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to 0.45 in 1990-2000, while the respective probabilities for both groups of immigrants were
higher than 0.60. However, probabilities of having a third birth did not decline by a large
amount of for natives. Most of the respondents live in rural areas along the border and the
TFR in this area is higher than replacement level, and this is reflected in why probabilities of

having third birth have not declined to the extent expected.

Fertility Expectation Analysis

For further investigation, Logistic Regression are also the methods used to predict
intention to have more child in the future.

Table 4 Name, abbreviation and category of variables using in estimate hazard function

Variable name Abbreviation Categorized
State of having more child | 1=Y=s, 0 = No
Age group A age 15-19{A, =1}, 20-24(A,; =1), 25-29(A,

=1), 30-34(A, =1), 35-39(A; =1), 40-44
(A =1), and 45-49(A, =1)

Migration status: MS 1 = immigrants
0= natives

Myanmar Generation G 1% = first Myanmar generation (born in
Myanmar}

2™ = second Myanmar generation {(born

in Thailand)
Parity Pa Parity when 1= 0,1,2,....5
Duration of Living in Thailand DT 1 = equal or less than 15 years
0 = more than 15 years

Education Ed 1 = some schooling, 0 = never
Employment Em 1 = employment
0 = unemployment

Language use Lg 1= Myanmar Speaker, Others=0




41

Dependent variable which will be conceptualized to explain the fertility behavior in the
future is the intention to add more child (1=yes) by current children they already have. In this
study, multivariate analysis techniques is used to examine whether Myanmar immigrants are
more likely than native women to have add more child. Parity, age group, and duration of
living are explanation variables for estimating the intention rate by comparing between
immigrants and natives response to add more child. Socio-economic and cultural factors
including education, employment, and ability to speak Thai which could affect the estimation
are also controlled.

Result of fertility expectation analysis

In table 5, Model 1, we include only one covariate: a dummy variable for migration
status (1 = Myanmar immigrants). This model tells us that immigrant women were more likely
to add more child than native women. In Model 2, parity and age have the expected
relationships to intention to have more child. We control for parity and age group and find
remarkable change in these relationships. As expectation, Intention to add more child
decreases with parity and age, is higher for Myanmar immigrants with significantly.

The inclusion of duration of living in Model 3 does not significantly alter the
relationships between living short and long in Thailand(15 years is the border line of year
determination). However, the coefficients show that immigrant women who live shorter tend to
add more child than ones who live longer.Education, employment, and ability to speak Thai
which are put as the covariate variables in model 4 and these interaction variables in Model 5

are found essentially no change in these relationships.
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Table 5 Odds ratio of intention to add more child among women with different migration

status, parity, age, and socio-economic and cultural factors, 2001

Explanation variables 1 2 3 4 5 6
Ethnic group
Native bon ° - - - - - -
Myanmar-2" b 1473 1474  1.484 1.770 1.823
Myanmar-1" living >15yrs. }b , 2453 2481 3132 4.098
Myanmar-1 <15yrs. 2234 2558 2577 3.481 4477 5690
Myanmar-1" — no report 2235 2.864 3.601
Parity Parity 0’ . - - - . ]
Parity 1 645 625 626 612 610 606
Parity 2 178 173" 73 70 470 168"
Parity 3 087 084" 084 081 080 080
Parity 4 069 066 066 063 062 062"
Parity 5 063 059 .060 055 056" 056
Age group Age 15-19° - - - - - -
Age 20-24 1.433 1.381 379 1.403 1.407 1.385
Age 25-29 1.032 987 986  1.002 1.018 997
Age 30-34 756 739 739 758 782 771
Age 35-39 442 426 427" A43 460 455
Age 40-44 216~ 208" 208 217 228" 226
Age 45-49 150 149 149 154 163 162
Education Never * - -
Some schooling 1.384 1.414
Employment status
Unemployment 2 - -
Employment 919 1.070
Interaction
Education x natives ° -
Education x Myanmar 915
Employment x natives ° -
Employment x Myanmar 705
LR chi 645.07 652.27 652.30 656.10 659.35
Dt 12 13 14 15 17
R 2600 2629 2629 2645 2658
Observations 2171 2171 2171 2171 2171
a = reference group b = constrain to be equa! * p< .05 * p<.O1 “** p < .01
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The last low of table 5 shows the log-likelihood test scores for dimensions examined in
Model 1 through 6. with Model 6 treated as the full model. The test for Model 1 evaluates the
importance of migration status; the test for Model 2 evaluates the importance of parity and
age, the test for Model 3 evaluate the effect of duration of living which will be investigated the
adaptation of fertility behavior. The test for Model 5 and model 6 evaluates the importance of
socio-economic and cultural factors. We estimate the log-likelihood tests by adding covariates
in each model. The test scores indicate that migration status, parity, and age are the most
important sources of differences in intention to add more child (648.66 with 12 degree of
freedom). In addition, when we would like to examine whether immigrants adapt themselves
on fertility behavior by living duration in destination, the log count is no large change so that
they shows small difference of fertility intention between women who live short and long
duration in Thailand.

Since immigrants appear to remain their fertility behavior although they spend times
living in Thailand which succeed in family planning program. We estimate the intention rate
from the model which could illustrate the evidence of fertility behavior adaptation; therefore,

Model 3 will be used to estimate the intention rate as equation below:

IF, =In(P/1-P)=  Po+ BuMs)+ ZB, (Pay) +ZBx (A) + Bor (OT) (1)
where, F; = Additional intention rate at parity i
BO = constant coefficient

MS = Migration status; 1 = immigrants, 0 = natives,
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Pa; = Parity when 1 = 0,1,2,....,5
A = age group at i, i=1,2, 3,...,7 age 15-19(A; =1), 20-24(A, =1),
25-29(A; =1), 30-34(A, =1),
35-38(A5 =1), 40-44 (Ag =1), and
45-49(A; =1)
DT = Duration of living in Thailand when :
1= living less than 15 years, 0= living equal and more than 15 years
Therefore,
Ifi = (.598)+(.939)}MS)+(-.469)( Pa, )+(-1.754)(Pas)+ (-2.476)+(Pa,) +

(-2.721) (Pa5)+ (-2.824)(PaB)+(.323)(As)+(-.013)(As)+(-.303)(A,) +

(-.853)(Ag)+(-1.572)(Ag)+(-1.907)(A;)+(.388)(DT)

From the above equation, the intention to add more child with parity can be estimated
and illustrated in three curves shown in figure 4. The result shows migration status differentials
in the shape of the intention rate by parity progression function for women aged 15 to 49 in
year 2000. The y axis is the intention rate of adding more child among women who are still in
the process of parity progression at parity i {x axis). This graph shows that the intention rate
declines from parity 0 to parity 5 for both migration status. Differentials in intention patterns
can be seen from the extent to which the curves decline by parity. This is not surprising
because age and parity are strongly correlated in a population with successful family limitation.

Both of immigrants curve of intention rates are higher than natives'. Moreover, the curves
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show the evidence of little difference of intention rate between immigrants who live short and

long duration. Immigrants who live longer intend to add less child than ones who live shorter.
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Figure 4 Intention to have more child by parity

Conclusion

i
|- - - immigants<i5y |-

“— B = |mmigrants>15y ‘ [

—3— Natives ‘ ’

To examine the hypothesis of assimilation, fertility patterns of immigrants who have

lived in Thailand more than 15 years and those who have lived in Thailand equal or less than

15 years are compared to natives. A fifteen-years duration of living in the destination is

employed because of the distribution of duration in the sample, and because this duration

should be sufficient to illustrate evidence of assimilation. Fertility assimilation pattern is

hypothesized to occur through the social environment shaping fertility norms and attitudes of

immigrants in the new society. Event History Analysis and logistic regression are used to



46

investigate the hypothesis. Ten years observation periods of birth intervals of parity one
through parity five are the dependent variables, and Hazard functions derived from the
analysis are used to construct multivariate life table controlling for socio-economic, cultural,
and timing factors. Logistic regression analysis is also method used to predict intention to have

more child in the future.

Multivariate analysis by logit regression shows that, socio-economic, cultural, and
timing factors do not have significant effects. Some variables, including intermarriage and
duration of living in Thailand have negative impacts on birth probabilities. Birth intervals within
the ten years observation period and migration status are found to statistically impact on the
probability of proceeding to the next parity. The appropriate model is used to estimate Hazard
functions for constructing life tables of five parities in three periods among the three groups of
women defined in the analysis. Probabilities of having next birth are graphed to examine the

fertility adaptation pattern.

The analysis of fertility expectation by asking the intention to have more child shows
that immigrants, who live shorter and longer, curve of intention rates are higher than natives'.
The curves also show the evidence of little difference of intention rate between immigrants

who live short and long duration.

Therefore, the hypothesis of an assimilation pattern of fertility adaptation is rejected as

the findings from the graphical presentation do not support an assimilation fertility adaptation
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pattern. The evidence shows that there are significantly different fertility patterns between
natives and immigrants, but that there is no statistically difference between the two groups of
immigrants. However. the graphs show some evidence of decline in the probability of
immigrants who have lived in Thailand for a long period of time proceeding to higher parities.

In addition, immigrants who live loenger intend to add less child than ones who live shorter.

The multivariate analysis of bith order and period effects confirmed the finding of a
difference of fertility patterns between immigrants and natives. Immigrants still have high
fertility, compared to natives, even after living in Thailand for more than 15 years. The results
suggest that immigrants retain their ethnic identities and associated attitudes related to family
size even though that moved to Thailand and share the same legal rights, environment, and

public health service as other members of the host society.

Discussion and Recommendation

From this study a number of important findings have emerged. These findings are
useful for immigrant policy-making purposes and for population projections. However, in
making recommendations on policy it is important to keep in mind that the migrants live, work,
and interact with the Thai people. Increasing numbers of immigrants, both legal and illegal,

are in the labour market and resident on the border and this is an issue of national security.

The immigrants have come from a country of turbulent political and economic

change and uncertain living situation where human rights are often not respected. The host,
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Thailand, has provided a better life, such as working opportunities, a more secure living
situation, and health services. Moreover, recent cabinet resolution provides citizenship for
children who are born in Thailand. Permanent residency requirements and may interact with a
reluctance to limit family size in order to survive in Thailand through obtaining citizenship for

that Thai born children.

According to the findings that immigrants have high fertility, low contraceptive use, a
high intention to have more births, and a relatively low level of unmet need, in Thailand, it is
important that demographers and policy makers note the desire for a large family size even in
a context of economic stress, conflict and human rights abuses. The high value of children
affects motivations for future fertility. Children may be valued as economic assets because
parents may think that children can contribute financially to household. The value of children
as old-age insurance may also motivate immigrants to add more children under an uncertain
living situation. Living away from their home country may also encourage a continuation of
high fertility in order to sustain ethnic identity. Children are a tie to the past and they help

provide continuity of identity.

The finding from this study is recommended that the government seriously and
broadly promote family planning for immigrants, especially for women of early reproductive
age. The high level of fertility and low level of contraceptive use among young immigrant
women suggest that this is an important target group. Young immigrants from Myanmar have

entered Thailand and have experienced none or little of the family planning attitudes and



49

programs experienced by the members of Thai communities. The commitment of immigrants
to maintaining ethnic norms of family building in Thailand is an important implied finding from
this study. Immigrants may be more pronatalist because they want security in their in old age
and because citizenship could be obtained for their new-born children. Therefore, any role of
family planning in intervention programs may be difficult. Family planning services need not
only to be made available and accessible, but legal force, and support for knowledge and
attitude changes is also required. The small family size should be encouraged for improving
their life, such as healthy for women and their children, as well as good living by taking care of

their children without economic pressure.

In addition, for demographers, the projection of the immigrant population can
probably be undertaken using the fertility derived from this study if demographers have the
other components of population change available to them for (Lis population. The age specific
fertility rates and the total fertility rate measured from this study show both the high level of
fertility and the pattern of fertility. However, the future is hard to predict but we may still
speculate on the effect of muiticulturalism or biculturalism on family formation and childbearing
patterns. Norms favouring a strong family that includes children as a prerequisite for security
and fulfilling life and identity seem to be maintained by Myanmar immigrants after they leave
their home country. The small difference in fertility levels by length of time spent in Thailand
can be used by demographers in selecting terminal levels and alternative series of completed

fertility for birth cohorts of women who will reach childbearing ages in the future. From the
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results of this study, it may be concluded that the ‘low series’ could be used for fertility

assumption in the component method of projections of the immigrant population.
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Table A1 Total Fertility Rate among Thai women and Myanmar women from various sources.

Total Fertility Sources of data:

Year Rates

Myanmar Thailand
1973 6.26' 5.04° 1. United Nations
1983 5.27" 256 2. Central Statistical Organization,
1985 3.55° 2200  Myanmar
1986 3.54° 2.06° 3. Myanmar Fertility and Reproductive
1987 3.57° 1.93°  Health Survey, Department of
1988 3.582 1.7’67 Population, Myanrnar
1989 3.58° 1.85 4. World Bank
1990 3.56° 2.17° 5. The 1980 Population and Housing
1991 3.57° 29" Census . the Whole Kingdom, National
1992 3.55° 2.2° Statistic Office, Thailand
1993 3.53 2.2° 6. The 1990 Population and Housing
1994 3.502 2.18 Census , the Whole Kingdom, National
1996 3.48° 2.0° Statistic Office, Thailand
1998 3.10" 2.1° 7 Thailand Demographic and Health

Survey, 1988
8. College of Population Studies




Table A2 Quasi-life table of women having first birth, natives, immigrants

living equal or less than 15 years and more than 15 years, 1970-1980

Natives
ti h(t) dx Ix $X px
1000

0 0.3510 350.9562 649.0438 0.6490 0.3510
1 0.2293 148.8419 500.2019 05002 0.4998
2 0.1680 84.0346 416.1674 0.4162 0.5838
3 0.1355 56.4101 359.7573 0.3598 0.6402
4  0.1183 42,5637  317.1936 0.3172 0.6828
5 0.1097 . 34.8107 2823829 0.2824 0.7176
6 0.1063 30.0091 252.3737 0.2524 0.7476
7 0.1055 26.6321 2257416 02257 0.7743
8 0.1056 23.8281 201.9135 0.2018 0.7981
9 0.1045 21.0951 180.8184 0.1808 0.8192
10 0.1005 18.1748 162.6436 0.1626 0.8374

Immigrants living <15 Immigrants living >15
ti h{t} dx Ix SX px h(t) dx Ix sX px

1000 1000

549.371
0 05494 1 450.6289 0.4506 0.5494 0.5143 514.3064 485.6936 0.4857 05143

161.764
1 0.3590 5 288.8645 0.2889 0.7111 0.3361 163.2234 3224701 0.3225 0.6775
2 02630759661 212.8984 0.2129 0.7871 0.2462 79.3910 243.0791 0.2431 0.7569
3 0.2122 451725 167.7260 0.1677 0.8323 0.1986 48.2842 194.7949 (.1948 0.8052
4 0.1852 31.0630 1366630 0.1367 0.8633 01734 33.7736 161.0214 0.1610 0.8390
5 0.1718 234775 113.1854 0.1132 0.8868 0.1608 25.8965 135.1249 0.1351 0.8649
6 0.1664 18.8286 94.3568 0.0944 0.9056 0.1557 21.0436 114.0813 0.1141 0.8859
7 0.1652 155865 78.7704 0.0788 0.9212 0.1546 17.6419 964394 0.0964 0.9036
8 0.1652 13.0153 65.7551 0.0658 0.9342 0.1547 14.9177 815217 0.0815 0.9185
9 0.1635 10.7537 55.0014 0.0550 0.9450 0.1531 124813 6€9.0404 0.0690 0.9310
10 0.1573 8.6539 46.3474 0.0463 09537 0.1473 10.1695 58.8709 0.0589 0.9411
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Intention for more birth and contraceptive use

among native Thai and Myanmar immigrant women

Introduction

The differences in development level, culture, and fertility between Thailand and
Myanmar are also examined in this study. Socio-economic and cultural factors have been
observed to affect fertility, and are the motivational aspects of reproductive behavior. Patterns
of family formation such as family size, parity, and birth order differ from culture to culture and
from place to place (Omran et.al. 1976). In host countries of migrants, the socio-economic
status differentials between migrants and non-migrants may also contribute to "cultural lag” in
the adoption by immigrants of the reproductive health behavior of natives. Cultural lag in this
sense is the time lag between availability and accessibility of modern birth control methods

(Johnson 1960 cited by United Nations 1973).

Interest in social and demographic change among immigrants from Myanmar in
Thailand stems from the fact that both legal and illegal migrants are found in large numbers
within Thailand and along the borders. Estimates of the numbers of immigrants from Myanmar
in Thailand, excluding displaced persons living in camp, are approximately one million people
(The Registration Administration Bureau 1899). They are spread out along the border of
provinces of Thailand, working as legal and illegal migrants, and spending their daily lives and
working with Thais. The numbers of those people, both documented and undocumented, have
been increasing over the past decades. The government has recently initiated the new
programme in some provinces that provide family planning services to immigrants (Caouette et
al. 2000). The growth of the non-thai population in Thailand comes from immigration, births,
and naturalisation by intermarriage with Thai; however, little research has been conducted on
the fertility behavior of immigrants. The study of fertility behavior and the adaptation of this
behavior that occurs will provide valuable demographic data for population projections at the

local level and will also contribute to understanding the family building patterns of immigrants

in Thailand.



There is limited research on the demography of Myanmar although it is the most
important neighbouring country (Chutitranon 2000), and it has had a close relationship with
Thailand for a long period. More importantly, there is no research that has been undertaken on
the fertility of immigrants from Myanmar to Thailand. Therefore, the objectives of this study are
to study contraceptive use pattern, and to examined fertility expectation, in order to predict the

strength forward of the fertility behavior explanation among immigrants.

This study will be valuable for providing important information to demographers for
conducting population projections of the Myanmar population in Thailand. These results will be
useful for policy makers in population, education, community development, government and

national security policy towards migrants from Myanmar.

Profile of immigrants from Myanmar in Thailand:

The generally accepted estimate of the numbers of Myanmar migrants in Thailand is
approximately one million people (Archavanitkul et al. 1997). Immigrants from Myanmar,
principally Karen, Mon and other ethnic minorities from highland areas, began crossing into
Thailand in significant numbers in 1959, during the political struggle in what was then called
Burma. Most of these migrants have since been granted work permits and at least temporary

residency.

Flows continued as political unrest in Myanmar intensified, the 1980s saw very larger
flows of persons displaced over the border, while increasing gaps in development levels
between Myanmar and Thailand saw a surge of undocumented migration into Thailand during
the 1990s. Since many migrants are in Thailand illegally, it is difficult to determine how
migrants are distributed within Thailand, how many live along the borders, and how many
penetrate deeply into the country. According to the Thai policy, many of the migrants can be
identified as both displaced persons, refugees from threats of war, and migrants worker (illegal
migrants). Also, many of those fleeing Burma are not allowed to stay in refugee camps, while
others who move from these camps are recognized only as migrant workers.

The previous study | also explored the comparison of the current fertility pattern and
level between natives and Myanmar immigrants in the same area during 1996-2000

(Peailueang, 2002). The result shows the estimate of ASFR in every age group of natives is



lower than that of immigrants. The total fertility rate of natives (1.65) is significantly lower than

that of immigrants' (3.19).

Fertility situation in Myanmar

There are various tribes of people in Myanmar. The life style and culture towards
family building among them are difference in courtship and marriage. However, for Myanmar
identities, no pattern obligation about family size and childbearing except Buddhist beliefs of

both groups of people and large extended family size implied in their social structure.

As in many developing countries, demographic data are very limited in Myanmar. The
country indicates a high fertility society from the last two censuses, with the fertility level is
about 6.26 in 1973 and 5.27 in 1983 (United Nations, 1967 cited by Win Thint 1991), but with
subsequent declines to 3.48 in 1996 (Myanmar Department of Population 1997) and 3.1 in
1998 (World Bank, 1998). This current fertility levels are significantly higher than those of Thai
women, as replacement fertility level has existed in Thailand since 1990 (see table 1 in
appendix). Myanmar pursued a pro-natalist policy from 1948 to 1991, and still encourages
childbearing. The use and sale of condoms were not legalized until 1993 (Caouette et al.
2000), however contraceptive methods, i.e. spills, injections and condoms are available
through various channels (Win Tint 1991) and widespread in almost all regions and various
classes of people (Myint 1991). A study conducted in 1989, reported the occurrence of
unwanted pregnancies, and high rates of abortion, maternal and infant mortality (Hla Pe, et al.
1992 cited by Caouette et al. 2000) due to low quality of contraceptive methods and an
inadequate health service (Caocuette 2000). The official "birth spacing” policy, the contraceptive
programme of the Myanmar government, has been implemented to meet the high demand for

contraceptives throughout the country. However, there remain problems of access as a result

of poor health service management quality.
The Study area: Kanchanaburi province

Kanchanaburi is the Thailand's third largest province, covering an area of 19,486
square kilometres and about 200 kilometres west of Bangkok. The provincial area is

mountainous and borders Myanmar to the west (see figure 1 in appendix). There are

countless unofficial crossing points as government controls which are difficult to maintain



because of the mountainous and jungle terrain in this area. Most of immigrants inhabit both
sides of the border and maintain linguistic, cultural and family ties across the border. Some of
the immigrants have lived in Thailand for a long time and have interacted with all aspects of

Thai culture.

Agricultural activities are mainly performed and also some mineral site in numerous
mountains. Kanchanaburi is a province which has a large numbers of immigrants from
Myanmar who come to live in Thailand and work for varying periods of time. Data available of
Kanchanaburi in 1994 show 90,633 of Myanmar labour including Mon, Karen, and Burmese
who have various reasons of immigration and status of entering. The province of
Kanchanaburi consists of 13 districts (amphoe). Four Amphoe ; Amphoe Saiyok, Amphoe
Thongpha phum, Amphoe Sangkhlaburi, and Amphoe Srisawat are the research site of this
study because these districts have the large number of immigrants from Myanmar living in

Thai communities and also has some living in their own communities along the border.

Literature Review

‘Motivations for childbearing cannot in themselves explain behavior without reference
to the social environment....' (Leon 1980 cited by Weeks, 1886:132). Therefore, human
behavior and social environment are considered to be inter-related. (Queralt 1996; Weeks
1996). Application of these theories to migrant adaptation in this study involves understanding
a process where immigrants undergo adaptation or adjustment to their new environment
through adjusting to the new physical and social environment, learn how best to negotiate
everyday life, and integrate to extent that their demographic behavior becomes increasingly
similar to that of the native population (Schoenmaeckers, et.al. 1999; Weeks 1996; Ford

1990; Bach 1981; Queralt 19986).

Theory of assimilation is also stated in this study. Assimilation is a process of
interpretation and fusion in which persons and groups acquire the memories, sentiments and
attitudes of other persons or groups and, by sharing their experience and history, are
incorporated into them with a common cultural life. After a period of contact with the native
born population, the characteristics of the immigrant population should approach the
characteristics of the native born population (Ford 1990). In a general theory of assimilation,

individuals moving from one environment to another carry with them a set of behaviors,



values, etc. which they acquire through socialization at the place of origin. Upon entry into the

new environment at the place of destination, these characteristics are subject to change as the

individual adapts to structural, cultural and psychological conditions (Bach 1981
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Exclusion from the host society is a situation where immigrants are kept separate
from most members of the host society and are maintained in separate enclaves or ghettos.
This contrasts, with muiticulturalism or biculturalism where immigrants retain their ethnic
communities but share the same legal rights as other members of the host society.
Immigrants able to negotiate completely two or more cultures, the mainstream culture of the
society and the individual's own culture(s), so that they can set of their own values, beliefs,

lifestyles, and behavioral expectations (Queralt 1996).

Concept approaches to immigrant fertility

Migration and fertility have been considered to conceptualize that they are inter-related
in various pattern. Migration has been identified as having a disruptive effect on fertility. The
period just before migration, as people plan for their move, is a time of lower than expected
fertility. Then, a lag occurs that is often overcome by accelerated (catch-up) fertility once
migrants are established at their destination, or “catch-up” time after migration is complete
(Ribe and Schultz 1980). Immigrants may actually adopt the norms, values, behavior and life
styles, such as family size, and value of children, of the mainstream culture. it is assumed that
migrants will undergo changes in fertility attitudes and behavior after migration as they
gradually adapt to the new socio-economic, cultural, and physical environment at their
destination (Hervitz 1985). The adaptation theory postulates that, over time, the fertility of
immigrants moves from the level they brought with them to the level characteristic of the
native-born at the destination, because the socio-economic characteristics of the migrants
converge with those of people in the adopted home. Based on an assimilation model, with
increasing duration of residence in a new area immigrants should experience assimilation into
the labour force, a decrease in residential segregation and a decrease in fertility levels (Ford

1990).

The innovation, diffusion, and cultural perspectives can also be employed to explain
how people make rational choices about their behavior. People may adopt technology and
may change attitudes and behavior. Therefore, this perspective may explain fertility behavior in
which innovation may be attitudinal and behavioral, such as deciding that two children is the
ideal family size and then utilizing means to achieve that number of children (Weeks 1996).

The belief of the “two-children family size" can diffuse through contact with natives.



Previous studies relate to immigrant fertility adaptation

The literature on immigrant fertility includes a debate on whether immigrant fertility
adjustment should be explained in a framework of fertility assimilation or in a model| of fertitity
disruption. Some research suggests that the motivations behind migration also determine
fertility (Hendershot 1971 cited by Brockerhoff and Yang 1994). In all countries there is a
tendency for integration to extent that demographic behavior of migrant populations becomes
increasingly similar to that of the native population (Schoenmaeckers, 1999). It assumed that
migrants will undergo changes in fertility attitudes and behavior after migration as they
gradually adapt to the new socioeconomic, cultural, and physical environment at their
destination (Hervitz 1985).

Fertility adaptation in terms of assimilation has occurred in the case of immigrants to
countries such as Yugoslavia in Europe (Parris 1982), immigrants in Australia (Abbasi-
Shavazi and McDonald 2000), and immigrants in Germany (Mayer and Riphahn 2000).
Studies have also been made of the impacts of international migration on delayed childbearing
(Carlson 1985; Schoenmaeckers, et al. 1999). Immigrants move toward more modern behavior
in destination countries, and this can include an increase in the age at first marriage, and a
delay of childbearing as a result of later marriage. The delay may also be due to desires to
limit family size by using modern contraceptives (Schoenmaeckers, et al. 1999).

Some U.S. studies suggest a temporary disruption may occur in the receiving country
due to the migration event (Jasso and Rosenzweig 1991). U.S. census observed in 1970s-
1980s data showed that the arrival during the 1970s of large numbers of immigrants from
countries with high fertility had higher fertility on average than native-born women (Blau 13892;
Jasso and Rosenzweig 1991).

While some scholars have investigated the process of adaptation of the first-generation
migrants to the place of destination with lengthening duration of residence, some studies show
that, post-migration, some migrant groups have maintained fertility behavior similar to that of
their home countries. Evidence of cultural maintenance was observed in the fertility of Greek
Australians. Both first and second generations have displayed similar patterns to Greeks in
Greece, perhaps indicating a continuity of cultural influence of the country of origin in Greek
communities in Australia. They are able to maintain the culture and fertility behavior of their
parents' generation and, on the other hand, adapt to the host society. This is the essence of

multiculturalism (Abbasi-Shavazi and McDonald 2000) or biculturalism.



Fertility Expectation:  Fertility expectation or the intention to have additional fertility
refers to the intention of having additional births. It is also another useful fertility indicator, as it
indicates what women who are presently of childbearing period might intend to do in the
future. Asking women about the number of births they intend to have in the future provide
information that is useful for estimating completed fertility rates. A fertility study by Westoff in
1999 conclude that “the proportion of women reporting that they want no more children has
high predictive validity and is therefore a useful tool for short-term fertility forecasting” (Weeks,
1996). This method gives reasonably accurate results for women who are near the end of
their reproductive years of life, but the results for younger women must be treated more

cautiously (Campbell, 1983).

Conceptual Framework

Socio-economic and cultural factors are considered broadly as factors that strongly
influence fertility. The duration of stay in the receiving country is an indicator that can affect
the fertility outcomes of immigrants. These factors work as the environmental context of
shaping attitudes, norms and values of people in society. Since lengthy birth interval may
inhibit fertility, the events that occur prior to the end of the last segment are very important
issues. Women who survive beyond the 10" year, as well as the inverse of the survival
function; that is the probability of having birth, will determine fertility patterns. Therefore, an
independent variable in this analysis is the birth interval, which is the number of women-years
of exposure. The dependent variable is the dichotomous variable of fertility behavior state
within the ten years of the observation period. Women aged 15-49 who state of 'having birth’
(yes or no) within 10 year of observation period are uncensored in lexis diagram. Migration
status is the most important variable that will be used to determine fertility behavior adaptation,
and duration of living in the destination is the other variable used examine whether immigrants
fertility behavior is significantly different. Socio-economic and cultural variables will be used as
control variables in the study. Migration status is defined as immigrants and natives, while
duration of living in the destination will be categorized into two groups, including “immigrants
who have lived in the destination equal and less than 15 years”, and “immigrants who lived in
the destination more than 15 years”. Fifteen years is an appropriate length for women who

moved to Thailand after they were born as by then they have entered reproductive ages.



The socio-economic variables that be used to examine factors affecting fertility patterns
are education, land holdings, and employment status. Cultural variables that will be examined
are intermarriage and language use. Language use refers to Myanmar immigrant women who
can speak the Thai language.

The variables that be used to predict the fertility expectation are parity and additional
children. Parity: Parity refers to number of live births per woman. Parity is assessed by
calculating the number of children born alive reported by women age 45-49. Parity is used to
calculate the parity progression ratio, therefore, women of this age group will represent women
who have completed their fertility. Additional children: Additional children refers to the
number of births that women who are presently of childbearing state that they intend to have.
Women aged 15-49 are assessed by self-reported of number of additional children they want.

Fertility Expectation refer to the state of having more child while immigrants living in
Thailand. Fertility expectation will be examined in order to predict the strength forward of the
fertility behavior explanation among immigrants. It will be measured by the number of births
that women who are presently of childbearing state that they intend to add more child over

time spent living in Thailand due to various factors.

Hypothesis

Hypotheses in this study are derived from theoretical approaches, previous studies,
and empirical evidence. The sociological perspective suggests that, human behavior and
social environment are inter-related and immigrants adapt or adjust to their new environment.
In addition, the family planning program in Thailand has succeeded across the country and
has contributed to replacement level fertility that was attained 1990. Thai women have strong
norms and attitudes on limiting family size. The Thai culture, and cohesive community exist in
a context without the fear of war and political stress that is evident in Myanmar. In order to
survive the economic and psychological stress in their destination, Myanmar immigrants
should adapt their behaviors, especially fertility limitation. Thus, they should acquire knowledge
of family planning services and decide to control their fertility.

The reasons above lead to the main hypothesis of this study : Number of additional

children among immigrants are the same as natives.
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Methodology
Data source

The data employed to achieve the objectives of this study consist of two sources,
employing both primary and secondary data. The secondary data is taken from the survey of
the Kanchanaburi project of the first round (2000). This survey was implemented by the
Institute for Population and Social Research, Mahidol University, Thailand. The primary data is
an additional module of migration history asking only women aged 15-50 years old in relevant
villages in the second round of the Kanchanaburi survey. This study uses data from 25
villages from the four districts (amphoe) of Sangklaburi, Tongphaphume, Saiyok, and Srisawat.
These four districts are “"the restricted areas for displaced persons (The Registration
Administration Bureau 1999).

Data on intention for additional children is not available in the Kanchanaburi project
data for 2000. In the second round of data collection for the project, in 2001, data on whether
women wanted more children was collected. The question is “Do you want to have more
children? If “still want™ how many children do you expect to have?”

The number of women included in the analysis depends on the data source and the
study objectives. The total numbers of women interviewed in the first round was 4,295,
However, 3,354 women aged 15-49 are the population used for analyzing the fertility levels
and patterns for the first objective. For the second and the third objectives, 2,946 ever
married women aged 15-49 are used for analyzing ferility behavior and adaptation patterns.
Nevertheless, only 337 of immigrant women are included in the fertility adaptation analysis.
For analyzing the intention to have additional children and estimating the “unmet need”, data in
the second round is analyzed from 2,246 ever married women aged 15-49 is employed. In
addition, new immigrants living in the selected area are also included in this part of analysis

which consisted of 701 cases altogether.

Contraceptive Prevalence

The rapid decline in fertility rates in Thailand since the early 1970s, which are now
stabilizing at or below the replacement level, is due in large part to the extensive use of
contraception by Thai women. However, we know little about the contraceptive practice of
immigrant women, particularly immigrants from Myanmar, a country of low quality of family
planning service and high fertility (Caouette, Archavanitkul, and Pyne, 2000). This part of

analysis will use contraceptive use data to explore fertility adaptation patterns. In particular, |
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examine whether the eflorts of the family planning program diffuse to the immigrant
communities along the border.

Patterns of current contraceptives use by method, age group, and migration status
are presented in table 1. The table reveals large differences in contraceptive prevalence
between native and immigrants women in the year 2000. Overall, native women show a
higher level of use (60 percent), compared to only 38 percent of immigrant women using
contraceptives. The proportion of immigrants who are currently using contraceptive is lower
than expected. The average proportion of married women currently using contraception in
countries with TFR of about 3 should be between 50-60 percent (Bongaarts, 1978: 122). The
proportion of contraceptive use is calculated for married women aged 15-49 while TFR is
calculated by all women aged 15-49 and therefore includes single women in the measure. |t
may be that higher proportions of immigrants compared to natives are delaying their marriage
or not marrying. Other possible explanations for the discrepancy between TFR and
contraceptive use levels are: high rates of abortion and high levels of spousal separation.

Native women aged 15-19 (17 percent) have lower levels of contraceptive use than
do immigrant women (21 percent). These groups are women in their early reproductive
period, just married, and at the start of childbearing plan. Native women probably plan to have
children early after being married, therefore, some of them who married at age 15-19 have not
used any contraceptive. Another large difference in contraceptive use is that the proportion of
use of natives age 45-49 is about 53 percent while for immigrants it is only about 17 percent.
Immigrants in this older cohort probably have little experience of contraception while native
women have been exposed to methods for a long period. Female sterilization is the method
most frequently used by women in this cohort for both natives and immigrant women (31
percent and 11 percent respectively). These women are in the latter stages of their
reproductive life and they had the plan to stop having more births.

Natives aged 30-34 and 35-38 (72 and 73 percent respectively) have higher levels
of use than other age groups, while immigrants aged 30-34 (53 percent) have the highest
levels of use among immigrant cohorts.  This result suggests that natives plan to stop or
delay births after their twenties as they may be concerned about their health and their children.
Based on the background of immigrants in the study area, immigrants age 30-34 are the
largest group. The high use of contraception in this age groups, compared to other age
groups, may result from migration disruption and adoption of modern family planning attitudes

in their destination. They may confront economic stress and diffusion of innovation of family



12

planning, therefore, labor force participation or working with natives in the destination may

motivate them to control their births.

Table 1 Percentage distribution of women in reproductive years practicing contraception by

current method, according to migration status and age group

Natives (N=2676)

Methods Ages

15-19 20-24 25-29 30-34 35-39 40-44 45-49 Total
Female sterilization 03 2.9 9.8 17.6 283 31.3 30.9 17.8
Male sterilization 0.0 0.0 0.2 0.4 0.7 1.7 3.3 0.9
Norplant 0.3 25 3.4 57 2.4 4.0 0.7 3.0
Injectable 53 19.1 210 18.3 14.5 11.7 4.9 14.1
IUD 0.3 22 1.1 1.5 1.9 25 2.0 1.8
Pills 115 305 28.1 26.3 233 17.9 9.1 216
Condom 0.3 06 0.9 1.7 1.0 0.5 1.0 0.9
Withdrawal 0.0 0.0 0.9 0.2 0.0 0.0 0.0 0.2
Safety period 0.0 0.0 0.0 04 02 0.5 0.7 0.3
Others 0.0 0.3 0.0 0.4 0.7 0.3 0.7 0.3
Total of using 18.0 581 65.5 726 731 70.4 531 60.7
Not using 82.0 419 34.5 274 26.9 296 469 394
Total 100.0 100.0 100.0 100.0 100.0 100.0 100.0 100.0

Immigrants (N=678)

Methods Ages

15-19 20-24 25-29 30-34 35-38 40-44 45-49 Total
Female sterilization 0.0 0.9 31 11.9 12.8 18.0 113 8.1
Male sterilization 0.0 0.0 0.0 0.0 09 1.3 0.0 0.3
Norplant 0.0 1.8 0.8 0.9 1.8 1.3 1.4 1.2
injectable 3.3 14.2 14.0 16.1 12.8 7.7 28 114
iuD 0.0 6.2 3.1 5.1 2.8 3.9 0.0 3.4
Pills 16.7 106 17.8 18.6 8.3 7.7 1.4 12.2
Condorn 0.0 0.9 0.8 0.0 0.9 0.0 0.0 0.4
Withdrawal 0.0 0.0 0.0 0.0 0.0 1.3 0.0 0.2
Safety period 1.7 0.0 0.0 0.9 0.0 0.0 0.0 0.3
Others 0.0 0.9 0.8 0.0 0.0 0.0 0.0 0.3
Total of using 21.7 354 40.3 534 40.4 41.0 16.9 37.8
Not using 78.3 64.6 59.7 46.6 59.6 59.0 83.1 62.2
Total 100.0 100.0 100.0 100.0 100.0 100.0 100.0 100.0
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The leading contraceptive method is the pill for both natives and immigrants (22
percent and 12 percent respectively). Female sterilization is the second most widely used
method among native women, accounting for 18 percent of all use, followed by the injectable
and Norplant (14 percent and 3 percent respectively). Natives age 20-24 and 25-29 prefer the
pill more than do other age groups (30 percent and 28 percent respectively). For immigrants,
the second most widely used methods is the injectable followed by female sterilization (11
percent and 8 percent respectively). This result may support the idea discussed above about
postponing of childbearing by using temporary contraceptive methods. Immigrants use the
injectable instead of female sterilization because they may plan to have more children in the
future. The IUD is also some used by a small proportion of immigrants and natives (3 percent

and 3 percent respectively). Use of other methods is so low as to be of no importance.

Fertility Expectation Analysis

For further investigation, Logistic Regression are also the methods used to predict
intention to have more child in the future.

Table 2 Name, abbreviation and category of variables using in estimate hazard function

Variable name Abbreviation Categorized
State of having more child I 1= Yes, 0 = No
Age group A age 15-19(A, =1}, 20-24(A,; =1), 25-29(A,

=1), 30-34(A, =1), 35-39(A; =1), 4044
(Ag=1), and 45-49(A,; =1)

Migration status: MS 1 = immigrants
0= natives

Myanmar Generation G 1% = first Myanmar generation (born in
Myanmar)

2nd = second Myanmar generation (born

in Thailand)
Parity Pa Parity when i= 0,1,2,....5
Duration of Living in Thailand oT 1 = equal or less than 15 years

0 = more than 15 years
Education Ed 1 = some schooling, 0 = never
Employment Em 1 = employment
0 = unemployment

Language use Lg 1= Myanmar Speaker, Others=0
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Dependent variable which will be conceptualized to explain the fertility behavior in the
future is the intention to add more child (1=yes) by current children they already have. In this
study, multivariate analysis techniques is used to examine whether Myanmar immigrants are
more likely than native women to have add more child. Parity, age group, and duration of
living are explanation variables for estimating the intention rate by comparing between
immigrants and natives response to add more child. Socic-economic and cultural factors
including education, employment, angd ability to speak Thai which could affect the estimation

are also controlled.

Result of fertility expectation analysis

In table 3, Model 1, we include only one covariate: a dummy variable for migration
status (1 = Myanmar immigrants). This model tells us that immigrant women were more likely
to add more child than native women. In Model 2, parity and age have the expected
relationships to intention to have more child. We control for parity and age group and find
remarkable change in these relationships. As expectation, Intention to add more child
decreases with parity and age, is higher for Myanmar immigrants with significantly.

The inclusion of duration of living in Model 3 does not significantly alter the
relationships between living short and long in Thailand(15 years is the border line of year
determination). However, the coefficients show that immigran! women who live shorter tend to
add more child than cnes who live longer.Education, employment, and ability to speak Thai
which are put as the covariate variables in model 4 and these interaction variables in Model 5
are found essentially no change in these relationships.

importance of migration status; the test for Model 2 evaluates the importance of parity
and age; the test for Model 3 evaluate the effect of duration of living which will be investigated
the adaptation of fertility behavior. The test for Model 5 and model 6 evaluates the importance
of socio-economic and cultural factors. We estimate the log-likelihood tests by adding
covariates in each model. The test scores indicate that migration status, parity, and age are
the most important sources of differences in intention to add more child (648.66 with 12
degree of freedom). In addition, when we would like to examine whether immigrants adapt
themselves on fertility behavior by living duration in destination, the log count is no large

change so that they shows small difference of fertility intention between women who live short

and long duration in Thailand.
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Table 3 Odds ratio of intention to add more child among women with different migration

status, parity, age, and socio-economic and cultural factors, 2001

Explanation variables 1 2 3 4 5 6
Ethnic group
Native born ° - - - - - .
Myanmar-2" b 1473 1474  1.484 1.770 1.823
Myanmar-1" living > 15yrs. }b , 2453 2481 3132 4.008"
Myanmar-1" <15yrs. 2.234 2.558 2577  3.481 4477 5.690
Myanmar-1 * ~ no report 2235 2.864 3.691
Parity Parity 0° - - - - - -
Parity 1 645 625 626  612° 610 606
Parity 2 178" 173 1737 170 170 168"
Parity 3 087 084 084" 081 080 080"
Parity 4 069 066 066 063 062 062"
Parity 5 063 059  .060 055 056 056
Age group Age 15-19° - - - - - -
Age 20-24 1.433 1.381 379 1.403 1.407 1.385
Age 25-29 1.032 987 986  1.002 1.018 997
Age 30-34 756 739 739 758 782 771
Age 35-39 442 426 427" 443 460 455
Age 40-44 216 208 208 217 228" 226
Age 45-49 150 149 149 54 163 162
Education Never * - -
Some schooling 1.384 1.414
Employment status
Unemployment ° - -
Employment .919 1.070
Interaction
Education x natives * -
Education x Myanmar 915
Employment x natives ¢ -
Employment x Myanmar 705
LR ch? 645.07 652.27 652.30 656.10 659.35
Df, 12 13 14 15 17
R’ .2600 2629 2629 .2645 2658
Observations 2171 2171 2171 2171 2171
a = reference group b = constrain to be equal *p<.05 * p<.01 “* p < .001
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The last low of table 3 shows the log-likelihood test scores for dimensions examined in
Model 1 through 6. with Model 6 treated as the full model. The test for Model 1 evaluates the

Since immigrants appear to remain their fertility behavior although they spend times
living in Thailand which succeed in family planning program. We estimate the intention rate
from the model which could illustrate the evidence of fertility behavior adaptation; therefore,

Model 3 will be used to estimate the intention rate as equation below:

IF = inP/1-P)= Bo+ BuMs)y+ 2B, (Pay) +Z B (A) + Por (OT) (1)
where, F; = Additional intention rate at parity i
Bo = constant coefficient
MS = Migration status; 1 = immigrants, 0 = natives,
Pa; = Parity when | = 0,1,2,....5
A = age group at i, i=1,2, 3,...,7 age 15-19(A, =1), 20-24(A, =1),
25-29(A;3 =1), 30-34(A, =1),
35-39(A; =1), 40-44 (Ag=1), and
45-49(A; =1)
DT = Duration of living in Thailand when :
1= living less than 15 years, 0= living equal and more than 15 years
Therefore,
Ifi = (.598)+(.939)}(MS)+(-.469)( Pa, }F(-1.754)}(Pajz)+ (-2.476)+(Pa,) +
(-2.721) (Pab)+ (-2.824)(Pa6)+(.323)(Az)+(-.013)(A3)+(-.303)(A,) + (-

853)(As)+(-1.572)(Ag)*+(-1.907)(A;)+(.388)(DT)

From the above equation, the intention to add more child with parity can be estimated
and illustrated in three curves shown in figure 2. The result shows migration status differentials
in the shape of the intention rate by parity progression function for women aged 15 to 49 in
year 2000. The y axis is the intention rate of adding more child among women who are still in
the process of parity progression at parity i (x axis). This graph shows that the intention rate
declines from parity 0 to parity 5 for both migration status. Differentials in intention patterns
can be seen from the extent to which the curves decline by parity. This is not surprising

because age and parity are strongly correlated in a population with successful family timitation.
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Both of immigrants curve of intention rates are higher than natives'. Moreover, the curves
show the evidence of little difference of intention rate between immigrants who live short and

long duration. Immigrants who live longer intend to add less child than ones who live shorter.
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Figure 2 Intention to have more child by parity

Conclusion and discussion

To examine the hypothesis fertility expectation fertility patterns of immigrants who
have lived in Thailand more than 15 years and those who have lived in Thailand equa!l or less
than 15 years are compared to natives. A fifteen-years duration of living in the destination is
employed because of the distribution of duration in the sample, and because this duration
should be sufficient to illustrate evidence of adaptation pattern is hypothesized to occur
through the social environment shaping fertility norms and attitudes of immigrants in the new
society. Logistic regression analysis is method used to predict intention to have more child in
the future.

Contraceptive prevalence of native and immigrant women in the year of 2000 is
very different. Overall native women have higher level of contraceptive use than do immigrant
women. The leading method for almost all age groups of both natives and immigrants is pills,
which are available through various channels. Natives prefer female sterilization from age 30-

34 while immigrants still widely use injectables. The results indicate that immigrants use



18

temporary contraceptive method more than do natives because immigrants may want to space

their birth rather than stop childbearing.

The analysis of fertility expectation by asking the intention to have more child shows
that immigrants, who live shorter and longer, curve of intention rates are higher than natives’.
The curves also show the evidence of little difference of intention rate between immigrants
who live short and long duration.

Therefore, the hypothesis of fertility expectation rejected as the findings from the
graphical presentation do not support an fertility adaptation pattern. The evidence shows that
there are significantly different fertility patterns between natives and immigrants, but that there
is no statistically difference between the two groups of immigrants. However, the graphs show
some evidence of decline in the probability of immigrants who have lived in Thailand for a fong
period of time proceeding to higher parities. In addition, immigrants who live fonger intend to
add less child than ones who live shorter.

The multivariate analysis of birth order and period effects confirmed the finding of a
difference of fertility patterns between immigrants and natives. Immigrants still have high
fertility, compared to natives, even after living in Thailand for more than 15 years. The results
suggest that immigrants retain their ethnic identities and associated attitudes related to family
size even though that moved to Thailand and share the same legal rights, environment, and

public health service as other members of the host society.

Discussion for policy maker

From this study a number of important findings have emerged. These findings are
useful for immigrant policy-making purposes and for population projections. However, in
making recommendations on policy it is important to keep in mind that the migrants live, work,
and interact with the Thai people. Increasing numbers of immigrants, both legal and illegal,
are in the labour market and resident on the border and this is an issue of national security.

The immigrants have come from a country of turbulent political and economic
change and uncertain living situation where human rights are often not respected. The host,
Thailand, has provided a better life, such as working opportunities, a more secure living
situation, and health services. Moreover, recent cabinet resolution provides citizenship for

children who are born in Thailand. Permanent residency requirements and may interact with a
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reluctance to limit family size in order to survive in Thailand through obtaining citizenship for
that Thai born children.

According to the findings that immigrants have high fertility, low contraceptive use, a
high intention to have more births, and a relatively low level of unmet need, in Thailand, it is
important that demographers and policy makers note the desire for a large family size even in
a context of economic stress, conflict and human rights abuses. The high value of children
affects motivations for future fertility. Children may be valued as economic assets because
parents may think that children can contribute financially to household. The value of children
as old-age insurance may also motivate immigrants to add more children under an uncertain
living situation. Living away from their home country may also encourage a continuation of
high fertility in order to sustain ethnic identity. Children are a tie to the past and they help
provide continuity of identity.

The finding from this study is recommended that the government seriously and
broadly promote family planning for immigrants, especially for women of early reproductive
age. The high level of fertility and low level of contraceptive use among young immigrant
women suggest that this is an important target group. Young immigrants from Myanmar have
entered Thailand and have experienced none or little of the family planning attitudes and
programs experienced by the members of Thai communities. The commitment of immigrants
to maintaining ethnic norms of family building in Thailand is @n important implied finding from
this study. Immigrants may be more pronatalist because they want security in their in old age
and because citizenship could be obtained for their new-born children. Therefore, any role of
family planning in intervention programs may be difficult. Family planning services need not
only to be made available and accessible, but legal force, and support for knowledge and
attitude changes is also required. The small family size should be encouraged for improving
their life, such as healthy for women and their children, as well as good living by taking care of
their children without economic pressure.

In addition, for demographers, the projection of the immigrant popuiation can
probably be undertaken using the fertility derived from this study if demographers have the
other components of population change available to them for this population. The age specific
fertility rates and the total fertility rate measured from this study show both the high level of
fertility and the pattern of fertility. However, the future is hard to predict but we may stili
speculate on the effect of multiculturalism or biculturalism on family formation and childbearing

patterns. Norms favouring a strong family that includes children as a prerequisite for security
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and fulfilling life and identity seem to be maintained by Myanmar immigrants after they leave
their home country. The small difference in fertility levels by length of time spent in Thailand
can be used by demographers in selecting terminal levels and alternative series of completed
fertility for birth cohorts of women who will reach childbearing ages in the future. From the
results of this study, it may be concluded that the ‘low series’ could be used for fertility

assumption in the component method of projections of the immigrant population.
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Table A1 Total Fertility Rate among Thai women and Myanmar women from various sources.

Total Fertility Sources of data:

Year Rates

Myanmar Thailand
1973 6.26' 504" 1. United Nations
1983 5.271 2.565 2. Central Statistical Organization,
1985 3.55° 220  Myanmar
1986 3.54 2.06° 3. Myanmar Fertility and Reproductive
1987 3.572 1.937r Health Survey, Department of
1988 3.582 1,767 Population, Myanmar
1989 3.58° 1.85 4. World Bank
1990 3.562 2.17‘5 5. The 1980 Population and Housing
1991 23.5?2 2.2B Census , the Whole Kingdom, National
1992 3.55° 22°  Statistic Office, Thailand
1993 3.53° 2.2° 6. The 1990 Population and Housing
1994 3.502 2.‘|B Census , the Whole Kingdom, National
1996 3.48° 20°  Statistic Office, Thailand
1998 3.10" 2.1° 7.Thailand Demographic and Health

Survey, 1988
8. College of Population Studies

Table






