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Trends in sociodemographic and health-related indicators in
Bangladesh, 1993-2007: will inequities persist?

Md Mobarak Hossain Khan,? Alexander Kramer,? Aklimunnessa Khandoker,? Luise Priifer-Krdmer® & Anwar Islam®

Objective To assess levels, trends and gaps between the poorest and the richest in selected health and human development indicators
in Bangladesh.

Methods Data for selected indicators associated with sociodemographic characteristics among ever-married women, contraception
use, child vaccination, antenatal care practices and health conditions were extracted from the Bangladesh Demographic and Health
Surveys conducted in 1993-94, 1996-1997, 1999-2000, 2004 and 2007. Results for the whole sample and for the poorest and
the richest wealth quintiles are presented.

Findings Positive trends were noted in urbanization, availability of electricity, age at first marriage, use of modern contraception, access
to skilled antenatal care, child vaccination, knowledge of human immunodeficiency virus (HIV) infection and acquired immunodeficiency
syndrome and overweight and obesity. In contrast, negative trends were seen in factors such as literacy, infant and child mortality,
fertility rate, home delivery and malnutrition and underweight. However, changes in these indicators differed between the poorest and
richest quintiles. For instance, only the richest quintile experienced rapid urbanization, whereas illiteracy declined more among the
poorest. Noteworthy gaps were found in almost all factors. Rich—poor gaps in urbanization, age at marriage, fertility, condom use,
home delivery and overweight increased; in contrast, gaps in education, water and sanitation, use of contraception (except condoms)
and child vaccination declined.

Conclusion Persistent inequities in Bangladesh endanger equitable and sustainable human development in the country. Pro-poor
development strategies based on the principles of equity and quality should be implemented to narrow existing gaps and further promote
holistic and equitable human development.

Abstracts in gss 32, Frangais, Pycckuit and Espaiol at the end of each article.

Introduction

Bangladesh is one of the most densely populated and disaster-
prone countries in the world. The country’s low-lying deltaic to-
pography, frequent natural disasters and low financial and adaptive
capacity undermine the national economy and greatly impact on
human lives."” In spite of this, Bangladesh has made impressive
progress in health and human development since its emergence as
an independent nation in 1971.°~ Human rights are recognized
as fundamental in the constitution and health and education are
prioritized. Moreover, Bangladesh has ratified most international
treaties and declarations, including the Alma-Ata Declaration, the
International Conference on Population and Development and
the United Nations’ Millennium Development Goals (MDGs).¢
Health services have received special attention since the Alma-Ata
conference in 1978.”

Over the last three decades Bangladesh has made strides in
many areas. For example, mortality in children under 5 years of
age has declined sharply — from 140 to 65 per 1000 live births
between the 1970s and 2007 — and life expectancy at birth in-
creased from 45 years in 1972 to 64 in 2007. The rate of absolute
poverty has declined from 59% in 1991-92 to 40% in 2007.°
The maternal mortality ratio dropped from 724 per 100 000 live
births in 1990 to 338 in 2008." Bangladesh has already achieved
MDG 3*and ison track to achievingMDGs 1,2 and 4by 2015.*

Such developments have been achieved as a result of several key

factors, including a strong commitment by the government to
promote and protect civil and political rights; a growing network
of health-care providers from the local to the national level;® an
increasing national effort to reduce gross inequities;® the timely
implementation of public health interventions; and rising and
steady economic growth supported by good economic and social
strategies.” The human development index in Bangladesh has
also improved substantially over the years. By 2003 Bangladesh
had moved from a low- to a medium-level human development
index country.’

Despite much progress, social inequalities persist. In Bangla-
desh wealth and power are highly concentrated and the poorer and
more disadvantaged segments of the population reap few of the
benefits of development, yet relevant public policies to redress the
situation are rarely implemented. Poverty is higher in rural arcas
than in urban areas,’ the health system caters to the rich, urban
clite** and the poor have less access to health care than the rich.”’
Asin the rest of southern Asia, widespread gender discrimination
contributes to disparities in health, sex-specific abortions, the ne-
glect of female children and poor access to health care, especially
for girls and women.'"'> Although absolute poverty has declined
in all of southern Asia, including Bangladesh, the gap between
the rich and poor within and between countries has widened in

recent years.'>'*

Consequently, significant inequity between the
rich and poor remains in access to health-care services and their

utilization.”'*"'* Although Bangladesh is likely to achieve several
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Fig. 1. Socioeconomic indicators: levels, trends and gaps between ever-married women in the poorest and richest quintiles,

Bangladesh, 1993-2007
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of the health-related MDGs at the national
or aggregate level, the critical question is
whether it can substantially narrow the
internal gaps between the rich and poor.
Health inequities are ubiquitous; >’
they exist in both developed and devel-
oping societies.''* Most development
advocates, planners and practitioners
view them as unacceptable, unfair”'""’
and rooted in broader social injustice.'>*"
Such inequities pose critical challenges
across countries and cultures’® and are
becoming an important social concern.”
Inequities and poverty systematically
exacerbate the disadvantaged position of
the poor with respect to health and health
care utilization,'””” undermine population
health, and seriously hinder equitable,
sustainable development.'>'* Therefore,
reducing health inequities should be an
integral part of the ongoing fight against
poverty and ill health’' and a core goal of
contemporary development paradigms.*®
Unless the needs of the poorest segments
of the population are effectively addressed,
equity in health and overall socioeconomic

development will be difficult to achieve.*
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All of the above-mentioned points
draw attention to the fact that in Bangla-
desh the overall development process has
favoured the rich and powerful and has
generatcd gross inequity across socioeco-
nomic groups. The main objective of this
study was to quantify existing inequity
across a set of selected health and human
development indicators. These pertain
to socioeconomic and demographic
characteristics, fertility control measures,
antenatal care practices, childhood vac-
cination coverage, the prevalence of com-
mon childhood diseases, the prevalence
of underweight and overweight and
knowledge about acquired immunode-
ficiency syndrome (AIDS). The study
focused on women of reproductive age
belonging to the poorest and the richest
population quintiles. The gap between
these two wealth quintiles was calculated
for each survey by subtracting the value of
the poorest quintile from that of the richest
quintile. Changes over time were also cal-
culated by subtracting the value obtained
from the first survey (depending on data
availability) from the value obtained from

the last survey (not shown). The focus was
on women because multiple layers of gen-
der-based discrimination and inequality
have rendered them more vulnerable than
men to poverty-linked health outcomes.
Women are over-represented among the
world’s poor and are grossly deprived of the
benefits of economic, political and social
gains.'"* Unless development indicators
are disaggregated by population subgroups
and carefully analysed, improvements in
national averages may conceal persisting
or worsening inequalities within a society.'®
This study is intended to help better under-
stand and address the needs of the poorest
groups and develop effective strategies to
reduce existing gaps and accelerate progress
towards greater equality and social justice

in Bangladesh.
Methods

The study is based on five data sets of the
Bangladesh Demographic and Health
Surveys (DHS) carried out in 1993-94,
1996-97, 1999-2000, 2004 and 2007.
These surveys were conducted by the
National Institute of Population Research
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Fig. 2. Demographic indicators: levels, trends and gaps between ever-married women in the poorest and richest quintiles,

Bangladesh, 1993-2007
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and Training with financial and technical
support from the United States Agency for
International Development (USAID). The
study design, informed consent form and
methods of data collection were described
in detail in the country-specific reports.”
All DHS are nationally representative
and apply a common methodology across
countries.”” More than 170 countries
routinely conduct such surveys under
the DHS programme with financial and
technical support from USAID.* All the
analyses were performed for women se-
lected through multistage stratified cluster
sampling. The sample sizes varied from
9127 in 1996-1997 to 11440 in 2004.
For the first three surveys, relevant data on
women were merged with the file contain-
ing the DHS wealth index (W) variable.
Increases in the sample from urban areas
(15.2%in 1993-1994 and 37.8% in 2007)
have gradually improved the representa-
tiveness of the samples because Bangla-
desh has experienced rapid urbanization.
Similarly, decreases in the sample from
the poorest quintile along with increases
in the sample from the highest quintile

have improved representativeness because
of the socioeconomic development that
Bangladesh has experienced. We report
the non-response rate for each survey only
for the total sample considered eligible for
interview.

The DHS W1 is an asset-based index
that reflects the relative socioeconomic
status of the houschold'”**** and is widely
used in low- and middle-income countries
to quantify inequalities and to control
the confounding effect of socioeconomic
variables.”” Variables that have been used
to calculate the Wlincluded ownership of
durable assets (e.g. car, refrigerator, televi-
sion), housing characteristics (e.g. materi-
als of the floor, roof, walls) and access to
services (e.g. availability of electricity and
drinking water source). This index is con-
structed using the principal component
analysis procedure of the SPSS factor
analysis (SPSS Inc., Chicago, United States
of America).” In this procedure, the
indicator variables are first standardized,
the factor loadings are then calculated and,
finally, the indicator values are multiplied
by the loadings and summed up to produce

Bull World Health Organ 2011;89:583-593 I doi-10.2471/BLT.11.087429
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the houschold’s index value. Only the first
factor (first principal component) is used
to represent the WIL**

Selected factors

In this study we considered a group of
indicators reflecting socioeconomic sta-
tus (e.g. education, access to improved
sanitation), demographic conditions (c.g.
age at marriage, total number of children
ever born) and fertility control behaviour
(e.g. history and type of contraceptive
use). Other selected factors pertain to
the antenatal care received during the last
childbirth (e.g. at least one antenatal care
visit, delivery at home), vaccination cover-
age of the last child (e.g. measles vaccine,
bacille Calmette-Guérin [BCG], first dose
of diphtheria—pertussis—tetanus [DPT1]
vaccine), important symptoms/ diseases
of the last child (e.g. diarrhoca, cough)
and other health-related conditions of the
women (e.g. underweight, overweight).
Socioeconomic and demographic char-
acteristics, fertility control behaviour and
practices and some health-related condi-
tions were based on the entire sample,
whereas other variables were based on
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Fig. 3. Contraception-related indicators: levels, trends and gaps between ever-married women in the poorest and richest quintiles,

Bangladesh, 1993-2007
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subsamples. Infant mortality and other
information such as vaccination coverage,
prevalence of tuberculosis, access to safe
drinking water and improved sanitation
facilities were obtained from published

2227
sources.

Results

In this section we report on selected macro-
level indicators obtained from national re-
ports” and official United Nations data”.
The prevalence of underweight among
children under S years of age declined
from 67.4% in 1992 to 41% in 2007. The
infant mortality rate declined by 40%:
from 87 per 1000 live births in 1989-93
to 52 in 2002-2006. Measles vaccination
coverage among infants (i.c. children aged
12 months or less) increased from 55.0%
in 1989-1993t077.2%in 2002-2006 —a
rise of more than 40% within a decade. The
proportion of births attended by skilled
health personnel increased from 8% in
1996-97 to 18% in 2007. The prevalence
of tuberculosis decreased from 638.6 per
100000 population in 1990 to 386.8 in
2007. However, access to safe drinking
water (adjusted for arsenic contamination)
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improved only marginally — from 78% in
1990 to 80% in 2006. On the other hand,
the availability and use of improved sani-
tation facilities rose from 26% in 1990 to
36% in 2006. Most of these health- and
development-related indicators are also
used to assess progress towards attaining
the MDGs endorsed by Bangladesh.

The following sections present all
results based on an extensive analysis of
relevant data extracted from the DHS
surveys. Some figures illustrate the results
very clearly. The findings suggest that
some of the gains attained by Bangladesh
in health and development over the past
30 years may be undermining other gains.
For instance, rapid and unplanned urban-
ization leading to the growth of slums
could endanger the progress attained in
access to safe drinking water and sanita-
tion facilities. Similarly, the low rate of
condom use may lead to an increased
prevalence of HIV/AIDS and other
sexually-transmitted infections.

Socioeconomic factors

In the richest quintile, the percentage of
women living in urban areas increased

! ! !
1996-97 1999-2000 2004

T 1
2007

Year

rapidly, from 45.5% in 1993-94 t0 76.5%
in 2007. In contrast, the poorest quintile
experienced only sporadic urbanization.
Moreover, the gap in urbanization be-
tween the poorest and richest quintiles
also increased (Fig. 1, part a). Iliteracy
rates declined among all women, but
those in the poorest quintile experienced
a more rapid decline than those in the
richest quintile (Fig. 1, part b). Gaps in
television watching increased slightly
during 1996-2007 (Fig. 1, part c). The
percentage of households with electricity
also increased, but primarily in the richest

quintile (Fig. 1, part d).

Demographic factors

Most of the demographic variables
analysed showed improvement in both
the poorest and the richest quintiles,
although noteworthy gaps continue to
exist. For some variables such as age at first
marriage (Fig. 2, part a) and total number
of children ever born (Fig. 2, part b), posi-
tive changes occurred at a faster pace in
the richest quintile than in the poorest
one. Very little change was observed in

Bull World Health Organ 2011;89:583-593 | doi:10.2471/BL7.11.087429
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Fig. 4. Antenatal care indicators (related to most recent birth): levels, trends and gaps between ever-married women in the poorest
and richest quintiles, Bangladesh, 1993-2007
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the poorest quintile in the total number of
children ever born and the number of liv-
ing children. Gaps widened in age at first
marriage, age at first birth, total number
of children ever born and number of liv-
ing children. The gaps in other variables
remained almost unchanged.

Fertility-control practices

Some results related to fertility control
practices are displayed in Fig. 3. The study
found gradual improvement and narrow-
ing gaps between the richest and the poor-
est women in the use of any contraceptive
method ever (Fig. 3, part a) and in the use
ofamodern method at the time the survey
was conducted (Fig. 3, part b). Condom
use increased faster in the richest quintile
than in the poorest one (not shown) and
therefore the gap between the two groups
gradually widened (Fig. 3, part ¢). An in-
creasing gap was also seen in considering
condoms the preferred future method
of contraception (not shown). Among
the modern contraceptive methods, the
pill was found to be more popular than
condoms or sterilization (not shown).

However, women in the poorest quintile
shifted to using the pill faster than women
in the richest quintile (not shown). Al-
though sterilization was more popular
among the poorest women, its frequency
among them seems to have decreased
sharply in recent years (Fig. 3, part d).

Antenatal-care practices

The gap between the richest and the poor-
est quintiles decreased for one of the six
antenatal care indicators: receipt of teta-
nus immunization before the last birth
(Fig. 4, part a). The gaps remained almost
unchanged for having made at least one
visit to antenatal care (Fig. 4, part b) but
increased for three indicators: a visit to a
physician (Fig. 4, part c), a visit to a nurse
or midwife (not shown) and delivery at
home (Fig. 4, part d). A visit to a family
welfare visitor during the antenatal period
showed an increase among the richest
quintile but no discernible trend was seen
among the poorest quintile (not shown).
Gaps widened mainly because change oc-
curred faster in the richest quintile than
in the poorest quintile.

Bull World Health Organ 2011;89:583-593 I doi-10.2471/BLT.11.087429
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Child vaccination-related factors

Factors related to child vaccination (Fig. 5
part a, part b, part cand part d) registered
a steady improvement. Although the
poorest quintile had lower coverage than
the richest, change occurred relatively
faster in the poorest quintile, and the
gaps gradually narrowed as a result. The
sole exception was measles vaccination,
since both the rich and poor seem to
avoid immunizing their children against
measles, perhaps because in Bangladesh
the incidence of measles has declined over
the last three decades. The complacency
that has set in surrounding measles vac-
cination needs to be addressed by the
health-care system.

Other health-related factors

Other indicators are presented in Fig. 6. In
both the richest and the poorest quintiles
the prevalence of underweight, defined as
a body mass index (BMI, or weight in kg
divided by heightin m?) < 18.5, decreased
slowly, although the gap was still large and
change took place alittle faster in the poor-
est quintile (Fig. 6, part a). In contrast, the
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Fig. 5. Child vaccination indicators (for last child): levels, trends and gaps between ever-married women in the poorest and richest

quintiles, Bangladesh, 1993-2007
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BCG, bacille Calmette-Guérin; DPT1, diphtheria-pertussis-tetanus first dose.

prevalence of overweight increased sharply
in the richest quintile (Fig. 6, partb).
Knowledge about AIDS prevention
improved overall, but at a relatively faster
rate in the richest quintile (Fig. 6, partc).
The prevalence of children having com-
mon conditions such as diarrhoea (Fig. 6,
part d) was notably higher in the poorest
than in the richest quintile. Increasing
gaps were observed for factors such as
overweight and knowledge of the role of

condoms in preventing HIV infection.

Discussion

The study demonstrated huge dispari-
ties between the poorest and the richest
quintiles. Other studies have also reported
huge socioeconomic and health-related
disparities in developing countries.'’~'"%
Of49 factors considered, 16 show increas-
inginequity, whereas 22 show adecrease in
the rich-poor gap. Inequity has remained
almost unchanged over the years in 11
areas. Inequity has declined in areas such
as literacy among women and their part-
ners, improved sanitation, current use of
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modern contraceptive methods and child
vaccination. The decrease in inequity may
reflect the fact that change occurred faster
in the poorest than in the richest quintile,
given that the poor had much lower levels
of sanitation, electricity, antenatal care and
vaccination coverage and much higher
rates of illiteracy. Increasing gaps were
identified in areas such as urbanization,
access to television and electricity, respon-
dents’ age at first birth and subsequent
fertility-related behaviour, access to skilled
antenatal care, condom use, overweight
and knowledge of the role of condoms in
preventing HIV infection. According to
the present study, progress in these areas
occurred much more slowly in the poorest
than in the richest quintile, and the poor
are at a greater disadvantage than the rest
of the population. Some of our findings are
also in line with those of other studies.””*
Although one usually expects everyone in
the richest population quintile to live in a
house with electricity, this is not the case
in Bangladesh because not all regions of
the country have electricity infrastructure,
especially in rural areas.

Reducing poverty and health inequal-
ities is crucial for overall sustainable socio-
economic development.”** Several actions
or interventions have been proposed to
minimize the gaps between the rich and
poor.*'%¥! Policy-makers and planners must
implement measures to provide everyone
with equal access to health-care facilities
and other ancillary services.® Three broad
strategic approaches built on the principles
of equity and quality could minimize and
gradually eliminate health gaps between
the poor and rich: (i) focusing on the most
disadvantaged groups through specific in-
terventions; (ii) setting realistic targets to
improve the health of the poorest groups;
and (iii) forcefully addressing the social de-
terminants of health inequities. Concerted
effortsare needed to give voice to the voice-
less. Public health services should be made
accessible to all people in accordance with
their needs and must not be influenced
by their ability to pay or by profit-seeking.
High-quality public health services must
be available and accessible to all people, ir-
respective of their socioeconomic status.’!
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Fig. 6. Other health-related indicators: levels, trends and gaps between ever-married women in the poorest and richest quintiles,

Bangladesh, 1993-2007
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AIDS, acquired immunodeficiency syndrome; BMI, body mass index.

According to a World Bank report,
Bangladesh could make greater progress
and achieve more sustainable and eq-
uitable development if it: (i) improved
accountability and the transparency of
public services, (ii) removed key barriers
to sustainable growth (e.g. institutional
inadequacy, lack of urban governance,
lack of tenurial rights of slum dwellers,
deteriorating environmental conditions in
urban slums, limited access to safe drinking
water and good sanitation), and (iii) built
on and strengthened its already successful
urban programmes (e.g. female secondary
scholarship). At the same time, public—pri-
vate partnerships should be fostered and
expanded.” Recipient and donor govern-
ments should take an integrated approach
to the entire health system and prioritize
primary health care and the strengthening
of the system’s institutional and technical
capacity.”” National health policy must also
focus on developing and strengthening
the health system. Strategies to effectively
address the barriers to achieving and sus-
taining equity within and outside the
health system should be implemented.

Policy-makers, planners, service provid-
ers and health service managers should
be made more aware of the magnitude of
existing inequities, the trends currently ob-
served and the most affected subgroups.'®
Moreover, development and private sector
partners should explore every opportunity
to make legislation flexible enough to allow
greater access to low-cost medicines and
other treatments in developing countries.™

Policy implications

Despite progress over the years, gross
inequities in health and socioeconomic
development continue to persist. Bridg-
ing the gaps between the rich and poor
must consequently be the central goal of
all development strategies. As our find-
ings show, to minimize these gaps health
programmes and interventions will need
to focus on the poorest and most vulner-
able subpopulations. These are so often
marginalized and socially excluded from
health, welfare and environmental pro-
tection.”’ Programme statistics based on
national averages are misleading because
they often conceal gross inequities within

Bull World Health Organ 2011;89:583-593 I doi-10.2471/BLT.11.087429
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and between different segments of the
population and between regions and
districts. Since population averages do
not capture social disparities, they often
result in an under- or an overestimation
of certain health outcomes in some groups
(e.g. among the poorest segments, com-
municable disease outcomes are often over-
estimated, whereas non-communicable
disease outcomes are underestimated). Our
findings also illustrate the complexities of
designing and effectively implementing
interventions to tackle inequity. Policies
and programmes implemented to improve
the socioeconomic conditions of poor and
marginalized populations will reduce their
burden of communicable diseases, but their
burden of non-communicable diseases will
probably continue to increase as a result
of the demographic and epidemiological

e 29
transitions.

Strengths and limitations of the
study
One strength of the study is the in-

depth analysis of data from large and
representative data sets covering a long
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period. Another strength is the use of
many development indicators to illustrate
long-term trends and critically examine
socioeconomic and health-related in-
equities between the rich and poor in a
developing country.

Among the study’s most impor-
tant limitations is the use of the wealth
index,?**® which does not take into
account houschold size or composition
or fluctuations in the price of assets. Its
appropriateness varies depending on the
population subgroup (e.g. rural versus
urban) and on geographical region.” It
only reflects long-term houschold wealth
and fails to include short-run financial
shocks or interruptions. Despite these
limitations, the wealth index is a useful
and pragmatic tool that can help overcome

research survey weaknesses such as recall
bias and seasonality.*®

Conclusion

Many of the indicators used in this
study to reflect sustainable and equitable
health and development show marked
differences between Bangladeshi women
belonging to the poorest and the richest
quintiles. Policy-makers and planners
must therefore use segregated data to
formulate better policies and programmes
for promoting and protecting equitable
health and development. To reduce dis-
parities between the rich and poor, efforts
should focus on promoting equitable
access to health and to the benefits of
social development. Progress towards
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achieving national and international
health goals will only be accelerated by
mainstreaming equity in health policies
and programmes.’® In short, Bangladesh
needs concerted, integrated and holistic
efforts based on the fundamental principle
of equity to bridge the gaps between the
rich and the poor and usher in an era of
more progressive, equitable and sustain-
able socioeconomic development.
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Résumeé

Evolutions des indicateurs sociodémographiques et sanitaires au Bangladesh, 1993-2007: les inégalités

persisteront-elles?

Objectif Evaluer les niveaux, les évolutions et les écarts entre les
plus pauvres et les plus riches, pour des indicateurs sanitaires et de
développement humain sélectionnés au Bangladesh.

Méthodes Les données pour les indicateurs sélectionnés, associés aux
caractéristiques sociodémographiques des femmes déja au moins une
fois mariées, I'utilisation de la contraception, la vaccination des enfants,
les pratiques de soins prénatals et les conditions de santé ont été extraites
des enquétes démographiques et sanitaires bangladaises menées en
1993-94, 1996-1997, 1999-2000, 2004 et 2007. Les résultats de
I'ensemble de I'échantillon et des quintiles les plus pauvres et les plus
riches sont présentés.

Résultats Des évolutions positives ont été observées en termes
d’'urbanisation, d’acces a I'électricité, d’age lors du premier mariage,
d'utilisation de la contraception moderne, d’acces a des soins prénatals
qualifiés, de vaccination infantile, de connaissance de I'infection par le virus
d'immunodéficience humaine (VIH), du syndrome d’immunodéficience
acquise, ainsi que du surpoids et de I'obésité. En revanche, des évolutions
négatives ont été observées en termes d’alphabétisation, de mortalité

infantile et juvénile, de taux de fécondité, d’accouchement a domicile, de
malnutrition et d'insuffisance pondérale. Cependant, I'évolution de ces
indicateurs differe entre les quintiles les plus riches et les plus pauvres.
Par exemple, seul le quintile le plus riche a connu une urbanisation
rapide, tandis que I'analphabétisme a diminué plus fortement parmi
les plus pauvres. Des écarts notables ont été constatés dans presque
tous les facteurs. Les écarts entre riches et pauvres en matiere
d’urbanisation, d’age au mariage, de fécondité, d'utilisation du préservatif,
d’accouchement a domicile et de surcharge pondérale ont augmenté; en
revanche, les écarts en termes d’éducation, d’eau et d’assainissement,
d’utilisation de la contraception (a I'exception des préservatifs) et de
vaccination des enfants ont diminué.

Conclusion Les inégalités persistantes au Bangladesh mettent en péril
le développement humain équitable et durable du pays. Des stratégies
de développement en faveur des pauvres, sur la base des principes
d’équité et de qualité, devraient étre mises en ceuvre pour combler les
lacunes existantes et promouvoir davantage le développement humain,
holistique, et équitable.

Pe3rome

JuHaMuKa connanbHo-IeMorpapuiecKux u MeqUKO-CAaHUTAPHBIX MOKa3areneii B banrnamem B 1993-

2007 rogax: COXpaHUTCS TU HEPABEHCTBO?

Ilenp OLeHNUTb YPOBHMU, TEHHZEHIVHU U Pa3PbIB MEXAY
6emHemuUMMU M GoTaTeMMMU CIOAMM HaceleHUsA IO
HEKOTOPBIM II0Ka3aTe/sIM COCTOSIHUS 3[JOPOBbSI I PasBUTHS
YeJI0BEYECKOro MOTeHIMaIa B banramen.

Metopp JlaHHBIE [10 HEKOTOPBIM ITOKA3aTe/SIM, OTPAXKAIOLINM
COLMaIbHO-ieMOorpaduecKiie XapaK TePUCTIKI YKEHIIVIH, KOT/ja-
/60 COCTOSIBIINX B OpaKe, MCIIONb30BaHNE KOHTPALIEIITIBOB,
YPOBEHD BaKIVIHALIMH JIETEN, TONIb30BAHNE JOPOJOBOI MEIMIKO-
CAaHUTAPHOII IIOMOIIBIO, & TAK)KE MEJUIIVHCKIE COCTOSHIIS,
6b1IM B35TBL U3 06CIemoBaHmit 1o mpobmemam gemorpadun u
3[JOpOBbS, TPOBeAeHHbIX B banrnazmem B 1993-1994, 1996-1997,
1999-2000, 2004 1 2007 romax. IIpescTaBneHpl pe3ynbTaThl
IUIs BCell BBIOOPKY, a TaKoke Jyisi OemHerimiert u Gorarerimier
KBUHTUJIEN.

Pesynbprarsr OTMedeHbl IOOKNUTENbHBIE TEHLEHINN B
OTHOIIEHUM MOKasaTeeil ypOaHM3anuu; JOCTYIma K
97IEKTPOCHAGKEHNIO; BO3PACTa BCTYIUIEHNSI B IEPBBI Opak;
CIIO/Ib30BAHN COBPEMEHHBIX CPEICTB KOHTPALEIILIVI; JOCTYIIA
K KBa/MUIVPOBAHHOI JOPOLOBOI MOMOIIY; BaKIMHALNN
IeTell; 3HaHWIT O BUpyce MMMyHofedunuTa denoseka (BVY)
U cuHApoMe npuobpereHHoro nmmyHopeduunrta (CIIN);
U30BITOYHOTO BeCa M TYYHOCTIL. B IIPOTIBOIIOIOKHOCTD 3TOMY,
OTpuIjaTe/IbHblE TEHIEHI[MM HAOTIO[AINCh B OTHOUIEHNN
Takux paKkTOpOB, KaK TPAMOTHOCTb, M/IafIleHIeCKas U JeTCKas

CMepTHOCTD, YPOBEHb (PePTUIBHOCTH, POLBI, IPUHATHIE B
NOMAIIHMUX yCIOBUAX, HefloeJjlaHe 1 IOHV)KeHHasd Macca
tena. OfHAKO M3MEHEHNs 110 3TUM IIOKas3aTeasM ObUIn
pasmdHbl B 6enHelteit n 6orareriieit KBUHTIWIIX. Hampumep,
cTpeMmurenbHas ypbaHmsanus HabM0fanach TONbKO B
6orateriieit KBUHTU/IN, @ CHIDKEHME YPOBHSA IPAMOTHOCTH —
6orbLrert YacThio cpepu OenHeitineit. Bpocarormecs B 11asa
PaspbIBbI OBUIV OTMEYEHbI B OTHOLIEHN IIOYTH BCeX (PaKTOPOB.
Pa3pbIB Mesxy 6orarbiMi 11 6eIHBIMY [0 YPOBHIO YpOaHM3a1WN,
BO3pacTy BCTyIIeHUsA B Opak, YPOBHIO GepTUIbHOCTH,
JCIOTb30BAHNIO IIPE3ePBATUBOB, 0/Ie POIOB, IPUHATHIX B
JOMAIIIHNX YC/IOBUAX, ¥ U3OBITOYHOMY BeCy YBEIMYMIICS; B TO
Ke BpeMsi paspbIB 110 YPOBHIO 00pa3oBaHisl, 0XBATY CUCTEMAMM
BOJOCHAOXKEHNS 1 KaHaM3alNM, UCIIONb30BAHIIO CPEfICTB
KOHTpaLentui (KpoMe IIpe3epBaTBOB) M yPOBHIO BAKLIVHALIN
TeTeil COKpaTUICA.

BriBog CoxpaHsAmuieecss B baHrnagem HepaBeHCTBO
IpefiCTaB/IAeT COOO0IT yIPOsy L CIIPABEINBOTO U YCTOIYNBOTO
Ppa3BUTHUA Y€IOBEYECKOro MOTEHLMAMA B 3TON cTpaHe. A
COKpallleHUA CYLeCTBYIOLIMX Pa3pblBOB U Jla/IbHENIero
COAeNICTBUA KOMIIJIEKCHOMY, COLIMA/IbHO-CIPABEINBOMY
Pa3BUTHIO Ye/I0BeKa HEOOXOIMMO BHETPSATH CTPATeI NI Pa3BUTHsA
B MHTepecax OefHbIX CI0eB HaceleHMs, 6asupyomyecs Ha
MIPMHIUIIAX CIIPABE/IMBOCTH 1 Ka4eCTBa.

Resumen

Tendencias en los indicadores sociodemograficos y sanitarios en Bangladesh entre los aiios 1993 y 2007:

¢continuaran las desigualdades?

Objetivo Evaluar los niveles, las tendencias y las diferencias entre los
mas ricos y los mas pobres en Bangladesh a través de determinados
indicadores de desarrollo humanos y sanitarios.
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Métodos A partir de las Encuestas sobre Salud y Demografia realizadas
en Bangladesh en los periodos de 1993—1994, 1996—1997, 19992000,
2004y 2007 se extrajeron los datos para estos indicadores relacionados
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con las caracteristicas sociodemograficas entre mujeres solteras, sobre
el uso de métodos anticonceptivos, vacunacion infantil, condiciones
sanitarias y practicas asistenciales prenatales. Los resultados se
presentaron para la totalidad de la muestra y para los quintiles de los
mas ricos y los mas pobres.

Resultados Se observaron tendencias positivas en la urbanizacion, la
disponibilidad de electricidad, la edad del primer matrimonio, el uso de
métodos anticonceptivos modernos, el acceso a la asistencia prenatal
profesional, la vacunacion infantil, el sobrepeso, la obesidad y los
conocimientos sobre la infeccion por el virus de la inmunodeficiencia
humana (VIH) y el sindrome de la inmunodeficiencia adquirida. En
contraposicion, se registraron tendencias negativas en factores como
la alfabetizacion, la mortalidad en bebés y nifios, la tasa de fertilidad,
el parto domiciliario y la malnutricion, asi como el peso insuficiente. No
obstante, se observaron diferencias notables en los cambios en estos
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indicadores entre los quintiles mas pobres y los mas ricos. Por ejemplo,
solo el quintil mas rico experimentd una rapida urbanizacion, mientras
que el analfabetismo descendio mas entre los mas pobres. En casi todos
los factores se observaron diferencias significativas. Las diferencias entre
ricos y pobres en cuanto a urbanizacion, edad al casarse, fertilidad, uso
de preservativos, partos domiciliarios y sobrepeso aumentaron. Por el
contrario, las diferencias en cuanto a educacion, agua y saneamiento,
uso de anticonceptivos (exceptuando preservativos) y vacunacion infantil
disminuyeron.

Conclusion La persistencia de las desigualdades en Bangladesh pone en
peligro el desarrollo humano igualitario y sostenible en este pais. Deben
ponerse en marcha estrategias de desarrollo a favor de los pobres basadas
enlos principios de calidad e igualdad, con el fin de reducir las diferencias
existentes y promover un desarrollo humano integral e igualitario.
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