 
contraception, induced abortion and 
reproductive health education. 

• The availability of contraceptives has been 
greatly improved and contraceptive choice 
expanded. 

• Special attention is being paid to combat 
socially undesirable phenomena, such as 
gender and child violence, and the trafficking 
in human beings.  In the central Asian 
republics even infanticide, especially of baby 
girls, still occurs.  Violence against women is 
widespread and has been dealt with 
extensively, although more effectively in some 
countries than in others.  Measures have 
included information campaigns and 
awareness raising, and crisis centres for 
victims are being established, often with the 
help of non-governmental organisations. 

• Trafficking in human beings is a matter of 
serious concern. Governments are being 
assisted by the International Organization for 
Migration (IOM) in their efforts to combat 
trafficking.  Activities include prevention, 
awareness raising, capacity-building and 
legislation, as well as the protection and 
assistance needs of individual victims of 
trafficking, including their voluntary return to 
and re-integration into their countries of 
origin. 
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• Networks of facilities to provide reproductive 
health services are being built or existing 
facilities upgraded. The quality of maternal 
and child health institutions has been 
improved.  Consequently there is easier access 
to these services.  Various measures to reduce 
infant and maternal mortality have been 
introduced and the respective rates are 
declining. 

• Measures have been implemented to limit the 
spread of sexually transmitted diseases, 
including HIV/AIDS.  Nevertheless, in a 
number of the East European and Central 
Asian countries these efforts are inadequate, 
and governments are increasingly aware of 
that.  Significant ongoing assistance from 
international institutions may bring improved 
results in this endeavour. 

• Numerous new non-governmental institutions 
have been created. NGOs have been 
influential in promoting the gender and 
reproductive health agenda, and frequently 
NGOs have also been providing services. 

• Governmental and non-governmental 
institutions have collaborated effectively in 
many activities, including the formulation of 
legislation and provision of services. 

• All forms of communication media, including 
the internet and telephone help lines, have 
been utilised to disseminate knowledge and to 
educate the population, especially young 
people.  A variety of activities have been 
carried out to correct misconceptions and to 
stamp out unhealthy traditional gender and 
reproductive health behaviour.  

• Data collection and analysis systems have 
been significantly improved.  Activities of 
research institutions have been expanded and 
their output utilised for policy-relevant 
purposes. 

• Resources allocated for gender and 
reproductive health matters have been 
increased, especially those from international 
institutions. 

Main issues requiring attention 

All the issues in which progress was achieved 
require continued attention.  An analysis of the responses 
in the questionnaires, however, points to the following 
issues as being of fundamental importance:  

• Reduction of poverty requires special attention, 
because living standards of large sections of the 
population in many countries of the region are 
very low.  This is a major obstacle to progress in 

many of the gender equality and reproductive 
health issues.  

• Living conditions of the elderly are as a rule 
considerably lower than those of the rest of the 
population; this justifies special attention being 
given to various forms of care for the elderly. 

• The status of women and gender equality in 
many countries and among various strata of the 
population is incompatible with the standards of 
modern societies.  Among other consequences, it 
is reflected in the relatively high prevalence of 
gender violence.  Furthermore, a number of 
transition countries in the UNECE region are 
among those where trafficking in human beings, 
particularly of women and children, is extensive.  
These phenomena have complex roots and 
reasons and require comprehensive and long-
term attention. 

• In a number of countries, sexually transmitted 
diseases, especially HIV/AIDS, are spreading at 
a faster rate than elsewhere and could pose a 
considerable danger not only to health, but also 
to long-term economic and social development. 

• Reproductive health knowledge among the 
general population, and sex education of the 
young generations, lag far behind what is 
desirable for healthy lifestyles.  Moreover, 
personal attitudes and the cultural environment 
that would support improvements in dealing 
with issues of gender equality and reproductive 
health are often old fashioned, traditional or ill-
informed.  Ongoing education and advocacy are 
required to gradually remedy this situation. 

Principal constraints 

The following appear to be the principal constraints 
to fulfilling the objectives of the ICPD Programme of 
Action and were cited in virtually in every country 
document: 

• Lack of financial, human and material resources. 

• Lack of experience in dealing with the issues. 

• Vestiges of patriarchal beliefs and behaviour 
regarding gender relationships and reproductive 
health. 

• Some countries in transition were encumbered 
by armed conflicts and consequently had to take 
care of large numbers of refugees and internally 
displaced persons.  Resources employed towards 
these ends could not be used for other purposes, 
including population and reproductive health 
matters. 
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Western countries 

Introduction 

At the beginning of the 21st century, western 
countries were the wealthiest, best educated and 
healthiest in the world.  With the exception of a few 
countries in Southern Europe, their per capita gross 
domestic product in purchasing power parity was around 
$25,000 or more; almost all children acquired a 
secondary school education; the average life expectancy 
at birth was between 75 and 80 years; only about 4 to 7 
per 1,000 babies died during their first year of life and 
maternal mortality was almost non-existent (table 2).  
The relatively high numbers of telephone lines indicate 
easy access to relevant information.  The comparatively 
high representation of women in parliaments is one 
indication of a higher degree of gender equity than 
elsewhere. Finally, the superior values of the human 
development index in the western countries, which rank 
them at the top of the global list, confirm their overall 
high standard of living. 

Such a generally favourable situation does not 
imply that these societies do not suffer from numerous 
social, economic and political problems, but in 
comparison to the countries in transition or the 
developing countries, the majority of the population in 
western countries enjoys comfortable lives with 
reasonable material conditions, and with satisfactory 
health care in a culturally agreeable environment.  
Despite a recession around the year 2000, all of the 
western countries experienced economic growth during 
the period 1990-2001 (table 2). 

Adopted policies and measures 

Many western governments take a broad and 
comprehensive approach to population, gender and 
reproductive health issues in the spirit of the ICPD 
agenda.  However, governments often feel obliged to 
assert that they do not have explicit population policies. 

• Ageing is the principal concern in western 
countries.  Two strategies are proposed to deal 
with this issue.  On the one hand, family-friendly 
policies which are intended to mitigate the 
tensions between raising a family and following 
a career are being implemented.  Western 
governments presume that such policies will 
raise fertility and thus generate a more 
favourable age structure and retard the 
population ageing process.  On the other hand, 
numerous measures addressing the well-being of 
the elderly are being promoted and implemented. 

• Family-friendly policies include family and child 
financial benefits, tax relief, extended parental 
leave, expanded childcare facilities and flexible 
work-time arrangements. 

• Policies concerning the elderly include adequate 
pension systems, health care provision, social 
services, appropriate housing conditions, 
transport services, employment opportunities, 
volunteering, assistance to family caregivers and 
special forms of multi-generation housing 
arrangements, including for people not related to 
each other.  

• The main principles governing international 
migration policies are to manage migration 
flows in an orderly fashion, to promote 
immigration which benefits the recipient 
country, and to prevent entry to those who pose 
a threat to security.  Family reunification tends 
to be a priority consideration, as is the protection 
of refugees. Governments are actively involved 
in preventing the trafficking of human beings.  

• Gender equality has been promoted, utilising, 
among other means, the positive experience of 
the Nordic countries.  Ideally this involves a 
wide range of facets: an equal division of power 
and influence of women and men; the same 
opportunities and conditions for women and men 
to achieve economic independence, to establish 
their own business, to work, and to develop their 
career; equal access to education and the 
development of personal ambitions, interest and 
talents; shared responsibility for work in the 
home and with children; and freedom from 
gender-related violence. 

• Much progress can be observed throughout the 
western countries in dealing with many central 
reproductive health issues, namely: curbing the 
spread of sexually transmitted diseases, in 
particular HIV/AIDS; the promotion of safe sex; 
a reduction in the number of unwanted 
pregnancies and abortions; dealing with gender-
related violence; and broadening the general 
knowledge of the public about reproductive 
health issues, including improvements in sex 
education.  With rising immigration from 
developing countries, new issues have emerged, 
such as the prevention of female genital 
mutilation. 

• Access to reproductive health services has been 
improving, and in most countries these services 
are low cost or free of charge for the client. 

• Reproductive health services and education for 
young people have been expanding, often 
utilising innovative approaches. 

• Activities dealing with HIV/AIDS deserve to be 
singled out.  Progress is being made in 
developing medications, improving treatment, 
educating people, working with particularly 
vulnerable segments of the population, and 
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attending to the social and psychological aspects 
and circumstances of sufferers. 

• Non-governmental organisations have been 
playing an important role in advancing gender 
equality and reproductive health within their 
own countries, in development work in other 
countries, and in international forums.  
Frequently NGOs work with special groups, 
such as adolescents, migrants or victims of 
gender violence.  NGOs also tend to be major 
players in the prevention of STIs, particularly 
HIV/AIDS.  Many NGOs working in this sphere 
pre-dated the ICPD, but their activities have 
expanded in recent years.  For the most part, 
there is good collaboration between 
governmental and non-governmental 
institutions. 

• Parliamentary groups concerned with 
population, gender and reproductive health are 
functioning in virtually every country.  Many of 
their activities are coordinated by the Inter-
European Parliamentary Forum on Population 
and Development. 

• International assistance in population and 
reproductive health has risen to the top of 
national and international political agendas and it 
has become an integral component of poverty 
reduction strategies.  It has increasingly included 
a broader array of substantive areas, and become 
a more integrated part of development assistance 
in general.  International development agencies 
are utilising poverty reduction strategies and 
related national processes to promote ICPD 
goals.  The Millennium Development Goals 
provide the reference framework for multilateral 
cooperation and bilateral cooperation 
agreements; at the same time it has been realised 
that the implementation of the goals of the ICPD 
Programme of Action are effective tools for 
reaching the MDGs. 

• Certain issues, such as sexuality education and 
abortion, are the subject of controversy in 
international assistance, at times hampering the 
promotion of the ICPD Programme of Action.  
The controversies have, however, also generated 

TABLE 2

Selected social, economic and demographic measures, western countries 

  GDP per capita  1995-2000    

Country and region 

Human 
development
index value 

 2001 

Dollars 
 purchasing 

 power 
parity 
 2001 

Annual 
 growth 

 rate 
 1990-2001 

Seats in 
parliament 

held by 
women (in 
per cent of 

total) 
2003 

Total 
 fertility

 rate 

Life  
expectancy

 at birth 

Infant 
 mortality

rate 

Maternal 
mortality 
 ratio (per 
 (100 000 

 live births) 
 1995 

Secondary 
school 

enrollment 
ratio 

2000-2001 

Telephone 
mainlines

 (per 1,000 
people) 
 2001 

Northern Europe 
Denmark ........................................ 0.930 29 000 2.0 38.0 1.50 75.9 6 15 89 722 
Finland ........................................... 0.930 24 430 2.6 36.5 1.74 77.2 4 6 95 548 
Norway .......................................... 0.944 29 620 2.9 36.4 1.85 78.1 5 9 95 732 
Sweden .......................................... 0.941 24 180 1.7 45.3 1.56 79.3 4 8 96 739 

Western Europe 
Belgium .......................................... 0.937 25 520 1.9 24.9 1.36 77.9 4 8 –. 498 
France ........................................... 0.925 23 990 1.5 11.7 1.60 78.1 6 20 92 573 
Ireland ........................................... 0.930 32 410 6.8 14.2 1.90 76.1 6 9 – 485 
Luxembourg ................................... 0.930 53 780 4.2 16.7 1.73 77.4 6 0 78 780 
Netherlands ................................... 0.938 27 190 2.3 33.3 1.60 77.9 5 10 90 621 
United Kingdom .............................. 0.930 24 160 2.5 17.1 1.70 77.2 6 10 94 587 

West Central Europe 
Austria ........................................... 0.929 26 730 1.8 30.6 1.36 77.7 5 11 89 468 
Germany ........................................ 0.921 25 350 1.2 31.4 1.34 77.4 5 12 88 634 
Switzerland .................................... 0.932 28 100 0.3 22.4 1.47 78.6 5 8 88 732 

Southern Europe 
Greece ........................................... 0.892 17 440 2.0 8.7 1.30 77.8 7 2 87 529 
Italy ................................................ 0.916 24 670 1.4 10.3 1.21 78.2 6 11 91 471 
Portugal ......................................... 0.896 18 150 2.6 19.1 1.77 75.2 7 12 85 425 
Spain ............................................. 0.918 20 150 2.2 26.6 1.19 78.4 6 8 94 434 

North America 
Canada .......................................... 0.937 27,130 2.1 23.6 1.56 78.7 5 6 98 676 
United States ................................. 0.937 34 320 2.1 14.0 2.05 76.2 7 12 88 667 

Source:  United Nations Development Programme 2003, United Nations 2003 a. 
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a stronger resolve of some governments to 
support the ICPD agenda. 

• Funding provided for international assistance to 
further the goals of the ICPD Programme of 
Action is uneven.  The contributions of the 
Nordic countries and some other governments 
are generally in line with the expectations of the 
Programme of Action.  However, in general, the 
financial objectives set out in 1994 are not being 
fulfilled. 

Main issues requiring attention 

• As with the countries in transition, all the issues 
listed above, even when success has been 
achieved, require ongoing attention. 

• Population ageing is on the top of the agenda in 
a majority of countries.  Governments are 
concerned about the growing numbers and 
proportion of the elderly, and how the necessary 
resources will be secured to guarantee future 
needs in housing, health and social care.  This 
task is complex and of gargantuan proportions 
but pales in comparison with the task of 
attempting to retard the process of population 
ageing, which could be attained essentially only 
by increased childbearing. 

• In most countries in the region fertility is 
considerably below replacement level, and it 
appears that it will remain at this low level for 
the foreseeable future (Frejka and Sardon, 2004).  
Such levels of fertility will cause rapid 
population ageing (United Nations, 2003).  
Western countries are seeking and implementing 
family-friendly policies to lessen the tensions 
between child-raising and work obligations.  
However, the effects on childbearing to date are 
marginal at best. 

Principal constraints 

Western governments and non-governmental 
organisations do not list any major constraints with 
regard to fulfilling the objectives of the ICPD Programme 
of Action in their own countries.  It is when collaborating 
with developing country governments in the 
implementation of the Programme of Action that western 
governments and NGOs encounter various constraints.  
These include:  

• Traditions, taboos and unfavourable cultural 
contexts. 

• Weak institutional and administrative 
infrastructures, especially weak health systems. 

• Lack of funds and qualified personnel. 

• Widespread poverty and unequal distribution of 
political power. 

• Inequalities between women and men, especially 
unequal participation in decision-making. 

• Unequal access to education. 

• Pressure by fundamentalist and faith-based 
groups which deny the sexual and reproductive 
rights of women and adolescents. 

Concluding thoughts 
Governments and civil society throughout the 

UNECE region will continue to face formidable and 
numerous challenges on the path towards meeting the 
objectives of the ICPD Programme of Action. 

A large number of issues, if not all, are of concern 
to both the transition countries and western countries, 
although the degree of urgency to deal with particular 
issues in the foreseeable future might differ, or the 
aspects that require special attention might be different. 

So far population ageing is more of a concern to 
western countries, although certainly for countries in 
transition it is also a matter of considerable importance.  
By contrast, poverty reduction and environmental 
degradation are issues of utmost urgency in most of the 
countries in transition, yet they are also relevant to many 
western countries.  Many aspects of gender equity, the 
empowerment of women, reproductive health and 
gender-related violence are not satisfactorily resolved, 
although in some countries a great deal of success has 
been achieved.  The need to ease the tensions between 
child-rearing and work is likely to persist as a perennial 
concern for all.  In the case of international migration, 
people will more commonly be leaving or passing 
through the transition countries and will be aiming for 
western countries. Similarly, the victims of human 
trafficking tend to be recruited in the transition countries, 
and they are then exploited in the western countries. 

These considerations point to a final conclusion: 
countries can learn a great deal from each other, and there 
is an obvious need for coordination and collaboration. 
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FINAL DOCUMENT OF THE FORUM 

 
 

The European Population Forum 2004 was a high-level expert meeting.  Its aim was not to produce a declaration, 
an action plan or recommendations; rather it was to investigate the issues involved and policy challenges they pose.  To 
bring these issues and challenges to international attention, a Summary of Deliberations was published in February 2004 
under the auspices of the Chair of the Forum.  The Summary reflects the views expressed in the presentations and 
discussions at the Forum as well as the background papers written for the meeting.  This document, along with its 
Executive Summary, was transmitted by the Permanent Representative of Switzerland to the United Nations to the 
Secretary-General of the United Nations.  It was requested that this document be circulated at the 59th session of the 
General Assembly, and be made available at the 37th session of the Commission on Population and Development. 

 

 

 

EXECUTIVE SUMMARY 

 
Keeping up commitments – Facing new challenges 

The Forum confirmed its strong commitment to 
the ICPD Programme of Action throughout the UNECE 
region, and to its rights-based approach to population, 
development and sexual and reproductive health.  It 
recognised the diversity of national circumstances and 
the continued high relevance of the Cairo Agenda for 
the UNECE region, together with other regional 
accords, e.g. the Recommendations of the 1993 
European Population Conference, and the Regional 
Implementation Strategy of the 2002 Ministerial 
Conference on Ageing.  Presentations recognised the 
rights of all individuals and couples, in particular young 
people, to a healthy sexual and reproductive life and 
emphasised their role as important actors.  Participants 
considered that action on HIV/AIDS should be an 
urgent priority for every part of the UNECE region, and 
it was recognised that full integration of HIV prevention 
and treatment programmes within sexual and 
reproductive health programmes was a path to 
accelerated progress.  It was noted that pledges for 
ICPD financing were never fully met and that additional 
resources are now required for international assistance 
and for domestic implementation, within the context of 
new approaches for Official Development Assistance 
(ODA) funding.  The Forum stressed the importance of 
ensuring the coherence of the Programme of Action 
with other international development objectives, for 
example health sector reform, the Poverty Reduction 
Strategy Papers and the Millennium Development 
Goals. 

Enabling choices for low fertility contexts 

The way to tackle low fertility is clearly a major 
policy concern for the region, but no conclusion was 
reached about how to resolve this issue.  It was pointed 
out that in time population and labour force decline will 
call into question sustainable development in Europe and 
that new policy strategies will be required to address this 
challenge.  It was also emphasised that approaches to low 
fertility that do not protect and respect rights and choices 
will not provide a solution to population decline.  Forum 
participants raised the importance of removing a wide 
range of barriers for men and women to freely decide on 
their parenting status.  Various presentations emphasised 
the importance of creating national policies that are 
supportive of families and family formation.  Several 
promising examples from the region were discussed, 
including models of increasing male responsibility for 
parenting and expanded participation of older persons 
both in the work force and in caring for children.  The 
Forum recognised the increasing variety of family 
structures and trends in their development.  Analyses 
revealed that fertility levels remain relatively high when 
there are high levels of gender equality in the economy, 
family and society and where there is a tolerance for 
diversity in family structures and partnering 
arrangements.  It was recommended that policies in the 
region combine macro and micro strategies, include 
gender equality as a priority, and respect of individual 
rights and freedoms.  The advancement of knowledge 
through data collection and research was identified as an 
important prerequisite for the formulation and monitoring 
of policies in this area. 
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Addressing health inequalities in the UNECE 
region 

The Forum identified several common concerns for 
the whole region.  There are dramatic differences in life 
expectancy within the UNECE region.  Also, within 
many UNECE countries there are large differences in 
well-being, particularly between the socially advantaged 
on one hand and the socially excluded, migrant and 
vulnerable populations groups on the other.  Widespread 
trafficking of human beings continues throughout the 
UNECE region, as does gender-based violence.  The 
whole region is facing an increasing incidence of sexually 
transmitted infections (STIs) and HIV/AIDS.  In a 
number of countries there is a limited awareness of and 
support for public health policies and approaches.  The 
Forum emphasised the need to increase funding, share 
best practice models, strengthen NGOs and mobilise 
local communities in order to address these issues. 

Additionally, several priority concerns were 
identified that are particularly relevant to the situation in 
the eastern part of the UNECE region.  These countries 
are facing weakened health care infrastructures and 
restricted access to quality health care.  They are also 
experiencing inequality, poverty, collapse of support 
systems and environmental degradation.  In a number of 
these countries there are high dependence rates on 
tobacco, alcohol and illicit drugs and widespread poor 
nutrition.  These and other factors are behind 
unacceptably high morbidity and mortality levels which 
are endangering economic and social development.  High 
morbidity levels directly contribute to low levels of well-
being of large groups of populations.  Younger people in 
many of these countries also have limited access to 
comprehensive sexual and reproductive health 
information, education and services, particularly 
contraception and safe abortion, where legal.  Combined 
with the above, there has been a deterioration of 
statistical data collection and monitoring systems and 
hence the ability to better understand these developments. 

Reaping the benefits of migration 

The Forum recognised that the migration context 
has considerably changed since the ICPD.  International 
migration is affecting all countries of the region: it is 
growing, becoming more diverse and is increasingly 
perceived as an important resource in a global world.  
While it is starting to be recognised that immigration is 

becoming a necessity for social, demographic and 
economic reasons, some present-day migration policies, 
largely based on control and repression, are not managing 
migration in a positive way.  The importance of 
comprehensive approaches toward migration 
management was emphasised.  These include coverage of 
all aspects and types of migration (refugees, asylum 
seekers, economic migrants, family reunification, etc.) in 
migration policies, taking into account humanitarian as 
well as economic dimensions and addressing integration 
as well as admission criteria.  Immigration policies need 
to be defined explicitly and be more transparent.  
Migration and integration policies will have maximum 
positive impact if they are coordinated at the local, 
national and regional levels and if all stakeholders, 
including the immigrant groups themselves, participate in 
the conception, implementation and monitoring of the 
relevant policies.  The importance of more open criteria 
of eligibility for nationhood and citizenship in integration 
policies was stressed.  Note was taken of the 
contradiction between the fact that international 
migration is a global phenomenon but that the nation 
state has a paramount role.  Multilateral agreements were 
recognised as a mechanism to put migration in a regional 
framework.  Also, the Forum called for improvements in 
international migration statistics and better knowledge 
about interactions between migration, integration and 
development.  

Promoting policy consistency, partnership and 
knowledge  

Several presentations sought to clarify the role of 
the state in the newly emerging institutional environment.  
It was emphasised that the state should set policy and 
regulatory frameworks, improve their coherence, and 
promote rights, good governance and accountability.  The 
institutional environment ought to encourage a 
partnership between the state, civil society and the private 
sector.  Strengthening the partnership among countries 
was also discussed, in order to address the new 
demographic regime in Europe and to achieve ICPD and 
MDG targets within the UNECE region and the world.  
The Forum emphasised the need for progress in statistical 
surveys and scientific work as a prerequisite for 
comprehensive policy formulation and monitoring. 
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SUMMARY OF DELIBERATIONS 

 
An evolving population and development debate 

The international debate on population and 
development is nearly as old as the United Nations, the 
organisation that initiated it and has sustained it over the 
years.  Since its early years, the United Nations 
Population Commission has served as a forum for 
member states to address population concerns.  As the 
recognition of the salience of population and 
development issues grew, international conferences – 
initially expert meetings, then later intergovernmental 
conferences – provided additional, increasingly visible 
forums for the international community.  The expert 
conferences held in Rome (1954) and Belgrade (1965) 
paved the way for the intergovernmental conferences 
held in Bucharest (1974), Mexico City (1984) and Cairo 
(1994).1  The year 2004 marks not only the 10th 
anniversary of the Cairo conference, but also the 50th 
anniversary of the Rome conference.  

The last half-century has witnessed profound, 
multifaceted changes around the globe. One of the 
hallmarks of the era has been rapid population growth, 
particularly in developing countries.  This momentous 
growth, which has a long way to go before running its 
course, left a major imprint on the international 
population and development debate.  At Rome, the 
acceleration of growth under way at the time, although 
grossly underestimated, was correctly perceived as an 
outcome of the persistence of high fertility in much of the 
developing region in the face of falling mortality.  
Economic development and accelerating the 
demographic transition (especially the fertility transition) 
were identified as means of addressing 
underdevelopment.  This point was reiterated at Belgrade, 
where fertility, family planning issues and in particular 
family planning programmes, were accorded 
considerable prominence.  

Population programmes were at first too 
controversial an issue to be addressed in an 
intergovernmental forum.  When they became an issue fit 
for such a forum, at Bucharest in 1974, they were the 
subject of spirited discussions grounded in diverse 
political, ideological, religious and cultural perspectives.  
The result of the Bucharest conference was the seminal 
World Population Plan of Action (WPPA), the first 
formal international document on population policies, 

                                                        
1 The five conferences were as follows: World Population 

Conference, Rome, 31 August – 20 September 1954; World 
Population Conference, Belgrade, 30 August – 10 September 1965; 
World Population Conference, Bucharest, 19 – 30 August 1974; 
International Conference on Population, Mexico City, 6 – 14 August 
1984; and International Conference on Population and Development, 
Cairo, 5 – 13 September 1994. 

programmes and measures.  It recognised family 
planning programmes as part of national population 
policies, and the latter as constituent elements of socio-
economic development policies.  It recommended that all 
countries “respect and ensure, regardless of their overall 
demographic goals, the right of persons to determine, in a 
free, informed and responsible manner, the number and 
spacing of their children”, a right first agreed upon at the 
Teheran Conference on Human Rights (1968).  The 
WPPA addressed a range of demographic issues, 
including mortality, migration, age structure, 
urbanisation, etc. from the vantage point of societal needs 
and goals.  The Plan was further developed and enriched 
at Mexico City in 1984. 

A paradigm shift occurred at Cairo in 1994.  The 
International Conference on Population and Development 
reached a new consensus and adopted a Programme of 
Action, which reiterated the right of individuals and 
couples to decide freely and responsibly the number and 
spacing of their children.  What was new about the 
Programme of Action was that its principles, goals and 
actions placed the individual, especially the woman and 
the girl child and their rights, at the centre of population 
and development policies.  This superseded the emphasis 
in Bucharest and Mexico City of the role of the state and 
society in bringing about demographic change conducive 
to development. 

Making family planning universally available 
remained an objective, but at Cairo it was resolved that it 
should be achieved within a broadened approach to 
advancing sexual and reproductive health and rights 
throughout the life cycle.  The empowerment of women 
became a goal in itself, in addition to its role in enabling 
women and men to jointly exercise choice in their family 
formation decisions and improving the quality of life for 
everyone.  Discussions of the wide range of population 
and development issues in the Programme of Action were 
grounded in the principles of rights, individual choice, 
expanded social participation and respect for cultural 
perspectives. 

Experts and governments from the UNECE region 
were in the forefront of the international population and 
development debate from its earliest days.  However, it 
was only at Geneva in 1993 that UNECE governments 
for the first time considered and agreed on policy 
responses to the population and development issues of 
their particular region.  They also began to question how 
the region could strengthen its international cooperation 
in the population field, especially in cooperation with 
developing countries.  They negotiated and adopted the 
Recommendations of the conference, this being the first 
formal UNECE document on population policies and 
programmes. 
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Much of the UNECE region is in many ways 
fundamentally different from developing regions, and 
because of this it was UNECE region-specific population 
and development issues that dominated the debate at the 
Geneva 1993 meeting and have done since.  These 
included issues of low fertility and family change, health 
and mortality patterns, population ageing and the onset of 
population decline, and international migration and 
integration, all in the broader context of economic and 
social development.  The issue of ageing and how to 
respond to it has become a topic of special interest: a 
recent debate culminated at Berlin in September 2002, 
shortly after the international community reached 
agreements at Madrid in May 2002 on how to respond to 
ageing worldwide.2  The agreements reached at Berlin 
and contained in the Regional Implementation Strategy 
were based on a holistic approach and identified policy 
responses that mainstream ageing in all policy fields.  
This approach included larger societal concerns in 
contrast to the individual-focused, rights-based approach 
of Cairo.  

The European Population Forum continued these 
two strands of debate, namely those that originated at 
Geneva and Cairo. 

A broad panorama of global and European 
change 

The global population has continued to grow since 
the ICPD – it rose from 5.6 billion in 1994 to 6.4 billion 
in 2004 and is currently projected to reach 8.9 billion in 
2050.  However, annual increments have declined during 
the decade and are projected to continue their downward 
trend.  Asia’s contribution to global growth in numerical 
terms was the largest – three times that of Africa’s and 
even greater than those of other parts of the world.  
Although falling, Africa’s growth rates have been the 
highest. In contrast to other parts of the world, its annual 
increments have been on the rise.  The share of Africa’s 
population is projected to continue to increase, exceeding 
20 per cent by 2050, despite the impact of the HIV/AIDS 
epidemic. 

Europe occupied a special position in the changing 
cross-regional dynamics of growth.  It was the only 
continent that, during the five years 1999-2004, saw a 
population decline, losing annually close to half a million 
people.  Unlike North America, which is projected to 
continue to grow through to the middle of the current 
century, Europe may well lose as many as 96 million 
people or 13 per cent of its population between 2000 and 
2050, shrinking Europe’s global demographic share from 
12 per cent to 7 per cent.  

                                                        
2 These two conferences were as follows: UNECE Ministerial 

Conference on Ageing, Berlin, 11-13 September 2002, and Second 
World Assembly on Ageing, Madrid, 8-12 April 2002.  

The slowing down of the global population growth 
was in large part caused by continuing fertility decline in 
much of the developing world and to a lesser extent by 
the mortality increase caused by the HIV/AIDS epidemic, 
mainly in sub-Saharan Africa.  Some of the most 
populous countries have greatly contributed to this trend, 
namely China, India, Indonesia, Brazil and Mexico: in 
these the total fertility rates have already dropped below 
replacement level (2.1 children per woman), or are 
approaching this level or are likely do so in the near 
future.  This trend is expected to continue, reaching the 
majority of developing countries, provided that trends in 
family size preferences continue and the availability of 
reproductive health services, particularly family planning 
services, keeps pace with rising demand.  

Among the countries that are not expected to be in 
this group are the 24 countries that in the second half of 
the 1990s had total fertility rates equal to or higher than 6 
children per woman, and whose combined population is 
projected to increase from the recent estimate of 0.3 
billion to one billion by 2050.  All but one of these 
countries are considered least developed, most are in sub-
Saharan Africa, several are greatly affected by the 
HIV/AIDS epidemic and several have experienced civil 
strife and political instability in recent years.  Clearly, 
these and other least developed countries should be the 
prime recipients of bilateral and multilateral population 
assistance in the future. 

The population issues that the UNECE countries 
face are markedly different from those prevailing in much 
of the developing regions.  Nevertheless there are 
important differences between the North American, 
European and Asian parts of the UNECE region and 
particularly among European countries.  In Europe 
fertility rates have everywhere fallen to sub-replacement 
levels. In many instances, mainly in Southern, Central 
and Eastern Europe, the total fertility rates have 
descended to low levels (below 1.5 children per woman) 
or to very low levels (below 1.3 children per woman).  
These are the outcome of the reproductive choices that 
millions of individuals and couples have been making in 
recent times.  In the transition countries, the context of 
those choices has been economic decline followed by 
sluggish or more rapid economic recovery, while in other 
countries the context has been one of an uneven 
distribution of wealth and other major social constraints.  
In contrast, the reproductive choices of Americans are 
currently maintaining replacement fertility in the USA.  
The low European fertility rates will in time result not 
only in long-term population decline, but also more 
importantly, in a nearer-term decline and ageing of the 
labour force.  

In western parts of the UNECE region, health 
conditions are generally favourable and mortality rates 
are at unprecedented low levels.  In eastern parts, 
especially in the Commonwealth of Independent States 
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(CIS), improvements in health and mortality are lagging 
by a moderate to large margin behind those in the western 
areas.  Efforts to improve general and reproductive health 
conditions, along with those to add years of life – 
particularly disability-free life – will pose major 
challenges to the health sector and society at large.  
Moreover, the rapid spread of the HIV/AIDS epidemic in 
parts of Eastern Europe and the CIS will challenge the 
health infrastructure and the ability of society to adapt to 
the consequences of the epidemic.  The weak health 
infrastructure and the difficulties with ongoing efforts to 
reform the services and their finances make future 
improvements in health, including reproductive health, 
uncertain.  

International migration, usually a net contributor to 
development in both sending and receiving countries, 
adds to the complexity of population dynamics.  It has 
served to augment slightly positive or offset the already 
negative balance between births and deaths in Western, 
Northern and Southern Europe.  However, it frequently 
reinforces the negative balance in Central and Eastern 
Europe and some of the Asian CIS countries. Broadly 
speaking there is a West-East gradient in the change in 
population numbers and rates, with some of the largest 
negative birth-death balances prevailing in eastern parts 
of the region.  In the western parts, and in North 
American countries in particular, but also in a number of 
other countries, growth is continuing, although typically 
at very low rates.  This growth is often fuelled by the rise 
in foreign-born populations.  As net immigration appears 
poised to increase in the future to meet the projected 
labour needs of a number of the countries, this will 
become a permanent feature of many societies in the 
region.  The governments as well as the native and 
migrant populations will be challenged to make their 
integration a success in order to maximise their positive 
contribution to society and to reduce possible tensions 
between the native and foreign populations. 

Different histories and current configurations of 
fertility and mortality rates not only produce diversity in 
population growth dynamics, they also result in different 
dynamics of the age structure of populations.  Given their 
past and current trends in the vital rates, UNECE 
countries are in the forefront of the ageing process.  
These countries exhibit significant variations in their 
levels and pace of ageing, with countries in the eastern 
part of the region generally trailing the rest of the region.  
However, common to most of the UNECE countries is 
the fact that the ‘demographic bonus’, an economic 
opportunity granted by low dependency rates, which they 
have enjoyed during the past few decades, has now 
disappeared or will soon do so.  Moreover, due to recent 
steep declines and currently low fertility rates a number 
of Southern, Central and Eastern European countries are 
poised to age very rapidly in the coming decades, putting 
pressure on pension and health-care programmes and 
building a momentum of further ageing.  

In contrast to this, many Asian and Latin American 
countries, where fertility has descended to low or 
intermediate levels, will potentially benefit for some time 
from the ‘demographic bonus’.  Elsewhere, where 
fertility decline has been very late in coming and/or slow 
or where it is still to materialise, this potential will grow 
or appear only in the coming decades.  The rapid 
development of supportive social and economic policy 
frameworks to take advantage of the bonus will be a vital 
requirement.  Amelioration of intra-national disparities in 
access to health and education based on geography, 
wealth and gender will determine whether all members of 
society benefit from the opportunity. 

The recent and forthcoming demographic changes 
in the UNECE region and the rest of the world have been 
taking place and will continue to evolve in a setting of 
complex political, economic and social changes.  In parts 
of the UNECE region and the other world regions the 
changes are far more rapid than elsewhere. The end of the 
Cold War opened up major new opportunities, 
particularly in Europe, for a realignment of international 
relationships, the spread of globalisation and international 
cooperation.  In the eastern part of the UNECE region, 
the over-a-decade long transition to democracy and 
market economies has paved the way for a broadening of 
European integration, in particular the imminent 
expansion of the European Union.  However, in a large 
number of countries in this part of the region, the process 
has been too slow and uncertain to enable the emergence 
of fully-fledged democracies, a return to sustained 
economic growth, a reversal of the spread of poverty, 
improvements in social programmes and the 
strengthening of civil society. 

The transformation of the formerly centrally 
planned economies has, among other things, aggravated 
employment conditions, especially of young people and 
women.  Even in some countries where economic 
recovery has been fastest, the economic restructuring has 
brought about very high levels of youth unemployment 
and underemployment.  In countries where lesser 
progress has been made towards sustained growth, young 
people have been even more adversely affected by labour 
market changes.  Unless corrective actions are taken, 
large numbers of young people will experience long-term 
unemployment and, as a result, run the high risk of 
becoming unemployable.  If this were to happen, 
implementing anti-poverty programmes would prove 
very difficult, leading to a further deterioration of health 
and social conditions of this section of the population, on 
which the future of these societies will so much depend. 

Old and new population and development issues 
abound.  They will continue to provide challenges to 
governments, civil society and the private sector along 
with families, couples and individuals.  The various 
stakeholders will have to keep adapting policies and 
behaviour if they are to successfully face constraints and 
exploit the opportunities presented by the evolving and 
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future population and development interactions at all 
levels – local, regional, national and international.  

Implementing the ICPD Programme of Action: 
achievements and challenges 

A wide range of efforts 

A review of the first ten years of the ICPD 
Programme of Action has shown significant policy and 
programme development both globally and within the 
UNECE region.  Governments, civil society and the 
private sector have undertaken a wide range of efforts to 
implement the Programme of Action.  In addition, the 
international agenda has shifted to the Millennium 
Development Goals, poverty reduction strategies and 
increasingly to health sector reforms that emphasise 
decentralised decision-making and sector-wide planning 
and management.  The relation of the International 
Development Targets to these priorities is still being 
addressed at global, regional and national levels. 

Eighty-seven per cent of countries in the world have 
taken policy measures to implement the Programme of 
Action, made legislative and institutional changes or have 
taken other measures at the national level to protect and 
fulfil sexual and reproductive rights.  Increased 
recognition and priority has been given to promoting 
gender equality in law and equity in practice.  National 
legislation protecting the rights of women and girls has 
been passed in two-thirds of the countries.  Disparities in 
primary and to a lesser extent in secondary school 
enrolment have shown some decline.  National 
institutions for women’s affairs have been initiated in a 
majority of countries and national action plans have been 
developed in half of all countries.  

Population ageing and international migration, 
although briefly addressed in the Programme of Action, 
have both received increased attention over the past 
decade, both globally and within the UNECE region.  
International and regional forums have raised the level of 
priority given to these policy issues.  Globally, a 
substantial minority of countries have developed national 
strategies to address ageing.  

Remaining challenges and newly emerging 
issues 

Within the UNECE region attention has been given 
to issues of gender-based violence and trafficking of 
persons, especially women and minors.  Legal 
prohibitions against gender-based violence have been 
instituted or strengthened in a majority of countries in the 
region.  However, ratification and implementation have 
lagged behind.  

The areas of adolescent sexual and reproductive 
health and rights have received heightened attention from 
the global community and within the UNECE region.  

Parts of the UNECE region have achieved remarkable 
success in empowering young people to deal positively 
with their sexuality and have successfully reduced 
teenage pregnancies.  In the last decade increased 
attention has been given to the importance of female-
controlled prevention methods such as the female 
condom and micro biocides.  However, other parts of the 
region still have much to achieve in this area.  Despite 
their increased priority, adolescent sexual and 
reproductive health issues remain highly sensitive and 
very few countries have established comprehensive 
strategies and mobilised resources for their 
implementation. 

Additional efforts need to be made in the provision 
of gender-sensitive sexual education, information and 
services, which are comprehensive, confidential and 
accessible.  Also, political commitment has been uneven, 
in spite of the clear necessity for HIV prevention, and for 
curbing the trafficking of young women and adolescents.  
Given constrained resources, programmes for young 
people are often under-funded and not fully implemented.  
Additional efforts are required to ensure the full 
participation of youth in the design, implementation, 
monitoring and evaluation of sexual and reproductive 
health policies and programmes. 

Prevention of HIV/AIDS transmission has become 
a heightened policy concern in almost all countries, 
globally and within the region.  Significant rises in 
sexually transmitted infections amongst young men and 
women give a clear warning of the increasing incidence 
of HIV, particularly in Central and Eastern Europe and a 
number of CIS countries.  However, the treatment of HIV 
as an infectious disease not only removes it from the 
broad sexual and reproductive health agenda but also 
means that the social context of factors that influence 
prevention are absent.  There is an additional risk that the 
focus on new resource streams for the treatment of 
HIV/AIDS will separate HIV/AIDS further from the 
broad range of reproductive health needs (e.g. family 
planning and safe motherhood) and hamper the 
development of fully integrated sexual and reproductive 
health services.  

In a number of countries legal, ideological and 
economic barriers persist for women to have access to 
safe abortion, endangering women’s health and 
increasing the risk of maternal morbidity and mortality.  
Nevertheless, in the past decade, considerable progress 
has been made in the training of personnel and provision 
of services to manage the complications arising from 
unsafe abortions. 

Two issues that were not addressed in Cairo but 
have since received increasing attention, particularly in 
some UNECE countries, are assisted reproduction and 
sexual orientation.  In the face of increasing infertility, 
many countries in the region have recognised the need to 
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develop policies and services giving enhanced access to 
new reproductive technologies.  Sexual orientation and 
gender identity as a basis of discrimination is under 
increasing scrutiny at the United Nations Commission of 
Human Rights, and the right of all people to express their 
sexuality free of discrimination, violence and coercion is 
accepted by international legal experts as a human right.  
Policy analysts and lawmakers in western UNECE 
countries are increasingly addressing the issues of same-
sex unions and same-sex parenting. 

A call for increased donor commitment and 
funding of programmes 

It is praiseworthy that commitments to population 
and reproductive health programmes remain high in the 
UNECE donor countries, which place a strong value on 
equity and social justice, as well as in the European 
Commission and the Council of Europe.  Nonetheless, 
despite stronger commitments by most recipient countries 
and donors, the financing objectives for implementation 
of the ICPD Programme of Action have not been attained 
and these shortcomings have affected results.  The 
Programme of Action estimated that, in the year 2000, 
$17.0 billion would be required for a basic population 
and reproductive health package, with a third ($5.7 
billion) coming from external donor assistance.  
However, just over 45 per cent of this total was made 
available, resulting in, for example, continued shortages 
of contraceptive commodities.  By 2005, the resources 
were estimated to increase to $18.5 billion (total) and 
$6.1 billion (donor assistance), respectively.  Additional 
resources will be needed to support a more expanded set 
of HIV/AIDS interventions, which were anticipated but 
not specifically costed into the ICPD estimates. 

As financial constraints are likely to continue, 
political commitment to the aims and objectives of the 
Programme of Action and the effective use of available 
funds will be crucial.  All donors and implementers will 
need to increase their commitment to the Programme of 
Action and will need to ensure that priorities and action 
plans are defined based on scientific evidence and are 
managed on the basis of a results-based orientation that 
fosters the dissemination of proven approaches.  
Additional attention to increasing the efficiency and 
efficacy of assistance, including capacity-building and 
governance reforms, could additionally address donor 
country concerns and accelerate national progress.  
Similar principles should guide national efforts and 
allocations.  A continued and expanded political dialogue 
in parliaments and civil society is needed to ensure that 
progress is monitored and institutions are held 
accountable, particularly in the light of the reinstatement 
of the Mexico City Policy by the United States 
Administration in 2001.3 

                                                        
3 The Mexico City Policy restricts foreign non-governmental 

organisations that receive family planning funds from the United 

Follow-up efforts for implementation of the 
recommendations of the last decade’s international 
conferences and the Millennium Development Summit 
offer the possibility for the generation of heightened 
domestic and international resource commitments.  
Political will and additional domestic and international 
support can assist the successful implementation of the 
Poverty Reduction Strategy Papers, as well as, ultimately, 
the Millennium Development Goals and significant 
conference-related outcomes.  Heightened attention to 
targeting programme support for the benefit of poor and 
marginalised populations, and to maximising their impact 
on poverty reduction, could further increase political 
commitment within both donor and programme 
countries. 

Enhancing childbearing and parenting choices in 
low fertility settings 

An ongoing transformation in family 
behaviour 

The UNECE region is in the midst of profound 
transformations of family behaviour and patterns.  Key 
elements of these transformations vary across the 
countries, as do the principal facets of the context within 
which the changes are taking place.  The principal actors 
of the transformation are millions of individuals and 
couples, who, as they move through their life course, 
make family-related choices.  These choices include: 
whether or not and when to form a partnership, break it 
up or form another; whether or not and when to become a 
parent – be it biological, step or other; and how to raise 
offspring and when and at what pace to foster their 
assumption of adult responsibilities and rights.  These 
choices are often outcomes of considerations that involve 
weighing the opportunities and constraints that the 
context presents them with – economic, social and 
cultural.  

The different manifestations of the transformations 
are numerous but by no means universal.  They include 
the postponement of marriage, the arrival of the first and 
possibly a subsequent child or children, and of parenting 
in general.  Postponement has become practically 
universal; it is most advanced in western countries and 
least advanced in eastern parts of the UNECE region.  A 
low propensity to marry and widespread non-marital 
cohabitation and extra-marital childbearing and parenting 
are widespread in a number of countries, especially in 
Northern Europe.  In a few countries that appear to be 
more traditional than others, marriage and marital 
childbearing remain the standard, but their fertility rates 

                                                                                            
States Agency for International Development (USAID) from using 
their own, non-USAID funds to provide any abortion-related 
activities. The Mexico City Policy was first introduced by President 
Ronald Reagan in 1984, then rescinded by President Bill Clinton in 
1993 and subsequently re-imposed by President George W. Bush in 
2001. 
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are very low.  Elsewhere in the region, widely different 
combinations of cohabitation and non-marital 
childbearing and parenting are observed.  In some 
instances large proportions of people cohabit, yet few opt 
to have a child out of wedlock.  Additional variations 
exist. For example, nearly universal parenthood in parts 
of Southern Europe coexists with extensive childlessness 
in some Western European countries, notably Austria, 
Germany and Switzerland. Voluntary childlessness also 
appears to be rapidly spreading to large parts of Central 
and Eastern Europe. 

Societal- and family-level implications of the 
transformations 

There are two principal implications of these 
transformations.  Firstly, total fertility rates are at sub-
replacement levels in all UNECE countries except the 
United States and some of the Central Asian CIS 
countries.  In Northern and Western Europe (with the 
exception of several countries, including Austria, 
Germany and Switzerland) fertility rates are significantly 
higher than those in Southern, Central and Eastern 
Europe.  In the latter areas, the rates are sometimes half 
of the replacement rate. In many of these countries, the 
current fertility depression was caused by fertility 
postponement.  Fertility recovery is therefore a 
possibility.  However, if it occurs, many experts expect it 
to be weak, rendering low and very low fertility a distinct 
prospect for the future. 

Secondly, the plurality of family forms and 
relationships, some of which are relatively new for the 
region, is continuing to spread.  The share of families 
formed by couples bonded by a life-long marriage is 
declining.  At the same time the proportion of families is 
on the rise where the bond is non-marital cohabitation or 
where it is a remarriage for one or both members of the 
couple.  These have varying implications for the stability 
and other aspects of relationships.  Also, a rising 
proportion of individuals are choosing to live outside of 
co-residential unions.  As these unions, particularly non-
marital ones, are fragile, the share of single-parent 
families is also on the increase.  As a result, becoming a 
parent and parenting is no longer synonymous with 
having one’s own biological child and raising him or her 
to adulthood.  There are great variations across the 
UNECE region in the changing mix of family forms and 
the experience of becoming a parent and parenting. 

The question of sustainability 

It is increasingly important to discuss the 
sustainability of these societal- and family-level changes 
in various circles, such as scientific and policy-making 
ones as well as with the general public.  The persistence 
of low and especially very low fertility levels is and will 
be a prime cause of population decline, even where net 
immigration may partly offset it.  Also, it contributes to 

population ageing.  In time, as the age structure of the 
population becomes progressively older, the momentum 
of decline will continue to take hold and grow stronger, 
making a reversal of the decline difficult to achieve.  It 
should not be forgotten, however, that decline might be 
beneficial for some countries, particularly for those that 
are densely populated and which would like to see a 
better balance between their population and the natural 
environment. 

Associated with general population ageing and 
decline are the ageing and decline of the working-age 
population, which will affect the labour force and 
employment levels at some stage in the future.  A decline 
in employment is not necessarily an immediate prospect 
for many UNECE countries as there are several currently 
under-utilised human resource reserves, for instance 
younger old persons, women and unemployed youth that 
may be mobilised.  However, in the future, as these 
reserves become exhausted, more and more European 
countries will face labour shortages.  To deal with them, a 
combination of increased immigration and removal of 
barriers to attaining higher desired fertility rates, 
especially where observed levels are low or very low, 
will have to be considered.  Lacking this, the potential for 
future economic growth will be called into question.  
This, in turn, will challenge the redistributive power of 
the welfare state, a sine qua non for the maintenance of 
social cohesion of European societies.  These options are 
beginning to be explored by the European Commission.  

The rising plurality of family forms and 
relationships will increasingly pose challenges of 
adaptation of social support systems, such as state-
subsidised housing, child entitlements and childcare, 
especially those occurring because of more single-parent 
families.  To the extent that this will happen, the question 
arises as to whether the welfare state will prove capable 
of coping both with these demands along with those 
arising from the ageing of the population. 

Policy responses  

There are societies that are in the vanguard of 
enabling choices regarding partnering, childbearing and 
parenting, including the nurture and development of 
children.  Policies of these societies include measures that 
reconcile work and family responsibilities.  Examples 
include: all-day schooling in France; programmes that 
promote gender equity, at all levels, from individual to 
societal, as in Norway; and tax breaks, subsidised 
services and financial transfers, such as family and child 
allowances in a number of countries.  The latter measures 
ensure that couples that opt to have children do not 
become economically disadvantaged as a result, and 
these help to combat family and child poverty.  There are 
also other policies that go beyond what are typically 
considered as family policies, such as employment and 
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housing policies that create a secure environment for 
young people, which enable them to readily make long-
term family-related commitments.  In a number of 
western UNECE countries, improvements in these 
various policies have been observed over the last ten 
years. 

The policy message from countries such as France 
and the Nordic countries is clear: put in place a set of 
coherent and mutually supportive policies that facilitate 
partnering, childbearing and parenting choices, including 
policies that support child nurture and development.  
Specifically, ensure that these policies promote gender 
equality through a greater involvement of men in 
parenting and, more broadly, in family life.  Also, offer 
substantial financial and legal support to families, and 
assist parents in their efforts to balance family and work 
roles.  If this is achieved and, as a result, a child- and 
family-friendly society is created, then the experiences of 
Northern Europe and France are likely to be replicated 
elsewhere in Europe and the result may be the somewhat 
larger families typical of these societies.  The task is 
daunting – it requires political will, necessitates long-
term commitment, requires support for a variety of family 
forms and behaviour, and assumes a willingness to learn 
from others.  However, as these societies have shown, the 
task is feasible.  Realising it would require making policy 
practices better known across the UNECE region, such as 
those recently pursued in Austria. 

In the transition countries family-supportive policies 
have by and large deteriorated over the last decade.  After 
the fall of the communist regimes, the various benefits 
and free or highly subsidised services, which frequently 
enabled people to make ends meet in spite of low wages, 
were either not granted any longer, were cut 
considerably, or were left to deteriorate during periods of 
inflation or hyperinflation.  Among the casualties were 
various family-policy benefits and services, which had 
been among the most generous in Europe before the fall 
of communism, but also other family supportive policies, 
such as subsidised public housing.  Currently, many 
transition countries are aiming at introducing coherent 
and integrated family policies; however, most of the 
countries are still far from realising this objective.  The 
lists of policy measures may be misleading, as the levels 
of benefits and services they provide may well be low.  
The seemingly comprehensive policies enabling 
partnering, childbearing and parenting may simply be 
under-funded.  The challenge for these countries is to 
realise that investing in children and families and the 
protection of individuals’ and couples’ rights amount to 
investing in societies and, more broadly, that according 
preference to economic policy reforms at the expense of 
social programme reforms will, in time, prove short-
sighted. 

The need to advance knowledge 

There are major differences of opinion on the 
underpinnings of the changes in family behaviour in 
general, of reproductive behaviour resulting in low 
fertility in particular, and of the effects of policies on the 
behaviours in question.  None of the views are solidly 
grounded in theory nor empirically-based findings.  As a 
result, policy makers continue to depend on the informed 
views of researchers of family and reproductive 
behaviour and on their own judgements as to what 
policies may be conducive to facilitating partnering, 
childbearing and parenting choices.  They also have to 
depend on their judgement on how particular policies 
can, where this is deemed desirable, help maintain 
fertility levels or bring about an increase in these levels. 

It is essential that policy-making be increasingly 
informed by theoretically and empirically grounded 
research findings.  Advances in knowledge about 
individual, family, social network and societal influences, 
including policy and programme effects on partnering, 
childbearing and parenting, are needed now more than 
ever before.  As these advances are contingent on 
theoretical developments and the collection of 
appropriate micro- and macro-level data, including those 
on relevant policies and programmes, investments in 
theoretical work, data collection and empirical research is 
a high priority.  Governments of UNECE member states 
and intergovernmental organisations and institutions in 
the region should, therefore, place financial support for 
the advancement of knowledge in this field high on their 
funding agendas.  Elements of this research agenda 
should include an examination of intergenerational 
support and solidarity, including exchange of care and 
services and a study of the impact of interactions between 
older and younger generations on childbearing and 
parenting. 

Overcoming the health crisis in the transition 
countries  

The daunting East-West health gap 

Life expectancies increased markedly after the 
Second World War in the countries of both western and 
eastern parts of the UNECE region.  This development 
was commensurate with different but steady economic 
growth and improvements in the quality of life.  Around 
the middle of the 1960s differences in the economic and 
social development between the two blocs became more 
pronounced.  Within the western nations, improvement in 
economic development and in health continued, resulting 
in very low levels of infant and child mortality, a steady 
decrease of mortality at older ages, changing morbidity 
patterns and a convergence among the different countries.  
In the eastern bloc countries, however, deceleration of 
economic growth and the onset of stagnation, plus 
political crises and social instability, caused considerable 
reductions in standard of living and health and resulted in 
excess morbidity and mortality, especially among 
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working-age men and, to a lesser degree, working-age 
women.  

The collapse of the centrally planned economies, 
deterioration of social and health services, environmental 
degradation and the absence of viable and affordable 
alternative institutions and services led to a further 
general increase in the levels of morbidity and mortality, 
and in some instances major fluctuations.  Life 
expectancy of males continued to decline, particularly 
during the first half of the 1990s, while that of females 
stagnated.  Today, a huge health gap divides the western 
part of the UNECE region from its eastern part, 
underpinned by a double burden of infectious and 
degenerative diseases in the latter.  The difference 
between male and female life expectancy is particularly 
high in certain countries of the eastern part of the region, 
while it is narrower in the Central Asian Republics.  

Sexual and reproductive health indicators also 
reflect the health gap.  With a few exceptions in Central 
Europe, death rates related to pregnancy and childbirth 
are estimated to be twice as high in the transition 
countries as in western countries.  Although some 
countries, for instance Romania, saw a rapid increase in 
access to contraception and a decline of recourse to 
abortion, a widespread reliance on abortion rather than 
the use of modern contraceptives is still a major concern.  
In some settings, modern contraceptives are not 
accessible or are only available at a prohibitive cost, 
making abortions comparatively less expensive.  Post-
abortion counselling to encourage the use of more 
effective modern methods of contraception and to avoid 
future abortions is seldom included in standards of care 
or in actual practice. STIs and HIV/AIDS are spreading 
in most transition countries.  Of the estimated 1.5 million 
HIV positive persons in Europe, an estimated one million 
are in the transition countries.  Injecting-drug use is 
considered to be the major means of transmission. 
Between one-fifth and one-third of adults living with 
HIV/AIDS are women of childbearing age.  Young 
people have insufficient knowledge about HIV 
prevention and are affected to an alarming degree.  On 
average, five young people in the region become infected 
with HIV/AIDS every minute. 

Challenges and priorities  

Current health and mortality patterns mirror the 
social and economic situation.  In general, male mortality 
(particularly at working ages) is associated with alcohol 
and tobacco abuse and unhealthy diet.  The prominent 
causes of avoidable death are accidents and violence, 
cardio-vascular conditions and cancers (most prominently 
lung cancer) and tuberculosis.  These conditions are 
correlated with low levels of education, high levels of 
unemployment, poverty, social exclusion and a slow pace 
of economic development.  Shorter life expectancies and 
reductions in family size accentuate declines in 
population size and their consequences.  

By the mid to late 1990s, the health situation was 
gradually improving in practically all of the transition 
countries, except in some CIS countries and those hit by 
social and political unrest.  The people of the Central 
Asian CIS countries carry the highest burden of disease 
in the region, and additionally are exposed to the negative 
consequences of environmental factors such as unsafe 
drinking water, poor hygiene and lead exposure.  
Increased vulnerability is noted in some population 
groups, including minorities, such as Roma, rural 
populations, the young and the elderly.  Impoverishment, 
associated with economic decline, collapse of 
government-supported safety nets, the absence of 
insurance schemes and an increase in unsafe behaviours 
(including substance abuse and commercial sex) have all 
contributed as risk factors.  The economic deterioration 
has affected men and women in different ways.  Men 
often lost their economic and social status whereas the 
economic and family responsibilities of women increased 
while their legal status was eroded.  Gender-based 
violence and discriminatory practices re-emerged, and the 
trafficking of human beings – particularly linked to 
sexual exploitation – became an important source of 
income for criminal groups, jeopardising human rights.  

Some aspects of women’s reproductive health have 
improved; for instance women today are more likely to 
use contraception to prevent unplanned pregnancies.  
However, the rates of maternal and reproductive 
morbidity and mortality and infant mortality in the region 
are still unacceptably high and are associated with a 
deficient health infrastructure, lack of supplies and poor 
quality services, coupled with the widespread imposition 
of unofficial charges.  Unsafe abortion remains a 
substantial cause of maternal mortality in the eastern part 
of the region and particularly Central Asia.  Lack of 
information on contraception, maternal health and the 
prevention of reproductive tract infections is a prominent 
cause of sustained reproductive morbidity and constitutes 
a violation of reproductive rights.  Information gaps result 
from a lack of sexual education and counselling services, 
cultural attitudes, and from the rise of ideologically 
driven obstacles to sexual and reproductive health and 
rights which influence administrative and policy 
measures.  

Policy responses 

In the transition countries, social sector reforms, 
including health care reforms, were not accorded high 
priority in the initial period after the onset of the 
transition to market economy and democracy, both 
nationally and internationally.  Economic reforms were 
conducted at the expense of social reforms and so left a 
substantial unfinished agenda in public health.  No 
specific international programmes were offered to assist 
transition countries in adjusting to the requirements of 
market mechanisms in the social sectors, including the 
health sector.  While the international conferences of the 
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1990s provided general policy guidelines to enhance the 
rights of the individual, the quality of life of citizens and 
the empowerment of women, insufficient efforts were 
made to create conditions for sustainable economic 
growth, institution-building based on democratic 
principles, and effective social sector and health care 
reforms.  This resulted in incomplete and fragmented 
policy responses.  An important capacity-building effort 
for the emerging civil society, as well as strong and 
effective political leadership that can advocate for public 
health and social development, are required to implement 
effectively agreements reached at international 
conferences.  

The promotion of sustainable, healthy lifestyles and 
effective public health systems requires policy, legislative 
and institutional support, along with long-term 
investment.  The latter includes investment in health 
infrastructures and in capacity-building, measures for 
public health promotion, preventive health care, multi-
sector programmes addressing public health objectives, 
social security support, and regulatory frameworks for the 
import of pharmaceuticals and other goods (including 
contraceptives).  Some of the transition countries will 
shortly join the European Union and this will 
undoubtedly have a profound effect on the development 
of their health and social policies.  However, given that 
social sector and health issues are seen as national 
responsibilities under the subsidiarity principle, a key 
element for compliance with international agreements 
will be financing the urgently needed structural changes.  
Inclusion in the European Union will probably provide an 
impetus for the improvement of the legal situation of 
women and the promotion of human rights, including 
sexual and reproductive rights.  Minority ethnic groups 
may also benefit from the implementation of Union 
regulations.  

Countries that do not join the European Union will 
be further challenged.  Their progress will depend on 
sustainable economic growth and democratic institution 
building, coupled with a more equitable distribution of 
wealth and the creation of affordable and accessible 
services in the social and health sectors.  In the field of 
sexual and reproductive health policies they should give 
priority to combating human trafficking, especially for 
sexual exploitation, and gender-based violence.  They 
should also provide easier access to modern 
contraceptives, legal and safe abortion, sexual education 
and affordable health services for young people, 
minorities and the poor.  Political leadership and the 
mobilisation of external and domestic resources are 
needed to ensure that youth concerns are articulated 
clearly in social and health policies, and that 
comprehensive targeted approaches are adopted to stop 
the spread of HIV/AIDS and to encourage healthy 
lifestyles. 

The advancement of knowledge 

The lack of reliable and consistent data regarding 
morbidity and mortality trends as well as sexual and 
reproductive health is a major hindrance to identifying 
pressing needs, increasing public awareness and 
improving programmes and services.  In several countries 
of the region, mortality data produced by national and 
international agencies do not correctly reflect true levels 
and do not highlight the growing economic and health 
inequalities and the situation of disadvantaged groups and 
regions.  For instance, in a number of countries in the 
eastern part of the region there is evidence that infant 
mortality rates are much higher than those officially 
reported.  

In-depth studies by researchers have tended to be 
inconsistent and incomparable, due to differences in 
methods, definitions, survey designs and insufficient 
sample size.  Morbidity trends are even more difficult to 
monitor and reliable data are very often completely 
lacking.  A coordinated effort involving a network of 
research groups under the umbrella of United Nations 
institutions could improve the situation.  International 
cooperation should also contribute to the further 
improvement of routine statistical monitoring 
(registration of vital events and causes of death, current 
population statistics, population censuses and sample 
surveys) particularly in Central Asia and the Caucasus.  

Research into factors causing poor health, high 
mortality and gender-based violence, together with 
measures that can advance health conditions, are also 
needed as input to policy-making and programme 
formulation.  Examination of the impact of policy 
interventions on public health attitudes and behaviour, 
including those addressing gender equity, can further 
inform subsequence responses. 

Reaping the benefits of migration 

A rapidly changing context 

Since the ICPD, the migration context has 
undergone considerable change globally and in the 
UNECE region.  Today, international migration affects 
all countries of the region: it is growing, becoming more 
diverse and is increasingly perceived as an important 
resource in a global world.  

The origin of recent migrants and their social and 
cultural capital have evolved, from initially being mainly 
European to now encompassing other regions, and from 
low skilled to high skilled.  Today, not only the 
traditional immigration countries of North America but 
also many European countries have large immigrant 
populations.  Moreover the children of immigrants are a 
sizeable fraction of the younger European population.  
The litmus test for the success or failure of integration 
policies is the position of the ‘second generation’.  Some 
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European countries are currently seeing a process of 
transition from immigrant communities to persistent 
ethnic minorities.  It is becoming increasingly clear that 
immigration policies play a decisive role in the 
composition of flows and have to be linked to consistent 
and effective integration policies that respect the human 
rights of migrants and offer a perspective of citizenship 
embracing pluralism and diversity.  

Immigration of diverse populations may cause 
tensions when cultural practices are in conflict or 
contradiction with local customs or legal systems.  
Migration poses a challenge to design and implement 
policies that find the right balance between plurality of 
culture and respect for the rule of law and human rights 
considerations.  This challenge has to be faced by both 
the immigrant population and the receiving society. 

At the same time, increased attention is being paid 
to the impact of migration on sending countries and, in 
the case of circular migration, on return countries.  Also, 
policies are increasingly focusing not just on the net 
flows but also on the impact of emigration and 
immigration on development of all the countries 
concerned. 

Migration pressure and the future demand for 
immigrants 

The current demographic and economic 
developments suggest that the region will face increasing 
migration pressure and a growing flow of workers to 
meet the demands of the labour market.  The uneven 
economic growth in potential sending regions will 
motivate and enable more individuals and households to 
organise and finance their moves.  However, population 
projections indicate that a number of European countries 
will see a substantial or even a dramatic decrease in their 
working age population in the next 50 years, associated 
with a growing number of retirees depending on benefits 
and pensions.  The decrease of the working age 
population can in part be countered by recruiting labour 
from abroad.  These developments will take place hand in 
hand with the ageing of the region’s population. 

Admitting more migrants to the region will prove a 
necessary although not sufficient response to population 
ageing and decline of the work force.  The fiscal gains 
from admitting labour migration in rapidly ageing 
societies is potentially large.  They can be increased 
through a selective admission policy that screens 
potential immigrants by their skill level and promotes 
labour market integration. 

Much of the future demand for immigrants will 
concentrate on highly skilled labour and this will foster 
competition between developed countries.  Although the 
ageing process will also create a need for medium and 
lower skills, such as in the health care sector, low skilled 
workers might find it increasingly difficult to immigrate 

legally to the countries of the region.  Nevertheless, 
migration flows are not only composed of labour 
migrants but also family members of already present 
migrants and of refugees.  During the last decade many 
immigrants with relatively low social and economic 
status have arrived through family reunifications, as well 
as refugees with varying levels of human capital.  

A comprehensive approach to the management 
of migration and integration 

While it is becoming recognised that immigration is 
a necessity for social, demographic and economic 
reasons, some present-day migration policies, largely 
based on control and repression, are not managing 
migration in a positive way.  Furthermore, there is a 
contradiction between the fact that international 
migration is a global phenomenon, while nation states 
still play a paramount role in defining migration policies.  

Different countries of the region have different 
approaches towards immigration and integration.  North 
American policies are based on the acceptance of 
immigration as a permanent feature of society and 
actively plan and encourage permanent settlement, and 
the acquiring of formal residency and citizenship.  
Official United States immigration programmes rely 
mainly on the reunification of families, recruitment of 
highly skilled migrants and the regularisation of 
undocumented workers.  Canada’s policy relies on 
immigration of workers selected through a points system 
followed by a policy of integration.  

Most European countries, including the European 
Union member states, do not consider themselves 
immigration countries and so follow ad hoc and control-
oriented policies instead of pursuing explicit and pro-
active immigration.  Only recently has the European 
Union begun to deal with migration and asylum policies 
in a systematic way.  On the other hand, experience in 
recent policy development on migration and integration 
of some Central and Eastern European countries is 
promising.  Immigrants are provided with a wide range of 
services, such as education and training, assistance in 
entering the labour market, adequate housing and social 
and financial support.  

Pursuing a deliberate and systematic immigration 
policy, which balances human rights, human capital 
requirements and integration concerns, is the best option 
to ensure that future migration is beneficial for both 
individual migrants and their children as well as for their 
receiving and sending countries.  In the future, skill-based 
entry systems might become the main mode of entry to 
the EU for non-EU citizens.  But the better selection of 
migrants according to the needs of receiving countries 
remains only a partial approach.  A persistent and even 
encouraged ‘brain drain’ will pose serious problems to 
developing countries with weak human resources and 
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internal capital mobilisation problems.  The persistence 
of and increasing differences in the levels of welfare 
between on the one hand Europe and North America, and 
on the other the neighbouring sub-regions will remain the 
driving force for illegal immigration, including the low 
skilled.  The management of these flows will require 
innovative policies that should be based on the promotion 
of enhancements of the levels of welfare and employment 
through more equitable trade policies, cooperation in the 
fields of education and training and technical and 
financial assistance arrangements.  These policies should 
be based on long-term considerations and not on short-
term political motivations. 

A consultative process to promote inter-state 
cooperation to maximise the positive impact of migration 
was recently established (known as the ‘Berne 
Initiative’).  This has resulted in the establishment of a 
Global Commission on International Migration that will 
present its recommendations to the United Nations in 
2005. 

Integrated frameworks for migration policies have 
already been proposed and developed by international 
organisations such as the International Organization for 
Migration, the International Centre for Migration Policy 
Development, the UNECE and the Council of Europe.  
These have addressed the following issues: granting of 
legal possibilities for immigration; more open eligibility 
criteria for citizenship; effective border and security 
management; recognition and respect of the human rights 
of migrants; integration policies for immigrants and their 
children; measures against discrimination and racism; 
sharing of information and knowledge about migration 
processes; harmonisation of migration and asylum 
legislation; fighting against smuggling and trafficking of 
human beings; and finally, strategies to tackle the main 
causes of emigration through the promotion of trade and 
investment, development and foreign policy.  

Migration and integration policies will have 
maximum impact if they are coordinated at the local, 
national and regional levels and if all stakeholders, 
including the immigrant groups themselves, fully 
participate in the conception, implementation and 
monitoring of the policies.  Local communities do much 
of the integration work with a coalition of actors, 
particularly in metropolitan areas and cities.  They play 
an important role in establishing new practices of 
integration and forms of participation, which should be 
recognised by national and regional policies. 

Knowledge for policy-making 

The Programme of Action of the ICPD underlined 
already that many aspects of migration and integration 
are not well understood although they are high on the 
policy agenda.  Long-term consistent and reliable time 
series of stock and flow data of migrants across countries 
are still not available and statistics on irregular migration 

and the situation of undocumented migrants are non-
existent.  Efforts to improve international migration 
statistics, better knowledge about integration dynamics 
and inter-linkages between migration, integration and 
development should be high on research policy agendas.  
Flows, including circular migration, and their dynamics 
over the life cycle must also be studied. 

Immigration brings diversity and the necessity to 
manage increasing cultural pluralism and multi-ethnicity.  
However, almost no comparative research is available on 
the integration of ‘second generation immigrants’ and 
their performance, nor on the evolution of the notions of 
nationhood and citizenship through immigration in 
Europe.  In particular, racism and discrimination affect 
certain groups of immigrants and minorities 
disproportionately and thus anti-discrimination legislation 
and measures are required to offset such tendencies.  In 
so doing, new data on immigration (first as well as 
second generation), ethnicity, minorities and the attitudes 
of the resident population towards immigrants are 
needed.  Without such data, effective policy measures, 
legislation and monitoring are impossible. 

Promoting and expanding partnerships 

Promoting sustainability 

The Forum recognised that policies and strategic 
actions in the field of population and development must 
take into account the following four dimensions: 

1. The ICPD Programme of Action underlines 
that population matters are cross-cutting 
issues, which affect and are affected by all 
other sectors of society including politics, 
economics, education and information, health 
and social protection, etc.  Action or non-
action in one of these areas can have short- or 
long-term consequences for population 
dynamics as much as population 
developments may change the parameters for 
these other areas.  Population issues and other 
closely related policy areas should be 
considered and dealt with in an integrated 
way, as part of a multi-sector and 
comprehensive approach. 

2. Present and future policies must fully respect 
the need to use available resources and 
possibilities in such a way that this does not 
hamper the coming generations’ ability to 
satisfy their own needs and make their own 
responsible choices. 

3. The development, monitoring and evaluation 
of sustainable policies need a solid knowledge 
base, including interdisciplinary research and 
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routine statistics for the monitoring of trends.  
Special attention should be directed towards 
the interdependence of different policy sectors 
and the interrelationship between micro and 
macro levels of economy and society. 

4. No societal vision or project for the future of 
society can be successfully implemented, in 
the long run, without the full involvement, 
support and interaction of the actors belonging 
to the ‘magic triangle’ – the state, the market 
and civil society. 

Expanding and clarifying partnerships 

Since the ICPD, partnerships have expanded and 
evolved.  Within the ‘triangle partnership’, the state is 
mainly responsible for the coordination and coherence of 
policies, the safeguard of general and public interest as 
well as for ensuring that fundamental rights of people are 
implemented and respected.  While aiming at economic 
efficiency, technological progress and investment through 
benefits, market actors also have a high degree of 
responsibility towards society.  As for organised civil 
society, its role includes putting forward people’s 
concerns, needs and choices and ensuring that individuals 
and groups are empowered and are able to obtain what 
they are entitled to.  The main challenge consists of 
creating an enabling environment to allow all individuals 
to actively participate in the formulation and 
implementation, as well as the monitoring and evaluation 
of relevant policies. 

The Forum recognised several key roles for the state 
and particularly governments at various levels: 

Ensure that there is adequate knowledge about 
population issues in all policy sectors affected by them or 
affecting them, and create awareness about population, 
reproductive rights and gender equality issues in public 
authorities at regional and local levels; 

a. Encourage and support evidence-based 
policies and further research on the mutual 
relationship and interdependence between 
relevant policy sectors; 

b. Make sure that financing of population-related 
policies and actions is conceived through a 
coherent approach, taking into account the 
various factors and actors; 

c. Promote ‘civil dialogue’ on population issues 
– including, in particular, NGOs, the social 
partners, and other actors of civil society and 
the private sector; 

d. Create the necessary conditions so that 
citizens and organised civil society can fully 
participate in the formulation of population 

policies, their implementation and their 
monitoring. 

The Forum identified key roles that the private 
sector can play in the development and implementation 
of policies.  These include: 

a. Develop a keen interest in population and 
development issues and take account of them 
in strategic planning and in human resource 
and management strategies; 

b. Create an enabling environment with regard to 
combining work and family, in particular by 
focusing on legislation and policies that 
support gender equity and young people, 
integration of migrants and employment of 
disadvantaged groups; 

c. Take supportive measures for the 
implementation of sexual and reproductive 
rights of people employed; 

d. Give support to population and health-related 
programmes and services of public and civil 
society organizations. 

The Forum gave voice and attention to civil society 
organizations, recognising their importance as advocates, 
implementers, monitors and mediators.  Opportunities for 
action include: 

a. Facilitate civil society’s role in monitoring and 
promoting respect of fundamental human 
rights in public population policies and 
programmes; 

b. Ensure that citizens are directly involved in 
the formulation, implementation and 
monitoring of population-related policies and 
programmes; 

c. Contribute to a broad public debate on the 
objectives of population-related policies and 
provide citizens with relevant information; 

d. Develop innovative approaches to population 
issues, theoretically as well as in practice, and 
suggest corresponding proposals for policies 
and action; 

e. Make sure that fragmentation, including 
among NGOs, according to policy areas or 
societal groups is overcome in order to 
promote coherence in population-related 
policies. 

The Forum recognised, however, that progress in 
social and economic development, poverty reduction, 
quality of life and sexual and reproductive health 
critically depend on the attitudes and actions of 
individuals.  It recognised the importance of their social 
context and values, as well as the need for capacities, 
opportunities and resources.  The implementation of the 
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ICPD Programme of Action requires improved social 
participation and supportive behaviour change, based on 
relevant information, appropriate education and the 
respect of human rights. 

A new demographic regime in Europe 

The Forum stressed the continued relevance and 
importance of the principles and goals of the ICPD and 
the urgent need to proceed with further implementation of 
the Programme of Action globally and within the 
UNECE region.  It also recognised that the 
implementation of the Programme of Action needed to be 
achieved within the framework of the Millennium 
Development Goals.  In fact, sustaining progress towards 
the implementation of the Programme of Action, 
including meeting the necessary financial commitments 
for its implementation, is a prerequisite for fully 
achieving the Millennium Development Goals.  

At the same time the Forum acknowledged that the 
UNECE region is entering a new demographic regime, 
which may anticipate subsequent developments in other 
regions of the world.  Although there is a considerable 
diversity of demographic patterns across the region, two 
salient new developments stand out.  Many European 
countries are now witnessing population decline, a trend 
that is projected to spread to many other UNECE 
countries in the next one to two decades.  At the same 
time, population ageing is poised to begin accelerating 
during the current decade, especially in countries that 
experienced pronounced post-war baby booms.  A new, 
more challenging phase of ageing is ahead. 

The key root cause of the population decline and 
ageing is the recent fertility decline to very low levels.  In 
large parts of Europe, fertility rates are at unprecedented 
low levels.  These levels are a key manifestation of the 
new family and reproductive behaviour that Europeans 
pioneered.  Also, they are the result of choices that 
younger Europeans have been making in recent years 
with respect to partnering, childbearing and parenting – 
choices that have been influenced by economic, social 
and cultural constraints and opportunities.  The challenge 
is to understand how these constraints and opportunities 
continue to influence their behaviour and whether the 
various policy actors – the state in particular – can and 
should influence their choices in view of the long-term 
consequences.  

Like North America, much of Europe has become a 
de facto immigration region.  Net immigration is 
expected to rise in the short- to medium-term, both as a 
result of immigration pressures originating in other parts 
of the world and as a consequence of a declining labour 
force and resulting labour shortages in Europe.  The 
challenge will be how to best manage future immigration 
flows and effectively integrate both current and future 
migrants.  It will also be necessary to take better 

advantage of circular migration flows to maximise the 
benefits to sending, receiving and return countries. 

Europe considers it has no choice but to pursue a 
policy of long-term sustainable social and economic 
development, grounded in economic growth.  In view of 
their experience both before and after the fall of 
communism, this applies with even greater force to 
transition than western countries.  Long-term sustainable 
growth will materialise only if European societies ensure 
a relatively steady rise in their human capital, irrespective 
of whether it comes from within or without.  Where this 
capital will come from is an issue that Europe will have 
to ponder and make choices accordingly. 

Making the choices that will ensure long-term 
sustainable development will have to be balanced with 
respect to human rights and individual choices.  This will 
be a prime challenge for European societies - not just for 
their governments but also for all stakeholders and the 
public at large.  Timely decisions on the choices will give 
all stakeholders more degrees of freedom when it comes 
to devising and implementing policies.  Significantly the 
European Commission is starting to explore choices and 
beginning to formulate innovative responses to the new 
demographics of the EU member states.  Immigration and 
integration as well as family and fertility are now being 
viewed as major areas of policy influence.  
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ANNEX 1 
PROGRAMME OF THE FORUM 

 

Monday 12 January 2004 

Morning session - Opening Ceremony: 10.00-11.00 

Chair:  Walter Fust, Director General, Swiss Agency for Development and Cooperation 

Opening statements by: 

Walter Fust, Director General, Swiss Agency for Development and Cooperation; Thoraya Ahmed 
Obaid, Executive Director, United Nations Population Fund; Brigita Schmögnerová, Executive 
Secretary, Economic Commission for Europe, United Nations; Poul Nielson, Commissioner for 
Development and Humanitarian Aid, European Commission and John Murray, Head, Social Policy 
Department, Council of Europe. 

Morning session: 11.30-13.00 

Keynote addresses:  “Population and development in Europe during the last decade” 

Chair:  Thoraya Ahmed Obaid, Executive Director, United Nations Population Fund 
Speakers:  David Coleman, Professor of Demography, University of Oxford, United Kingdom 

Ursula Haubner, Secretary of State, Federal Ministry for Social Security, Generations and Consumer 
Protection, Austria  

Afternoon session: 15.00-18.00 

Panel discussion:  “Global population and development trends: the European view”  

Chair:  Walter Fust, Director General, Swiss Agency for Development and Cooperation 

Panellists: Thoraya Ahmed Obaid, Executive Director, United Nations Population Fund 
Karel van Kesteren, Director, UN and International Financial Institutions Department, Ministry of 
Foreign Affairs, Netherlands 
Wolfgang Bichmann, Vice-President, Sector and Policy Division Health, KfW-Development Bank, 
Germany 
Aikan Akanov, General Director, National Centre of Problems of Healthy Style of Life, Kazakhstan 
Jill Sheffield, President, Family Care International, United States 

Authors of background papers: 
Vicky Claeys and Eef Wuyts, International Planned Parenthood Federation - European Network, 
Belgium 
Jörg Maas and Christian Resch, Deutsche Stiftung Weltbevölkerung, Germany 
Tomas Frejka, International Consultant, United States 

 

Tuesday 13 January 2004 

Morning session: 10.00-13.00 

Panel discussion:  “Childbearing and parenting in low fertility countries: enabling choices” 

Chair:  Steven Sinding, Director-General, International Planned Parenthood Federation 

Panellists: Anne Gauthier, Professor in Comparative Public Policy, University of Calgary, Canada 
Christian Jacob, Secretary for the Family, Ministry of Health, Family and Older Persons, France 
Arni Hole, Director General, Ministry of Children and Family Affairs, Norway 
Nada Stropnik, Senior Researcher, Institute of Economic Research, Slovenia 
Christine McCafferty, Member of Parliament, House of Commons, United Kingdom 
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Authors of background papers:   
Francesco Billari, Associate Professor of Demography, Università Bocconi, Italy 
Anne Gauthier, Professor in Comparative Public Policy, University of Calgary, Canada 

Afternoon session: 15.00-18.00 

Panel discussion:  “Morbidity, mortality and reproductive health: facing challenges in transition countries” 

Chair:  Lynette Lowndes, Head, European Department, International Federation of Red Cross and Red  
Crescent Societies 

Panellists:  Valentina Leskaj, Member of Parliament, Albania 
Ellen Nolte, Lecturer in Public Health, London School of Hygiene and Tropical Medicine, United 
Kingdom 
Vladimir Shkolnikov, Head, Data Laboratory, Max Planck Institute for Demographic Research, 
Germany 
Gunta Lazdane, Regional Adviser, Reproductive Health and Research, WHO Regional Office for 
Europe, Denmark 
Dominic C. Haazen, Senior Health Specialist, Health Program Team Leader for Latvia, Lithuania and 
Romania, World Bank Office, Latvia 

Authors of background papers:   

Ellen Nolte, Martin McKee and Anna Gilmore, London School of Hygiene and Tropical Medicine, 
United Kingdom 
Florina Serbanescu, Howard Goldberg and Leo Morris, Centers for Disease Control and Prevention, 
United States 

 

Wednesday 14 January 2004 

Morning session: 10.00-13.00 

Panel discussion:  “International migration: promoting management and integration” 

Chair:  Gervais Appave, Director, Migration, Policy and Research Programme, International Organization for 
Migration 

Panellists: Peter J. Van Krieken, Special Advisor, ACVZ, Ministry of Justice, Netherlands 
Martin Baldwin-Edwards, Co-Director, Mediterranean Migration Observatory, University Research 
Institute of Environmental and Human Resources, Panteion University, Greece 
Jonas Widgren, Director General, International Centre for Migration Policy Development, Austria  
Rosaline Frith, Director General, Integration, Citizenship and Immigration Canada, Canada 
Dominik Langenbacher, Delegate for Migration Dialogue, Federal Office for Refugees, Switzerland 

 
Authors of background papers: 
 

Thomas K. Bauer, John P. Haisken-DeNew and Christoph M. Schmidt, Ruhr-Universität Bochum, 
Germany 
Rinus Penninx, Professor and Scientific Director, Institute of Migration and Ethnic Studies, University 
of Amsterdam, Netherlands 

Afternoon session: 15.00-16.30 

Keynote addresses:  “Policy challenges of Europe’s demographic changes: cross-cutting issues“ 

Chair:  Janina Jozwiak, President, European Association of Population Studies  

Speakers:  Jérôme Vignon, Director, Social Protection and Social Integration, DG Employment, Social Affairs  
and Equal Opportunities, European Commission, Belgium 
Paul Demeny, Distinguished Scholar, Population Council, United States 
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Afternoon session - Closing Ceremony: 16.30-17.30 

Chair:  Thoraya Ahmed Obaid, Executive Director, United Nations Population Fund 

Concluding statements by: 

Adelheid Bürgi-Schmelz, Director General, Swiss Federal Statistical Office; Thoraya Ahmed Obaid, 
Executive Director, United Nations Population Fund; Steven Sinding, Director-General, International 
Planned Parenthood Federation; Jérôme Vignon, Director, Social Protection and Social Integration, 
DG Employment, Social Affairs, and Equal Opportunities, Europepan Commission; Ruth Genner, 
President, Inter-European Parliamentary Forum on Population and Development; Miroslav Macura, 
Chief, Population Activities Unit, United Nations Economic Commission for Europe and Janina 
Jozwiak, President, European Association of Population Studies. 
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